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Introduction: As cancer survival rates increase, it has become crucial to 
pay attention to the long-term quality of life of survivors, including sexual 
functioning. The quality of sexual life and fear of cancer progression are often 
unmet needs, significantly impacting cancer patients’ overall quality of life. In 
this study, we investigate these factors in Romanian female cancer patients and 
highlight their relationship with mental health and demographic variables.

Methods: This study included 242 Romanian female cancer patients who 
completed questionnaires assessing sexual functioning (EORTC QLQ-SHQ22), 
fear of cancer progression (FoP-Q), depression (PHQ-9), and anxiety (GAD-7). 
We examined these relationships using descriptive, exploratory, and regression 
analyses.

Results: Around 50% of patients reported impairments in sexual satisfaction and 
pain during sex. Lower sexual satisfaction increased sexual dysfunction, and 
heightened fear of cancer progression (FCP) were associated with depression, 
anxiety, younger age, lower education, rural residence, and unmarried status.

Discussion: This study reveals a complex interplay between sexual health, fear 
of cancer progression, and psychological well-being among female cancer 
survivors in Romania. Addressing sexual concerns, providing psychoeducation, 
promoting coping with the fear of progression, and utilizing interdisciplinary 
interventions are essential to improving these patients’ overall quality of 
life. These findings underscore the need for integrated care approaches that 
consider both physical and psychological dimensions of cancer survivorship.
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Argument

The quality of sexual life and fear of cancer progression are often unmet needs, significantly 
impacting cancer patients’ overall quality of life. The investigation of the relationship between 
two of these most frequently cited unmet needs in female cancer patients, best explaining the 
functional components of quality of sexual life in survivorship would be a major progress in 
the field of psycho-oncology. Consequently, we plan to study these factors in Romanian female 
cancer patients and highlight their relationship with mental health and demographic variables.
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Introduction

Due to early detection and increasingly effective treatments, the 
number of cancer survivors is constantly growing (1). Nevertheless, 
the diagnosis and treatment may seriously impact cancer patients’ 
physical, psychological, social, spiritual, professional lives, and sexual 
functioning (2–4). The side effects of aggressive treatment strategies 
(surgery, chemo-, radio-, hormonal-therapy) can include problems 
such as nausea, vomiting, fatigue, alopecia, weight gain, hair loss, 
pallor, early menopause, gynecological complaints, and sexual 
dysfunctioning (1, 5–8). Loss/reduction of libido, pain during 
intercourse, vaginismus, body image disturbance, changes in sexual 
self-esteem, emotional instability, fear of lack of sexual attraction, 
changes in sexual self-determination or reproductive function, 
difficulty having orgasms, dissatisfaction with appearance (due to 
mastectomy for instance), changes in femininity and motherhood (4, 
9–11) are frequently encountered.

The sexual impairments may last longer than the treatment itself, 
hinder cancer patients in leading a sex-life similar to pre-diagnosis, 
and further aggravate the quality of their sexual life (12). The number 
of patients affected from this point of view is considerable, especially 
if we consider the frequency of underreporting due to the delicate 
nature of the topic [sexuality as taboo, CBOS (13) as cited in (11)]. 
According to the literature, 60–100% (14) and 30–80% (15–17) of 
women diagnosed with cancer indicate the presence of some forms of 
sexual dysfunction (18).

Cancer-related sexual problems have a negative impact on the 
patients’ psychological well-being as well (19, 20), becoming a marker 
of cancer patients’ quality of life (21). Unfortunately, such issues get 
frequently overlooked and un-addressed by the medical staff (22).

Due to the considerable importance of this topic and massive lack 
of adequate instruments and information regarding the sexual 
functioning and quality of sexual life of cancer patients, the EORTC 
Quality of Life Group (QLG) decided to develop a new measure that 
aimed at assessing the physical, psychological, and social aspects of 
sexual health in both male and female cancer patients and survivors, 
namely the EORTC SHQ-22. Based on extended literature review, 
interviews with patients and health-care professionals, the QLG 
developed a comprehensive, multidimensional tool to assess the 
complex impact of cancer on sexual health (23). The QLQ-SHQ 22 is 
a gender-neutral scale (with 18 general, and 4 gender specific items), 
investigating the quality of sexual life in cancer patients through two 
major multi-item sub-scales: sexual satisfaction and sexual pain, 
completed by 11 individual items measuring a vast palette of aspects 
related to sexual health. The items of this instrument are grouped in 
two major components: the symptom scale, referring mostly to aspects 
of physical functioning (sexual pain, fatigue, vaginal dryness), and the 
functional scale, focusing on the reflection of the physical symptoms 
on the psychological level (satisfaction with the quality of sexual life, 
perceived importance of sexual life after diagnosis and treatment, fear 
regarding the levels of intimacy with partner, worry due to loss in 
femininity/masculinity, etc.).

In parallel with the concerns regarding the quality of sexual life of 
cancer patients, fear of cancer progression/recurrence (FCP - “fear, 
worry, or concern about cancer returning or progressing” as defined by 
Lebel et  al. (24), p.  3) is another extremely important source of 
discomfort for survivors. Literature indicates that FCP is to some 
degree a normal reaction (25), and a high percentage of survivors 

report to have experienced various degrees of FCP (26). However, FCP 
can last long after patients have entered remission and finished their 
treatment (27), and in some instances, might attain maladaptive levels 
and forms, resulting in dysfunctional behaviors, negatively impacting 
patients’ well-being (28). Regardless its deleterious effect on their 
quality of life, worldwide, FCP is one of the most frequently cited 
unmet needs reported by cancer survivors (29).

In order to highlight the multifaceted nature of fear experienced 
by cancer survivors, FCP is usually conceptualized as a 
multidimensional construct encompassing fear/worry regarding: the 
possible progression of the illness, functioning impairments due to the 
fear of progression of the illness in different life-areas (family/
partnership, profession/occupation), threat of losing one’s independent 
functioning, etc. Such approaches to FCP assess both practical aspects 
of coping with cancer progression and its emotional impact (25, 
30, 31).

A plethora of research documented a negative association between 
fear of cancer recurrence and quality of life, i.e., those patients who 
reported higher levels of FCP indicated significantly lower levels of 
Quality of Life (QoL), impaired cognitive functioning, excessive use 
of healthcare services, anxiety and depressive disorders, etc. In time, 
these dysfunctions may further affect patients physical functioning as 
well (24, 32).

Furthermore, Rezaei et al. (33) publication based on the review of 
44 articles indicated a significant association between FCP, self-esteem 
and body image in cancer survivors, markers that are also associated 
with their quality of sexual life.

Purpose

Our study intends to investigate the relationship between these 
two frequently neglected aspects of functioning in the case of cancer 
patients’ quality of sexual life and fear of cancer progression. In this 
study we will focus our investigation on female patients who have to 
confront somewhat different challenges compared to male patients 
due to the way they construct their body image and the way it impacts 
their self-esteem, and the quality of their life. For instance, for most 
women the breast, and the health of their reproductive system is a 
widely acknowledged cultural symbol of femininity, charm, and 
motherhood (34–39). A plethora of research indicates that the quality 
of sex-life of female breast cancer patients is significantly impaired, 
with less and less sexual activity, loss of sexual desire accompanied by 
depressive symptoms, altered, dissatisfying body image due to 
mastectomy, confusion about post-cancer sexual relationships due to 
inadequate information (40, 41). Similar results are produced by 
studies investigating gynecological cancer patients (14, 22). However, 
due to the nature of treatment, most female cancer patients experience 
a significant decrease in the way their sexual life evolves after treatment.

Purpose and major objectives

The present study has two major aims: (a) to investigate the 
relationship between two of the most frequently cited unmet needs of 
a sample of Romanian female cancer patients: fear of cancer 
progression and quality of sexual life, as well as mental health 
indicators (symptoms of depression and anxiety) depending on 
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demographic differences; (b) to investigate which of the assessed 
variables best explain the functional components of quality of 
sexual life.

We expect to find significant associations between quality of 
sexual life and FCP, symptoms of depression and anxiety. We will also 
investigate possible differences in the components of quality of sexual 
life depending on demographic variables, specific to the Romanian 
context. This investigation was conducted by using the STROBE 
guidelines for cross-sectional studies.

Materials and methods

The CANPRIM project is a Romanian study that investigates the 
psychosocial impact, distress levels, and care pathways of cancer 
outpatients in the primary care system. The study utilized a survey-
based methodology that included exploratory, descriptive, and cross-
sectional analysis.

The CANPRIM studied a heterogeneous national sample of 330 
outpatient oncology patients, registered with public and private 
primary care providers across 34 of 41 counties nationwide. The 
sample varied based on tumor location and included individuals 
without restrictions on cancer type (solid or hematologic) or stage.

Three hundred thirty outpatients from 34 Romanian counties 
were enrolled in the study without any restrictions based on cancer 
type or stage. To be eligible, participants had to be over 18 years old 
and provide informed consent. They were allowed to complete the 
survey online or on paper. The data collection strategies were flexible 
and adapted to the challenges of the COVID-19 pandemic while 
ensuring comprehensive and safe information gathering. The study 
strictly adhered to medical and research ethics standards, following 
the Declaration of Helsinki. The Institutional Review Board (IRB) 
approved the study (16.260/30.10.2020) from the Scientific Council of 
Babeș-Bolyai University in Cluj-Napoca, Romania.

Participants

Our study included 242 Romanian female cancer patients from 
the CANPRIM data base, with a mean age of 55.21 years 
(median = 56.00, SD = 12.91, min = 21 max =82). An a priori power

analysis [G*Power 3.1; (42)] indicated that total sample size of 188 
participants was required for a moderate effect size (f2 = 0.15), α = 0.05, 
1-β = 0.85. The patients included in the study were diagnosed and 
treated for breast, uterine, colon/rectal, lung, bladder, oral, metastatic, 
and other oncological diseases. Participants were included on a 
voluntary basis, after consenting to anonymously participate in the 
study, and none of them received incentives for their participation in 
the study.

Instruments

The assessed demographic characteristics were: age, level of 
education, marital status, residence and self-assessed socioeconomic 
status (SES).

Fear of Cancer Progression was assessed with the Fear of 
Progression Questionnaire [FoP-Q; (43), adapted for Romanian 

cancer population based on a registry-based representative sample by 
(44)]. The FoP-Q is a 43-item self-report scale that measures the 
construct in a multidimensional way: affective reactions (anxiety 
related to the progression/recurrence of cancer), partnership/family 
(worry that illness will affect the patient’s relationship within the 
family/partner), occupation (worry related to the possible hindrance 
to return to work or cope with work-related demands due to illness), 
coping (hope in recovery and belief in successfully handling negative 
affective states), and loss of independence (worry that illness may 
impede the attendance of personal need and increase the reliance on 
others). The FoP has adequate psychometric properties (Cronbach’s 
alpha over 0.70) (43), with higher scores indicating higher levels of 
fear of cancer recurrence.

Quality of sexual life was measured with the EORTC QLQ-SHQ 
22 scale (validated on Romanian population) (23). The QLQ-SHQ 22 
if formed of two multi-item sub-scales: sexual satisfaction (eight 
items) and sexual pain (3 items), completed by 11 individual items 
measuring a vast palette of aspects related to sexual health (general 
and 4 gender specific). Scores vary between 0 and 100. High scores on 
the functional scales (sexual satisfaction, importance of sexual 
activity, libido, treatment, communication with professionals, 
insecurity with partner, confidence erection, masculinity, femininity) 
indicate high levels of sexual health, while high scores on symptom 
scales (sexual pain, worry regarding incontinence, fatigue, vaginal 
dryness) indicate high levels of sexual symptomatology. The 
psychometric properties of the QLQ-SHQ-22 are good (internal 
consistency of 0.90 for the sexual satisfaction scale, and 0.80 for the 
sexual pain scale) (45).

Depressive symptoms were assessed with the Patient Health 
Questionnaire-9 (PHQ-9; validated on Romanian population) (46), a 
self-administered instrument for assessing the severity of depression. 
The PHQ-9 measures depressive symptoms through nine items (based 
on the DSM-IV criteria for depression), and asks respondents to 
indicate the frequency of symptoms they experienced over the past 
2 weeks. Scores range from 0 to 27, with higher scores indicating more 
severe depression. The PHQ-9 has good psychometric properties, with 
an internal consistency of 0.93 (47).

Symptoms of anxiety were assessed with the Generalized Anxiety 
Disorder-7 scale (GAD-7; validated on Romanian population) (48), a 
seven-item, self-administered instrument intended to measure the 
severity of generalized anxiety disorder (GAD). It asks respondents to 
rate on a 4-point scale (0 = not at all, and 3 = almost daily) their anxiety 
symptoms over the past 2 weeks. GAD-t scores range from 0 to 21, 
with higher scores indicating greater anxiety severity. The GAD-7 has 
good psychometric properties, with an internal consistency above 
0.82 (49).

Results

Data were analyzed with IBM SPSS Statistics 20. Firstly, in Table 1 
we present the descriptive characteristics of our data.

As seen in Table 1, of the 242 female cancer patients included in 
this study, only 176 female patients responded to all instruments, 
while almost 30% refused to answer the questions investigating 
different aspects of their sexual life.

Regarding the functional scales of the QLQ-SHQ-22, almost half 
of the assessed female cancer patients indicated a lower than median 
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TABLE 1 Descriptive statistics (means, medians, standard deviations, score ranges), with percentages of patients attaining scores below and above 
median (quality of sexual life, quality of life, fear of cancer progression), as well as low-mild–moderate–severe levels (depressive, anxiety symptoms).

N Min. Max. Mean Median SD % below and 
above median

QLQ-SHQ-22 Functional scales

QLQ-SHQ22 

Functional-Satisfaction 

with sexual life

183

0

100

72.17 75

25.52 Below =48.35%

Above =51.65%

QLQ-SHQ22 

Functional-Importance 

of sexual activity

198

0

100

32.15 33.33

32.45 Below =40.40%

Above =59.60%

QLQ-SHQ22 

Functional-Libido

192
0

100
57.11 66.66

41.01 Below =42.19%

Above =57.81%

QLQ-SHQ22 

Functional-Impact of 

treatment

181

0

100

55.98 66.66

41.82 Below =43.65%

Above =56.35%

QLQ-SHQ22 

Functional-

Communication with 

professionals

181

0

100

10.12 0.000

23.34 min = 80.11%

max =2.76%

QLQ-SHQ22 

Functional-Insecurity 

with partner

179

0

100

70.20 66.66

34.88 Below =26.82%

Above =73.18%

QLQ-SHQ22 

Functional-Femininity

171
0

100
68.42 66.66

34.34 Below =55%

Above =45%

QLQ-SHQ-22 Symptom scales

QLQ-SHQ22 Symptom-

Sexual pain

180
0

100
74.56 77.77

28.51 Below =52.8%

Above =47.2%

QLQ-SHQ22 Symptom-

Worry about 

incontinence

184

0

100

22.28 0.000

31.43 min = 58.4%

max = 7%

QLQ-SHQ22 Symptom-

Fatigue

179
0

100
31.84 33.33

34.40 Below =71%

Above =29%

QLQ-SHQ22 Symptom-

Vaginal dryness

176
0

100
28.03 0.000

36.47 min =54.54%

max =13.06%

PHQ9-Depression

218

0

27

9.27 8.00

6.51 Low = 38.51%

Mild = 32.13%

Moderate = 14.68%

Severe = 14.68%

GAD7-Anxiety

218

0

21

7.29 6.00

5.98 Low = 28.44%

Mild = 31.19%

Moderate = 21.55%

Severe = 18.82%

FoP-Affective reactions
214

13
65

33.25 32.00
10.78 Below =45.77%

Above =54.23%

FoP-partnership/family
216

7
34

15.51 15.00
5.30 Below =44.82%

Above =55.18%

FoP-Occupation
222

7
35

15.03 13.00
6.82 Below =46.56%

Above =53.44%

FoP-Coping
220

9
43

31.06 31.00
5.85 Below =46.37%

Above =53.63%

FoP-Loss of 

independence

234
7

35
15.47 14.00

6.07 Below =41.20%

Above =58.80%

https://doi.org/10.3389/fpubh.2024.1417681
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Kállay et al. 10.3389/fpubh.2024.1417681

Frontiers in Public Health 05 frontiersin.org

level of satisfaction with their sexual life. Almost 60% of the assessed 
patients considered that sexual activities are important, experienced 
higher levels of libido, and perceived that the treatment positively 
impacted the quality of their sexual life. Moreover, 80% of the assessed 
cancer patients reported that have not communicated almost at all 
with professionals regarding their sexual problems. 73.18% indicated 
that were satisfied with the way they communicated with their partner 
about their sexual problems, and 55% felt less feminine due to the 
illness or treatment.

What concerns the symptom scales, almost half of the patients 
experienced pain during sexual intercourse, and 30% considered that 
their sex-life was affected by fatigue.

Furthermore, almost 30% of the assessed patients reported 
moderate to severe levels of depressive symptoms (29.36%), and over 
40% symptoms of anxiety.

In regard with all scales of Fear of Cancer progression (FoP), 
between 53.44 to 58.8% of the patients report levels above the median.

Next, we investigated if there are any significant differences in the 
assessed variables depending on demographic specificities.

Regarding possible differences due to demographic variables, 
we first investigated differences between age-groups (gr1-older and 
gr2-younger than the median, 56 years of age). Since our data did not 
follow a normal distribution, we opted for non-parametric analyses, 

and effect size was calculated according to the formula: 
r = Z/√N. Significant differences are presented in Table 2.

Our results indicated that older female cancer patients reported 
significantly higher levels of sexual satisfaction (Z = −4.42, p < 0.001, 
r = 0.33, medium effect size) than younger female patients. On the 
other hand, younger patients considered sexual activity significantly 
more important than older patients (Z = −6.09, p < 0.001, r = 0.43, 
medium to large effect size). Regarding libido, younger patients 
reported experiencing lower satisfaction with libido (Z = −3.75, 
p < 0.001, r = 0.27, small to medium effect size). Treatment seemed to 
have impacted significantly more the sex-life of younger patients 
(Z = −4.56, p < 0.001, r = 0.34, medium effect size). An essential aspect 
of the quality of sex-life, namely the communication with professionals 
was significantly lower in older patients (Z = −2.70, p < 0.001, r = 0.20, 
small to medium effect size), while insecurity with partner significantly 
lower in younger patients (Z = −3.09, p < 0.001, r  = 0.33, small to 
medium effect size).

Regarding symptoms scales, sexual pain was significantly higher 
in older patients (Z = −2.92, p < 0.001, r = 0.33, small to medium effect 
size), while fatigue affected more the sex-life of younger patients 
(Z = −3.24, p < 0.001, r = 0.24, small to medium effect size), and vaginal 
dryness was significantly more frequently experienced by younger 
patients (Z = −3.05, p < 0.001, r = 0.23, small to medium effect size).

TABLE 2 Significant differences in the assessed variables between age-groups.

Mean  =  56  years
Gr1  >  = 56  years
Gr2  <  56  years

t df Sig. Z Effect size
r

QLQ-SHQ22 Fun-Sex 

satisfaction

Gr1 = 80.45(22.87) 4.510 179 0.000 -4.42(0.001) 0.33

Gr2 = 64.27(25.39)

QLQ-SHQ22 Fun-Imp. 

of sexual activity

Gr1 = 17.94(26.90) −6.483 194 0.000 −6.09(0.001) 0.43

Gr2 = 68.16(38.89)

QLQ-SHQ22 Fun-

Libido

Gr1 = 70.23(38.39) 3.752 188 0.000 −3.75(0.001) 0.27

Gr2 = 46.53(40.29)

QLQ-SHQ22 Fun-

Impact of treatment on 

sex life

Gr1 = 70.23(38.38) 4.693 177 0.000 −4.56(0.001) 0.34

Gr2 = 45.45(40.51)

QLQ-SHQ22 Fun-

Communi professionals

Gr1 = 5.62(17.89) −2.557 177 0.011 −2.70(0.01) 0.20

Gr2 = 14.23(26.81)

QLQ-SHQ22 Fun-

Insecurity with partner

Gr1 = 78.33(31.42) 2.993 175 0.003 −3.09(0.01) 0.23

Gr2 = 62.88(36.28)

QLQ-SHQ22 Sym-

Sexual pain

Gr1 = 80.05(26.92) 2.560 176 0.011 −2.92(01) 0.22

Gr2 = 69.23(29.10)

QLQ-SHQ22 Sym-

Fatigue

Gr1 = 24.20(33.27) −3.003 175 0.003 −3.24(0.001) 0.24

Gr2 = 39.42(34.03)

QLQ-SHQ22 Sym-

Vaginal dryness

Gr1 = 19.75(32.82) −2.991 172 0.003 −3.05(0.002) 0.23

Gr2 = 35.84(38.14)

FoP-partnership/family Gr1 = 13.96(4.26) −4.680 213 0.000 −4.55(0.001) 0.31

Gr2 = 17.25(5.83)

FoP-Occupation Gr1 = 12.68(5.61) −5.893 218 0.000 −5.74(0.001) 0.39

Gr2 = 17.78(7.06)
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Fear of cancer recurrence was also more frequently experienced 
by younger patients, significant differences appearing on the following 
levels: partnership/family (Z = −4.68, p < 0.001, r = 0.31, medium effect 
size) and occupation (Z = −5.74, p < 0.001, r = 0.39, medium effect size).

Regarding levels of education, ANOVA tests indicate significant 
differences in depressive symptoms [F(5,217) = 2.60 (p = 0.026)], patients 
having higher levels of education reporting significantly lower levels 
of depression; satisfaction with sexual life [F(4,176) = 2.95 (p = 0.021)] 
importance of sexual activity [F(4,191) = 6.10 (p = 0.001)], patients with 
higher levels of education indicating higher importance of this aspect 
of sexual life; libido [F(4,185) = 3.44 (p = 0.01)] being perceived lower as 
levels of education increased. The effect of treatment was significantly 
lower in the two extremes, patients with lower and higher education 
reporting the lowest levels [F(4,174) = 2.95 (p = 0.021)].

Quality of physical life and role functioning (EORTC-QLQ-30) 
also increased significantly with education [F(5,234) = 4.98 (p = 0.01)], 
[F(5,233) = 4.57 (p = 0.001)]. Finally, within fear of cancer recurrence, 
our results indicated significant differences in worry that illness will 
affect the patient’s relationship within the family/partner [F(5,208) = 2.85 
(p = 0.017)] and worry related to the possible hindrance to return to 
work or cope with work-related demands due to illness [F(5,214) = 3.21 
(p = 0.008)], lowest scores being attained by patients having middle 
levels of education.

We also found significant differences in the assessed variables 
depending on residence (big city, small city, village). Significantly 
highest levels of depressive symptoms were experienced by patients 
residing in villages [F(2,221) = 7.70 (p = 0.001)], while the significantly 
lowest levels of importance of sexual activity was reported by rural 
patients [F(2,194) = 5.27 (p = 0.005)]. Regarding quality of life, the 
significantly lowest levels of quality of physical life were experienced 
by rural patients [F(2,238) = 3.61 (p = 0.028)], and role functioning 
[F(2,237) = 5.14 (p = 0.006)].

Finally, fear of cancer recurrence was significantly lowest 
experienced by patients living in small cities at following levels: 
family/partnership level [F(2,212) = 4.11 (p = 0.018)]; occupation 
[F(2,218) = 4.00 (p = 0.02)], and loss of independence [F(2.230) = 4.93 
(p = 0.008)].

Satisfaction with family income produced a single significant 
difference, namely in quality of physical functioning 
(EORTC-QLQ-30), patients with lower income experiencing lower 
levels of functioning (t = 2.21, p < 0.03 Cohen’s d of 0.31, a small to 
moderate size effect).

Finally, for marital status we ran an ANOVA (with Sheffe post-hoc 
tests), which produced significant differences in the following 
variables: depressive symptoms, satisfaction with sexual activity, 
libido, impact of treatment on sexual life, femininity, sex-related pain, 
fatigue, vaginal dryness, and within fear of cancer progression worry 
that illness will affect the patient’s relationship within the family/
partner (see results in Table 3).

As our results indicate, widowed participants reported the 
significantly highest levels of depressive symptoms [F(3,218) = 4.71 
(p = 0.01), η2 = 0.061 – medium effect size], satisfaction with sexual 
activity being significantly the lowest in the unmarried group 
[F(3,177) = 5.77 (p = 0.001), η2 = 0.089 – medium effect size], while the 
importance of sexual activity is significantly lowest for the group of 
widowed female cancer patients [F(3,192) = 7.61 (p = 0.001), η2 = 0.106 
– medium to large effect size], the highest levels of satisfaction with 
sexual libido were indicated by widowed patients [F(3,186) = 6.40 

(p = 0.001), η2 = 0.094 – medium to large effect size]. Impact of the 
cancer treatment on the quality of sexual life was significantly smallest 
on the unmarried group [F(3,175) = 9.66 (p = 0.001), η2 = 0.142 – large 
effect size], while the impact of illness on femininity was significantly 
more experienced by the married participants [F(3,165) = 5.19 (p = 0.01), 
η2 = 0.086 – medium effect size]. Regarding the symptom sub-scales, 
significant differences were found on the following levels: sexual pain 
[F(3,178) = 6 (p = 0.001), η2 = 0.094 – medium to large effect size], with 

TABLE 3 Significant differences in the assessed variables depending on 
marital status.

Marital 
status, N

Mean 
(SD)

F Sig. Partial 
η2

PHQ-9 Unmarried = 23

Married = 144

Divorced = 22

Widowed = 33

5.13(4.35)

9.43(6.51)

9.45(6.09)

11.51(6.69)

4.71 0.003 0.061

QLQ-SHQ22 

Fun-

Satisfaction 

with sexual 

activity

Unmarried = 20

Married = 122

Divorced = 17

Widowed = 22

23.67(5.29)

67.75(25.15)

79.75(25.30)

90.16(21.55)

5.77 0.001 0.089

QLQ-SHQ22 

Fun-

Importance 

of sexual 

activity

Unmarried = 21

Married = 132

Divorced = 19

Widowed = 24

39.68(35.93)

35.85(30.99)

35.08(39.24)

4.16(14.94)

7.61 0.001 0.106

QLQ-SHQ22 

Fun-Libido

Unmarried = 20

Married = 129

Divorced = 18

Widowed = 23

53.33(38.08)

50.64(40.84)

66.66(39.60)

88.40(31.15)

6.40 0.001 0.094

QLQ-SHQ22 

Fun-Impact 

of treatment 

on sex life

Unmarried = 20

Married = 122

Divorced = 16

Widowed = 21

36.66(38.84)

50.54(42.25)

70.83(34.15)

93.65(17.05)

9.66 0.001 0.142

QLQ-SHQ22 

Fun-

Femininity

Unmarried = 19

Married = 119

Divorced = 15

Widowed = 16

68.42(32.34)

63.02(35.19)

86.66(30.34)

91.66(14.90)

5.19 0.002 0.086

QLQ-SHQ22 

Sym-Sexual 

pain

Unmarried = 19

Married = 122

Divorced = 16

Widowed = 21

70.17(26.20)

69.85(29.25)

14.81(26.12)

23.18(35.44)

6.00 0.001 0.094

QLQ-SHQ22 

Sym-Fatigue

Unmarried = 19

Married = 120

Divorced = 16

Widowed = 22

28.07(33.81)

38.61(34.83)

18.75(29.73)

7.57(20.39)

6.61 0.001 0.103

QLQ-SHQ22 

Sym-Vaginal 

dryness

Unmarried = 19

Married = 120

Divorced = 15

Widowed = 20

35.08(42.27)

32.50(37.53)

13.33(30.34)

6.66(13.67)

4.11 0.008 0.068

FoP-

partnership/

family

Unmarried = 23

Married = 140

Divorced = 18

Widowed = 32

16.52(4.88)

16.05(5.48)

14.55(4.80)

13.28(4.56)

2.90 0.04 0.040
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divorced participants experiencing the significantly lowest levels. Also, 
with divorced participants experiencing the significantly lowest levels 
of fatigue [F(3,173) = 6.61 (p = 0.001), η2 = 0.103 – medium to large effect 
size], while the significantly lowest levels of vaginal dryness were 
reported by widowed participants [F(3,170) = 4.11 (p = 0.01), η2 = 0.068 
– medium effect size].

Finally, regarding the fear of cancer recurrence, only scores on the 
partnership/family subscale indicated significant differences 
depending on marital status, the significantly highest levels being 
reported by unmarried and married participants [F(3,209) = 2.90 
(p = 0.05), η2 = 0.04 – small effect size].

Next, we  proceeded to investigate the best predictors of the 
functional components of the quality of sexual life (QLQ-SHQ-22). 
First, in order to identify the association patterns between variables, 
we conducted zero-order correlation analyses, followed by hierarchical 
multiple regression analyses. Correlation patterns are presented in 
Table 4.

Then, we  conducted hierarchical multiple regression (HMR) 
analyses in order to investigate the degree to which sexual symptoms 
(EORTC-QLQ-SHQ22- symptoms subscale), mental health indicators 
(depression, anxiety), fear of cancer recurrence, explain better 
variance in the functional part of the quality of sexual life.

The results of all HMRs models presented below in Table 5 follow 
the same procedure:

 (i) variables (predictors) were entered stepwise in the model based 
on the correlation matrix for the variable to be predicted (the 
dependent variable);

 (ii) preliminary analyses were conducted to ensure no violation of 
the assumptions of normality, collinearity, 
and homoscedasticity.

 (iii) after running and rerunning the regression analyses, 
we  selected in the final model those variables which 
significantly predict each dependent variable.

Model one with age as predictor of satisfaction with sexual life 
proved to be  statistically significant [F(1,160) = 30.62, p < 0.001], 
predicting 16.1% of the variance.

Next, we introduced Fear of cancer recurrence: coping and loss of 
independence which also proved statistically significant [F(2, 

158) = 22.37, p < 0.001], explaining an additional 13.7% of the variance 
in satisfaction with sexual life. The two sets of variables together (age 
and FoP coping and loss of independence) explain a total of 29.8% of 
the variance in satisfaction with sexual life.

Model one with age as predictor of importance of sexual activity 
proved to be  statistically significant [F(1,192) = 62.06, p < 0.001], 
predicting 24% of the variance. Next, we introduced level of education 
which also proved statistically significant [F(2, 191) = 40.85, p < 0.001], 
explaining an additional 5.6% of the variance in importance of sexual 
activity. The two variables together (age and level of education) explain 
a total of 30% of the variance in importance of sexual activity.

In the first step of the HRM investigating the predictors of libido, 
we introduced the demographic variables, followed in step two by 
EORTC QLQ-SH symptom scales, step three by depression and 
anxiety and step four by fear of cancer recurrence scales (affective 
problems, partnership/family and coping). The only model of libido 
that proved to be statistically significant [F(1,177) = 83.66, p < 0.001], was 
that with sexual pain as predictor, explaining 32.1% of the variance.

In the first step of the HRM for impact of treatment on the quality 
of sexual life we introduced the demographic variables, followed in 
step two by EORTC QLQ-SH symptom scales, step three by depression 
and anxiety and step four by fear of cancer recurrence scales (affective 
problems, partnership/family and coping). The only model of impact 
of treatment on the quality of sexual life that proved to be statistically 
significant [F(1,173) = 105.51, p < 0.001], was that with sexual pain and 
fatigue as predictors, explaining 54.4% of the variance.

For satisfaction with the quality of communication with 
professionals, in the first step of the HRM we  introduced the 
demographic variables, followed in step two by EORTC QLQ-SH 
symptom scales, step three by depression and anxiety and step four by 
fear of cancer recurrence scales (affective problems, partnership/
family and coping). The two step model proved to be  statistically 
significant with step one sexual pain, [sexual pain F(1,161) = 14.05, 
p < 0.001], explaining 8% of variance, and model two depressive 
symptoms F(2,160) = 9.58, p < 0.001, explaining an additional 2.7% of the 
variance. Together, sexual pain and depression explain 10.7% of the 
variance in satisfaction with the quality of communication with 
professionals with professionals.

In the case of insecurity with partner, in the first step 
we introduced the demographic variables, followed in step two by 
EORTC QLQ-SH symptom scales, step three by depression and 
anxiety, and step four by fear of cancer recurrence scales (affective 
problems, partnership/family and coping). The only model of 
treatment that proved to be  statistically significant [F(1,171) = 65.87, 
p < 0.001], was that with sexual pain and fatigue as predictors, 
explaining 43.5% of the variance.

In regard to femininity, in the first step we  introduced the 
demographic variables, followed in step two by EORTC QLQ-SH 
symptom scales, step three by depression and anxiety and step four by 
fear of cancer recurrence scales (affective problems, partnership/
family and coping). The three step model proved to be statistically 
significant with step one marital status [F(1,140) = 10.15, p < 0.002], 
predicting 6.8% of the variance. Step two with marital status and 
fatigue also proved statistically significant [F(2, 139) = 17.23, p < 0.001], 
explaining an additional 13.1% of the variance in femininity. Step 
three with marital status, fatigue, and fear of cancer recurrence 
(coping and partnership/family) being also statistically significant [F(4, 

137) = 18.32, p < 0.001], explaining an additional 15% of variance in 
femininity. The three sets of variables together (marital status, fatigue, 
and fear of cancer recurrence: coping and partnership/family) 
explaining a total of 34.9% of the variance in femininity.

Conclusion and discussions

Sexuality and the quality of a persons’ sexual life play a very 
important role in the quality of life and psychological well-being in 
general (19, 20, 50). Different forms of sexual dysfunction may 
seriously affect one’s physical and psychological functioning (51, 52). 
Regardless their importance, cancer-related sexual dysfunctions get 
frequently overlooked and un-addressed by the medical staff (22).

Specific aspects related to sexual functioning become of even 
greater importance in chronic illness, when the body may undergo 
serious changes that may further affect the patients’ psychological 
functioning as well (40). Thus, treating sexuality as a health problem 
is essential as it affects the quality of life and well-being of patients.
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TABLE 4 Zero order correlations for all study measures.

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

1. QLQ-SHQ22 
Fun-Sex satisfaction

1

2. QLQ-SHQ22 
Fun-Imp. of sexual 
activity

−0.56** 1

3. QLQ-SHQ22 
Fun-Libido

NS −0.28**
1

4. QLQ-SHQ22 
Fun-Treatment

0.17* −0.30**
0.65**

1

5. QLQ-SHQ22 
Fun-Communi 
professionals

−0.16* NS
−0.16*

−0.25** 1

6. QLQ-SHQ22 
Fun-Insecurity with 
partner

0.20** −0.28**
0.44**

0.46** NS 1

7. QLQ-SHQ22 
Fun-Femininity

NS −0.17*
0.33**

0.42** −0.15* 0.39**
1

8. QLQ-SHQ22 
Sym-Sexual pain

NS −0.22**
0.56**

0.67** −0.30** 0.63**
0.35** 1

9. QLQ-SHQ22 
Sym-Worry 
incontinence

NS NS
−0.18*

−0.29** NS −0.27**
−0.22** −0.41** 1

10. QLQ-SHQ22 
Sym-Fatigue

−0.20** 0.29**
−0.47**

−0.57** NS −0.49**
−0.44** −0.52** 0.25** 1

11. QLQ-SHQ22 
Sym-Vaginal dryness

−0.22** 0.30**
−0.47**

−0.53** 0.19* −0.37**
−0.34** −0.57** 0.29** 0.31** 1

12. PHQ9-
Depression

0.31** −0.20**
NS

NS −0.15* NS
−0.15* NS 0.16* NS NS 1

13. GAD7-Anxiety 0.21** NS NS NS NS NS −0.20** NS NS 0.19* NS 0.84** 1

14. FoP-Affective 
reactions

NS NS −0.21** −0.19* NS −0.25** −0.34** −0.18** NS 0.28** 0.18* 0.61** 0.68** 1

15. FoP-partnership/
family

NS NS −0.30** −0.37** NS −0.34** −0.47** −0.29** NS 0.34** 0.24** 0.33** 0.38** 0.63** 1

16. FoP-Occupation NS 0.18* −0.29** −0.32** NS −0.27** −0.35** −0.24** NS 0.32** 0.29** 0.23** 0.30** 0.59** 0.62** 1

17. FoP-Coping −0.30** NS NS NS NS NS 0.15* NS NS NS NS −0.21** −0.15* NS 0.17* NS 1

18. FoP-Loss 
independence

0.23** NS NS NS NS −0.26** −0.34** −0.15* NS 0.19* NS 0.52** 0.50** 0.70** 0.64** 0.59** NS 1

*p < 0.05, **p < 0.01.
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The management of psychological and mental well-being in 
cancer patients is a key aspect of the treatment and recovery processes 
(53). A very important component of oncological patients’ quality of 
life is that which refers to their sexual functioning. Regardless its 
crucial importance for the individual, this topic is extremely rarely 

addressed by professionals. Moreover, due to its easily stigmatizable 
nature, for a considerable number of patients, talking about their 
sexual well-being is still considered taboo, and at some point may not 
be a priority for them or for the medical staff to do so (10). In Arden-
Close et  al. (54) study, only 16% of patients said that they had 

TABLE 5 Hierarchical regression model with age and fear of cancer recurrence: coping and loss of independence as predictors of satisfaction with 
sexual life, importance of sexual activity, libido, impact of treatment on the quality of sexual life, communication with professionals, insecurity with 
partner, change in femininity due to treatment for the assessed female cancer patients.

Satisfaction with sexual life R R2 R2 Change B SE ß t

Step 1

Age

0.40 0.16 0.16 0.78 0.14 0.40 5.53(***)

Step 2 0.54 0.29 0.13

Age

FOPQ-coping

FOPQ-loss of independence

0.73

−1.25

0.94

0.13

0.30

0.26

0.36

−0.27

0.24

5.62(***)

−4.11(***)

3.59(***)

Importance of sexual activity R R2 R2Change B SE ß t

Step 1

Age

0.49 0.24 0.24 −1.25 0.15 −0.49 −7.87(***)

Step 2 0.54 0.30 0.05

Age

Level of education

−1.18

5.60

0.15

1.44

−0.46

0.23

−7.62(***)

3.88(***)

Libido R R2 R2Change B SE ß t

Step 1

QLQ-SHQ22 Symptom scale-Sexual pain

0.56 0.32 0.32 0.81 0.08 0.56 9.14(***)

Impact of treatment on the quality of sexual 

life

R R2 R2Change B SE ß t

Step 1

QLQ-SHQ22 Symptom scale-Sexual pain

QLQ-SHQ22 Symptom scale-Fatigue

0.74 0.55 0.55 0.79

−0.35

0.08

0.07

0.54

−0.29

9.09(***)

−4.84(***)

Satisfaction with the quality of 

communication with professionals

R R2 R2Change B SE ß t

Step 1

QLQ-SHQ22 Symptom scale-Sexual pain

0.28 0.08 0.08 −0.23 0.06 −0.28 −3.74(***)

Step 2 0.32 0.10 0.02

QLQ-SHQ22 Symptom scale-Sexual pain

Depression (PHQ-9)

−0.23

−0.61

0.06

0.28

−0.28

−0.16

−3.83(***)

−2.18(*)

Insecurity with partner R R2 R2Change B SE ß t

Step 1

QLQ-SHQ22 Symptom scale-Sexual pain

QLQ-SHQ22 Symptom scale-Fatigue

0.66 0.43 0.43 0.63

−0.22

0.08

0.06

0.51

−0.22

7.60(***)

−3.29(***)

Femininity R R2 R2Change B SE ß t

Step 1 0.26 0.06 0.06 11.97 3.75 0.26 3.18(**)

Marital status

Step 2 0.44 0.19 0.13

Marital status

QLQ-SHQ22 Symptom scale-Fatigue

7.31

−0.37

9.14

3.63

0.15

−0.37

2.01(*)

−4.76(***)

Step 3 0.59 0.34 0.15

Marital status

QLQ-SHQ22 Symptom scale-Fatigue

FoP-Partnership/family

FoP-Coping

8.43

−0.18

−2.50

1.30

3.36

0.08

0.48

0.43

0.18

−0.18

−0.39

0.21

2.50(*)

−2.35(*)

−5.12(***)

3.01(**)

*p < 0.05, **p < 0.01.
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discussed sexuality with their oncologist or caregivers. Another reason 
for this could be the lack of knowledge/training of medical staff in this 
area (10). However, by not talking about it, sexual dysfunctions 
remain therefore underdiagnosed and undertreated (18).

The major aims of our study were to investigate the relationship 
between two of the most frequently cited unmet needs of a sample of 
Romanian female cancer patients: fear of cancer progression and 
quality of sexual life, as well as mental health indicators (symptoms of 
depression and anxiety), and their variation depending on demographic 
differences; (b) to investigate which of the assessed variables best 
explain the functional components of quality of sexual life.

As our results indicate, almost one third of the assessed female 
cancer patients refrained from answering to the instrument 
investigating the quality of their sexual life. This result is in line with 
previous studies indicating a general reluctance on the behalf of 
patients of discussing sexual issues (54). Furthermore, our results also 
indicate that approximately half of the assessed patients indicate above 
the median levels of sexual dysfunctions both on the functional scales 
and on the symptom scale of pain associated with sexual life on the 
QLQ-SHQ22. Moreover, 80% of the assessed female patients reported 
minimal score regarding their contentment for the quality of 
communication with their physician the week before the assessment. 
These results also mirror the results of previous findings (21, 22) 
which indicate that a considerable proportion of cancer patients have 
an impaired quality of sexual life and have the inclination or 
opportunity to talk with the medical staff about them (10, 54).

Furthermore, 30% of the patients experienced moderate and 
severe levels of depression, and 40% moderate and severe levels of 
anxiety. More than half of the assessed patients reported levels above 
the median regarding all the components of fear of cancer recurrence.

Our results also indicate significant differences in different 
demographic groups, as age, levels of education, residence, satisfaction 
with income, and marital status. Younger patients are significantly less 
satisfied with the quality of their sexual life, while consider that it is of 
great importance in their lives. At younger age, patients are probably 
more interested in sex, would like to have a more active sexual life, and 
consider that a balanced sex-life has a great importance. There is no 
surprise that younger patients perceive the impact of treatment and 
changes in physical aspect and functioning to a larger degree than 
older patients.

On the other hand, older patients are less satisfied with the way 
they communicate with professionals about their sexual dysfunctions. 
This might be due to the fact that usually the topic of older people’s 
sex-life is either avoided or stereotyped (55, 56), to a degree, that in 
some consider older individuals as asexual (57).

In line with previous research (58), the younger patients of our 
sample report significantly higher levels of fear of cancer recurrence, 
especially on the family/partnership and occupation facets.

Lower levels of depression are reported by patients with higher 
levels of education and urban residence, while fear of cancer 
recurrence was more intensely experienced by patients living in small 
cities. These differences may be  explained by the larger palette of 
opportunities of problem-solving patients have access to in larger 
cities, simultaneously completed by the advantages of higher 
educational levels. Also, marital status is a variable that may prove 
important, since widowed patients indicate the significantly highest 
levels of depression, nevertheless, the quality of their sexual life seems 
to be less affected thank in the case of married or committed patients.

These results may have a strong informative power for 
professionals in approaching the delicate topics of sexual life and fear 
of cancer recurrence. Specific demographic groups (younger patients, 
living in small rural areas, lower levels of education) may need 
accentuated attention in such discussions. Nevertheless, we consider 
that future, more nuanced investigations may further refine these 
results, as will be discussed in the limitations section.

HRM yielded that the functional scale-scores of the EORTC 
QLQ-SHQ22 are best explained by age, level of education, and marital 
status (satisfaction with the quality of sexual life, importance of sexual 
activity, and femininity), fear of cancer recurrence (satisfaction with 
the quality of sexual life and femininity). From the physical symptom 
scale sexual pain and fatigue proved to have a significant explanatory 
power in the perception of libido, impact of treatment on the quality 
of sexual life, satisfaction with the communication with professionals, 
insecurity with partner, and femininity.

Our results indicate that both the quality of cancer patients’ sexual 
life and fear of cancer recurrence are aspects that even if highly 
important, lead to patient-needs that are not addressed in a way that 
would be  satisfactory for them. In most cases the major focus of 
oncologists is to treat the oncological problem and many of them lack 
the experience or the means to address patients’ sexual dysfunctions 
(21, 22). However, it is important to understand that patients need to 
be informed about the side effects of the treatment, with an emphasis 
on its possible effects on their sexuality. Furthermore, it is essential to 
take a holistic approach to sexuality, as there are many more aspects 
beyond the sexual act.

Communication about sexual health is vital and should 
be  included in the routine assessment of other physical and 
psychological symptoms (59). Thus, the systematic use of a screening 
tool for this purpose would facilitate communication between patients 
and professionals. If medical staff could inform patients about the side 
effects of surgery and treatments that impact their sexual functioning, 
could positively affect the patients’ self-perception and overall quality 
of life (21). Furthermore, sexual counseling would be an important 
part of intervention to ensure that patients understand and tolerate 
symptoms (60).

Other authors [e.g., (61)] propose psychoeducational 
interventions to inform cancer patients about the short- and long-
term effects of treatment. It is therefore recommended that medical 
interventions should be complemented by sex-psychological aspects, 
as patients must be also properly informed about the impact of the 
disease on their sexual health (19).

Highlighting the major pinpoints of our investigation, our results 
indicated that around 50% of patients reported sexual dysfunction and 
dissatisfaction with their sex life. Poor sexual health was linked to 
depression, anxiety, younger age, lower levels of education, and rural 
residence. 80% of the investigated sample reported minimal 
communication with healthcare providers about their sexual concerns. 
Age, education, marital status, fear of cancer recurrence, sexual pain, 
and fatigue predicted different aspects of sexual dysfunction.

Furthermore, our study emphasizes the importance of addressing 
sexual dysfunction and fear of cancer progression in female cancer 
survivors through comprehensive and integrated care approaches, 
aiming to enhance their overall quality of life.

In sum, we  believe that these findings could have a high 
informative value for prevention and intervention initiatives aimed at 
improving the quality of life of female cancer patients, especially by 
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addressing two of their most unmet needs: the quality of their sexual 
life and fear of cancer recurrence.

Study limitations and recommendations

Our study as several limitations that have to be  taken into 
consideration when interpreting our results. Firstly, even if we focused 
solely on female cancer patients, the heterogeneity of the sample is 
high both from the point of view of the demographic (age, residence, 
level of education, marital status), and medical variables (type and 
stage of cancer, time elapsed between diagnosis and assessment). For 
more nuanced analyses, a larger sample would offer more complex 
and more reliable information. Also, the investigation of these topics 
in the case of male patients would significantly contribute to crayoning 
of the complexity of the situation.

Next, due to the fact that our data are based of self-reports 
assessed on a single occasion in the specific cultural context of 
Romania, we have to take into account possible biases on the behalf 
of participants, and be  extremely careful when extrapolating 
these results.

Since the theoretical background regarding the concepts 
investigated by this study are continuously developing, the 
reconsideration of the nuanced role played by the multitude of 
variables in the cancer experience would probably benefit from future 
investigation. Thus, we  recommend a longitudinal, mixed 
methodology that would allow the corroboration of both qualitative 
and quantitative information gathered in several points in time, thus 
offering the possibility of crayoning the dynamic of the entire process. 
Also, it would be extremely useful to obtain information from several 
additional resources (relatives, medical staff).
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