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ABSTRACT
The gynecological cancer is the fourth in rate of occurrence in women and its treatment has a significant impact on
their quality of life. The aim of the present study was to review the literature related to the impact of cancer on the
quality of women’ life, the psychosocial adjustment of women and the possible ways of psychological support. A
search was conducted using the CINAHL, Medline, Google, and PubMed. The quality of life of women facing
gynecological cancer is significantly affected. Various changes in the everyday life of the patients are observed as
well as psychological exhaustion, which often occurs with depressive symptoms including fear and strong anxiety
leading sometimes to panic. Sexual disorders also occur, and support should be immediately provided, prior to the
announcement of the bad news from a health care professional. The supportive psychotherapy group contributes to
the full understanding of the different aspects of the problem. It is also important for the patient to realize that she is
not alone in coping with this difficult problem. The use of specific cognitive and behavioural methods can change her
way of thinking and coping with her problem by using the most efficient ways. The diagnosis of gynecological cancer
can, in many cases, cause severe anxiety and depression. The role of the nurse is important in psychological support
and generally in dealing with problems arising from its treatment.
Keywords: Gynecological cancer, Psychological support, Quality of life, Nurse
INTRODUCTION
Gynecological cancer is the fourth most common type of
cancer and despite the progress that has been made in
recent years in both the diagnosis and treatment many
women learn about it at the latest clinical stages, with
subsequent effects on the physical, psychological and
social dimensions of their quality of life.1 Cancer of the
female genital organs includes tumors of the ovary,
endometrium, uterus body, cervix, vagina and vulva.2
Therapeutic interventions cause serious side effects, so
the patients are experiencing mental exhaustion, which is
often appeared with depressed mood, symptoms of
traumatic stress, fear, sadness, tiredness, and stress
regarding the body changes, sexual dysfunction and their
quality of life.3

The purpose of this review is to present the most updated
information related to the psychological impact of
gynecological cancer to quality of life of patients and
their partners and also to the sexual dysfunction
experienced by the patients. The role of the health
professionals is fundamental in offering individualized
care to patients with gynecologic cancer at all stages of
the disease as well as in offering psychological support to
them.
Quality of life and gynecological cancer
The quality of life refers to the extent of wellness and
satisfaction experienced by the patient at a specific time,
in areas of his/her life that are considered as important by
him/her and are affected by the disease or treatment.4
Therefore, the health related to quality of life concerns
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the physical, social, emotional, functional (occupational),
sexual and spiritual wellness. It seems not to be any
general and universal stress response caused by the
cancer, but the factors contributing to it are many,
including the woman's age, the stage of the disease and
its social context. Moreover, the diagnosis does not
necessarily imply a high level of psychological stress and
poor quality of life (QOL). In many cases, women with
appropriate support eventually manage to turn a difficult
disease such as cancer in an experience of commitment in
life, an experience that gives a more positive meaning in
their life.5-7
On the other hand, the diagnosis of cancer can cause
major blow on one's daily routine and impair his/her
quality of life, since all the parameters that form it are
affected. In addition to physical health, both the social
and occupational health is influenced. The disease is
accompanied by severe stigma, which leads to restrictions
and reduced self-esteem and self-confidence. Treatment
exacerbates these restrictions and puts considerable
barriers at work.8
Important however is the burden on mental health.
Mental disorders are observed in 25-50% of cancer
patients and the depression seems to be the most common
diagnosis of mental disease observed in 20% of patients.
The symptoms of depression include insomnia, inability
to concentrate, loss of appetite, increased use of alcohol
and sedatives, suicidal thoughts, sexual dysfunction and
disruption of the daily activities. A common finding of
the studies is that the level of a woman’s depression at
the initial stage is a powerful predictor of the level of
depression in the later stages of the disease. Cancer
patients are likely to experience post-traumatic stress
when something reminds the treatment or their
experience with the cancer, such as recurrent, intrusive
memories, dreams about their treatment, relapse fears,
death and physical reactions.5,6,9
The first 12 to 18 months of diagnosis appears to be
potentially the most difficult time for women with breast
cancer and women with gynecologic cancers and, during
this period, their emotional and physical well-being can
be reduced. However, after the treatment, there seems to
set out different paths to recovery course of psychological
well-being and QOL of women. For many women, the
mood gradually returns to the previous of the disease
levels. Other women are struggling with the stress
associated with cancer and other related emotional
problems even after years of diagnosis. The concern
about the QOL seems to grow by the end of the treatment
and the uncertainty of recurrence dominates their
thinking.6
In the research study of Vaz et al. the frequency of
menopausal symptoms and sexual functioning and their
relationship to QOL were investigated.10 The sample of
the study was consisted of 107 women (aged 21-75 years)
who successfully had dealt with the gynecological cancer.

These women had undergone radiation therapy of the
pelvis and the first measurement was done before
radiotherapy, after which followed other three
measurements over a period of 4 months, 1 year and 3
years after radiotherapy. The survey results showed that
dyspareunia
negatively
affected
the
physical,
psychological and social dimension of quality of life,
while a high proportion of women 42% were sexually
inactive three years after completion of radiotherapy.
Women, who faced successfully the gynecological
cancer, were found to have good adaptation to the disease
and therefore good quality of life, with few physical
problems, psychological distress and sexual dysfunction.
No difference was observed in parameters on QOL
among survivors who were diagnosed at early and
advanced stages of gynecological cancer. The study
showed that there was a difference in parameters of QOL
in patients treated with radiation therapy of the pelvis in
relation to other therapeutic approaches. In general,
women who successfully dealt with cancer of the cervix
appear to have a positive attitude towards sexuality and
have increased self-esteem.6,11
Apart from the influence of cancer on a woman’s
psychological state, it can also greatly affect her partner
or her husband. The diagnosis of cancer in a woman can
cause in many cases the intense anxiety and depression of
her partner. It can also cause weakness of support and
assistance to her, fear of loss and appearance of physical
symptoms (pain, fatigue and weakness). Husbands after
their wives’ surgery usually suffer from postoperative
discomfort, mood disorder, and they also express
problems related to sexual intimacy. Generally, husbands
feel unprepared to deal with their own emotional reaction
against the cancer of their wife and its treatment. They
experience similar levels of psychological stress with
their wives. Even after the end of the treatment, both
patients and their partners continue to live with the fear
and anxiety of relapse.5 Patients express openly their
fears about possible recurrence while husbands keep their
fears in secret, wishing not to further burden their
wives.12
Therefore partners are trying to keep the balance between
the emotional fear of relapse and the need to be positive,
optimistic and happy for the patient. These results
highlight the importance of open communication between
partners who have to deal with the complex issue of
cancer.6
The husbands or the partners of women with cancer have
four main concerns: (a) to manage their stress in relation
to any negative outcome of cancer. Stress is often
accompanied by guilt, which can lead either to underprotection or to the emotional collapse of husband
resulting in adverse effects on the life of the couple, even
until the divorce; (b) to help the patient in coping with the
effects of cancer on emotional level. In this case concern
turns into genuine interest and motivation for a
meaningful emotional support. They are seeking practical
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methods to support the patient such as psychotherapeutic
intervention or participation in specific groups of people
with similar problems. It is obvious that in this case the
results of the intervention can have only positive effects
on the patient's and couple's quality of life; (c) to enable
themselves adapting to the new situation and coping with
the disruption of everyday life which is caused by the
cancer. The diagnosis and therapeutic intervention
changes the everyday life of the couple and the family. In
many cases there is a neglect of work which leads to a
financial burden. There is also a neglect of other family
members resulting in the appearance of multiple
behaviour disorders (anxiety, aggression, frequent
crying). The husband is asked to take on new roles, to
support his wife, his children, but he has also to process
his own feelings. In this effort should be mainly helped
by relatives (parents, brothers, sisters) or from experts in
the field of mental health; (d) to manage the uncertainty
and embarrassment they feel about the communication
with the patient on issues related to the disease. This
difficult situation starts from the participation of the
husband to the information of diagnosis. The
announcement of the bad news from a specialist can help
both of the husbands to adapt in a better way to the new
conditions imposed by the disease. If the husband
chooses to disclose the diagnosis to his wife, then he
undertakes the responsibility of arduous concealing the
truth that can clearly affect their QOL and it is not
recommended. Open communication, honesty and the
assurance that he is always available for her as well as the
assurance that nothing has changed in his feelings, and
the use of silence, when it is necessary, are measures of
coping with this difficult situation and of effectively
promoting the quality of their lives.7
Sexual
disorders-psychosocial
gynecological cancer

adjustment

and

Sexuality is a multidimensional phenomenon with
biological and psychological dimensions and is
represented as main component of an individual’s quality
of life. It is estimated that after the completion of
cancer’s treatment, sexual disorders account for 40-100%
of these patients. The most common sexual disorders in
cancer patients are the loss of the sexual desire, the
erectile disorders in men and dyspareunia in women.13
Dyspareunia may be due to reduced wetting of the
vagina, decreased size of the vagina and due to
psychological causes. Administration of antiestrogens
and radiotherapy in the lesser pelvis area reduce the
wetting of the vagina. When the radiation field includes
Bartholin’s glands, their function is affected due to
growing fibrosis. Radiotherapy is also responsible for the
radiation-induced damage to the genitals and adjacent
tissues, and especially for the appearance of vagina
changes, such as stenosis and development of adhesions.
There is loss of vaginal epithelium mainly in the areas
receiving higher radiation dose. This is starting to be
restored 3-6 months after the treatment and it will be

completed in about two years. The new epithelium differs
histologically from the normal one, it contains more
vitreous and collagen components, fibrous elements, and
the small glands are absent. It is reported that up to 66%
of women who suffered from cervical cancer and they
have been treated only with radiation, appear to have
sexual disorders. The incidence of sexual dysfunction
after the treatment of a cancer patient is very high and in
some studies is indicated to be close to 100%. In
oncology centres with a high level of workload, the
evaluation of the QOL of cancer patients is frequently
neglected. Sexuality is an important part of human life as
the persons through sexuality can identify themselves.
The design and implementation of multiple randomized
studies dealing with sexual disorders is required.14
The problems experienced by patients who successfully
dealt with gynecological cancer affect all the dimensions
of sexuality such as physical, psychological and social
dimension. As it regards to physical dimension of
sexuality, dyspareunia is frequently appeared, changes in
the vagina are also apparent, and sexual activity is
diminished. In the psychological dimension, the main
variations were identified in decreased libido, changes in
body image, and anxiety associated with sexual
performance. And as to the social dimension, the
common concern is the difficulty that the woman has in
keeping her previous sexual role, the emotional
detachment from her partner, and the perceived changes
in the level of sexual interest from him.15
Sexual problems experienced by women are mainly
coming from four sources15: (a) the organic effects of
treatments, (b) the perceptions of women about their
sexuality, (c) the reactions of their partners towards them
and (d) the quality of their relationships. Treatments may
disturb the sexual activity of the patients, and the way
they influence them varies depending on the type of
treatment. Some of the treatments, such as surgery,
radiation therapy in the pelvic area and chemotherapy,
can cause anatomical changes or impede the normal
functioning of the reproductive organs involved in sexual
response. These treatments may cause side effects such as
early menopause, infertility, vaginal dryness, pain during
intercourse, reduced libido and change of the orgasmic
capacity.
It is well documented in the literature that chemotherapy
is closely connected with the problems of women with
breast cancer and gynecological cancers that are related
to their sexuality and the image of their body.6,16,17 Due to
the fact that younger women are more likely to undergo
chemotherapy or some polymorphic treatment than older
women, they seem to be particularly vulnerable to sexual
problems. Prolonged treatments also tend to adversely
affect the levels of women vigor. The fatigue is
associated with serious sexual problems, particularly by
reducing the desire and arousal.18

International Journal of Research in Medical Sciences | November 2015 | Vol 3 | Issue 11

Page 2994

Karabinis G et al. Int J Res Med Sci. 2015 Nov;3(11):2992-2997

Radiation therapy to the pelvis area for the treatment of
gynecological cancers can cause scarring in the vaginal
walls and reduce the size and the elasticity of the vagina.
Women in early stage of the disease, who had undergone
hysterectomy and radiotherapy, suffer for a short period
of time from dyspareunia, problems during the sexual
penetration and lack of sexual satisfaction, which are
decreased 6 months after the surgery. In contrast, women
in an advanced disease stage suffer from reduced wetting
of the vagina, loss of orgasm and reduced number of
sexual contacts as they are influenced by the loss of
sexual desire, for a period of 24 months.19,20 It is also
referred fibrosis of the clitoris resulting from
radiotherapy which is a leading cause for the reduction or
loss of orgasm.21 Radiotherapy to the pelvis had a
negative impact on the female sexuality, appearance, and
physical problems such as fatigue, lack of strength,
diarrhoea and skin rash. It also affects woman’s anxiety
and stress levels, as well as her reduced self-esteem.22 It
is also indicated that diagnosis of gynecological cancer is
associated with a profound influence on the emotional
state of both the woman and her partner, due to sexual
disorders resulting from the therapeutic interventions,
especially radiotherapy and they are related to the body
image, sexual self-perception, vaginal narrowing and
dryness. This psychological stress in combination with
the natural progression of the disease reduces the interest
about sexual activity.23
Surgical treatment can alter the dimensions of the vagina.
These side effects can result in pain and disturbance
during sexual contact. The number of treatments incurred
by women can affect the quality of their sexual
relations.24,25 The way of women’ thinking about specific
aspects of themselves, such as their appearance, their
attractiveness, their eroticism and femininity, are
powerful predictors of the way they will adapt in sexual
life long term.24,25
The image of women’ body is also widely associated
with their psychological well-being, their efficiency in
social roles and their social functioning. After the
appearance of cancer, the self-perception of a woman can
be under dispute, as she realizes the discrepancy between
the way that she is seeing herself now (true self) and how
she ideally sees herself (ideal self). For example, before
the diagnosis of cancer, a woman could have for herself
the idea of a person with dynamism, confidence and
vitality. But after the diagnosis of the disease, she feels
that the ideal image of her has been lost. Menopause can
make her feel that she has grown old prematurely and that
she is less feminine and more vulnerable than before the
disease. She may struggle herself to conciliate the real
with the ideal image of herself. One reason for the close
connection between the negative thoughts about the body
and self-image with the poor sexual functioning is the
creation of emotional responses that are against the
sexual response. The woman, for example, who feels
shame, grief or embarrassment for her external
appearance, is likely to feel stress and have distraction

during the sexual intercourse with her partner. The
distraction is associated with stimulation of the
autonomic nervous system, causing negative feelings,
which are opposed to sexual stimulation and pleasure.
Thus, it is important that the couple, under the guidance
of a therapist, develops strategies that will help both of
them to effectively cope with the referred sexual
difficulties.5,26
Sexuality, as previously mentioned, is an important
element of QOL of patient and a major factor for their
psychological adjustment to the disease. The treatment of
gynecological cancer negatively affects both sexuality
and quality of life. Levin et al, examined the effect of
sexual dysfunction in psychological adaptation and QOL
in 186 patients successfully dealt with cancer (cervical,
endometrial, ovarian, vulvar).27 In these patients the
cancer had diagnosed 2-10 years earlier, and for at least 6
months were subjected to therapeutic intervention. Most
of them were diagnosed with cancer at an early stage of
the disease (70%) and they were subjected to a
hysterectomy (77%), chemotherapy (43%), or radiation
therapy (23%). The patients experienced sexual
dysfunction, sexual satisfaction problems, symptoms of
post-traumatic stress, symptoms of toxicity of the
treatment, fatigue, anxiety about the body image as well
as changes in their quality of life. The findings of the
above mentioned study suggest that the prevention or the
treatment of sexual dysfunction can promote a better
psychological adjustment to the disease and a better
quality of life. Considering the relationship between
sexuality and quality of life, there is a clear need for
immediate and better integration of the restoration of
sexual dysfunction to the clinical care.
Cancer's management through the acquisition of
cognitive skills: the role of the nurse
Psycho-oncological interventions that promote the active
management of the disease is the auxiliary cognitive
treatment (cognitive psychotherapy) and the treatment
through self-regulation, which mostly help patients to
adapt to the psychosocial demands of the disease.28
During this process, as well as to the psychological
support of the patients, the participation of specialized
nurses is really important, fact that it is known since
antiquity.29,30 A key concern of them should be the
approach of the patients through communication.31 The
steps, in order the couple to develop the appropriate
adaptive cognitive skills and to be able to fight the
disease with a variety of methods, are taught in a series of
sessions. This is necessary, as it is very difficult for
someone to learn to cope with the problems related to
his/her self or to the world in a different way. Learning
the management of these difficult situations takes time
and practice. Some of the patients mention that they
discover a new self, a new way of being, which opens
new horizons in their thinking, and it rewards but also it
scares them. Therefore, couples are encouraged to
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perceive this training as an ongoing process of selfdevelopment and relationship.6,32
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