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Introduction.  A cervical cancer (CC) diagnosis can significantly impact an individual’s quality of life (QoL) across many 
domains. This study aimed to identify QoL components in women diagnosed with CC post-diagnosis, and compare 
them to healthy controls. 
Material and methods.  QoL was assessed using the SF-36 survey and six-item Female Sexual Function Index in 60 
women diagnosed with CC pre-treatment and 60 healthy women. 
Results.  The women with CC scored significantly lower on physical functioning (M = 53.56 vs. 69.69), psychological 
functioning (M = 35.33 vs. 85.67), and sexual functioning (M = 32.50 vs. 88.50) compared to controls (all p < 0.001). 
Conclusions.  A CC diagnosis was associated with markedly reduced QoL in physical, psychological, and sexual do-
mains, even pre-treatment. Early screening and support for psychological and sexual wellbeing should be integral in 
CC patient care.
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Introduction
Cervical cancer (CC) is a frequently occurring cancer worl-
dwide. In Poland, around 1.17 million people currently live 
with cancer. Due to medical advancements and improved 
treatment availability, cancer is becoming a chronic condition 
with decreasing mortality rates [1, 2]. However, CC diagnosis 
and treatment can still disrupt quality of life (QoL). Thus, rese-
arch on the QoL of oncology patients is increasing.

The concept of QoL has evolved over the years. The defini-
tions have changed to include various factors that contribute 
to a high QoL. The World Health Organization (WHO) defines 
QoL as “an individual’s perception of their position in life in 

the context of the culture and value systems in which they live 
and in relation to their goals, expectations, standards and con-
cerns” [3]. However, the disease is understood as a disturbing 
event that can disrupt a person’s functioning to varying degre-
es. It can significantly impact the fulfillment of previous social 
roles [4, 5], limit social interactions [6], and lead to a sense 
of insecurity, depression, or anxiety [5, 7]. The WHO recogni-
zes sexual functioning as another vital QoL component [8]. 
However, sexuality is often overlooked as less important than 
other aspects of functioning. Importantly, sexual functioning 
includes self-image, relationships, and intimacy [9, 10], which 
change during illness and may become more important than 
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previously. Moreover, as CC increasingly affects younger indivi-
duals [1], addressing sexuality is critical also because of fertility 
issues.

Hence, the research on QoL involving psychosexual func-
tioning has highlighted the need for a holistic, systematic ap-
proach to patient care. Gynecological cancers and treatments 
directly impact physical, emotional, and sexual wellbeing. Also, 
genital cancer localization may influence sexuality and body 
image perceptions [11]. Moreover, available studies have focu-
sed on QoL during/after treatment, which disrupts functioning 
[12]. However, the diagnosis itself could lower actual QoL [13], 
making assessment at different stages valuable.

This study aimed to identify QoL components in women 
diagnosed with CC post-diagnosis and compare them to he-
althy controls, as part of a broader effort exploring CC patients’ 
psychosexual correlates of QoL. Based on the literature, QoL 
was conceptualized across three areas: physical, psychological, 
and sexual functioning. This study focused on CC patients due 
to CC’s rising incidence, even among younger women [1], in 
the post-diagnosis, pre-treatment period.

Material and methods
This study was conducted at the Radiotherapy and Clinical 
Brachytherapy departments, Oncology Center in Bydgoszcz, 
Poland. A bioethics committee approval and informed consent 
were obtained. The data were collected January 2022–October 
2022.

Participants 
An experimental group was comprised of 60 women diagno-
sed with stage IIb–IIIa CC, pre-radiotherapy/brachytherapy. 
A control group included 60 healthy women, purposely selec-
ted to match the experimental group in gender, age, and edu-
cation. The participants were recruited via snowball sampling. 
They were unpaid volunteers. The inclusion criteria were: 
• participants aged 40–65, representing middle adulthood;
• participants diagnosed with CC in stages II to III according 

to the International Federation of Gynecology and Obste-
trics (FIGO);

• participants undergoing radiotherapy or brachytherapy; 
and 

• participants without any medical and psychological con-
ditions potentially affecting their sexual functioning.

Study method
Quality of life was assessed using the 36-Item Short Form 
Survey (SF-36) that is a part of the Medical Outcomes Study 
(MOS). The SF-36 overall assesses two components (physical 
and mental functioning), and includes subscales addressing 
eight health concepts (physical functioning, role limitations 
due to physical health problems, bodily pain, general health, 
vitality, social functioning, role limitations due to emotional 
health problems, mental health) [14]. All necessary agreements 

were obtained from the questionnaire’s authors. The reliability 
in the study was α = 0.93. 

As the SF-36 does not include the sexual functioning com-
ponent, the six-item Female Sexual Function Index (FSFI) was 
used. The survey measures five domains, including sexual 
desire arousal, lubrication, orgasm, satisfaction, and pain [15]. 
The reliability in the study was α = 0.87. Per the broader sco-
pe of the study, a more extensive set of questionnaires was 
employed, hence the authors opted to use the short version 
of the FSFI to prevent patient exhaustion. 

Statistical analysis 
All analyses were performed using IBM’s SPSS (Version 26). 
Descriptive statistics were employed to summarize the demo-
graphic and clinical characteristics of the patients. Reliability 
was assessed using Cronbach’s α. Bivariate analyses, including 
the Student’s t-test and ANOVA, all were utilized depending on 
the distribution of the scales which was assessed using the Sha-
piro-Wilk test.

Results
The sample comprised 120 women, with 60 women diagnosed 
with CC and 60 healthy controls. The average age in the CC 
group was 55.75 (±  6.27) years, while in the control group it 
was 52.13 (±  6.46) years. Approximately 63.33% of the women 
in both groups resided in urban areas. Most of the women 
reported being in a formal relationship (73% of the CC group; 
70% of the controls). Educational backgrounds were equally 
distributed between the groups. In the CC group, 36.67% 
(n = 22) had vocational education, 30.00% (n = 18) had secon-
dary education, and 33.33% (n = 20) had higher education. 
In the control group, 25% (n = 15) had vocational education, 
33.33% (n = 20) had secondary education, and 41.67% (n = 25) 
had higher education. 

Sixty percentage (n = 36) of the CC patients and 61.67% 
(n = 37) of the healthy controls reported coexisting medical 
conditions, most commonly hypertension, thyroid dysfunction, 
and diabetes. Among the CC group, the average time between 
diagnosis and examination was 4.06 (± 1.91) weeks, and be-
tween hospital admission and examination was 2.13 (± 1.23) 
days. In terms of treatment, 48.33% (n = 29) were undergo-
ing radiation therapy and 51.67% (n = 31) were undergoing 
brachytherapy; 51.67% (n = 31) had stage II CC and 48.33% 
(n = 29) had stage III CC.

The CC patients scored significantly lower on all the QoL 
components. Their average physical functioning score was 
53.56 (± 2.92) vs. 69.69 (± 10.45) in controls (p < 0.001). Their 
average psychological functioning score was 35.33 (± 4.95) 
vs. 85.67 (±  9.82) in the controls (p < 0.001). Their average 
sexual functioning score was 32.50 (± 3.39) vs. 88.50 (± 3.86) 
in the controls (p < 0.001).

Table I presents clinical data related to CC. The average time 
between diagnosis and examination was 4.06 weeks (± 1.91). It 
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is important to note that the assessment was conducted prior 
to the initiation of appropriate treatments to minimize the po-
tential side effects’ impact on QoL. The average time between 
hospital admission and examination was 2.13 days (± 1.23); 
48.33% (n = 29) of the patients underwent radiation therapy, 
and 51.67% (n = 31) underwent brachytherapy; 51.67% (n = 31) 
were diagnosed with stage II CC and 48.33% (n = 29) were dia-
gnosed with stage III CC according to the FIGO criteria. Table II 
refers to the QoL components’ descriptive statistics. The lowest 
levels of QoL were reported by the group with CC. The QoL 
components are compared in Table III.

Discussion
This study aimed to gather information about the QoL of wo-
men diagnosed with CC after their diagnosis and compare it 
with that of healthy women. In the study, both the psychologi-
cal and physical aspects of QoL were found to be significantly 
lower in CC patients than in healthy controls, which is consi-
stent with previous reports. In other studies using the SF-36, 
the average score for physical functioning was 50.99, and for 
psychological functioning it was 53.17 [16–18]. Summarized 
norms for the SF-36 show that the average score for women 
aged 35–64 is 80.33 for physical functioning and 78.55 for 
psychological functioning [19]. This suggests a significantly 

lower QoL in the CC group, not only in the present study but 
also when compared to the general population. Furthermore, 
the average score for sexual functioning was 9.62, significantly 

Table I. Clinical data related to cervical cancer

M SD

Time between diagnosis and examination [weeks] 4.06 ±  1.91

Time between hospital admission and examination [days] 2.13 ±  1.23 

Treatment applied n [%]

Radiation therapy 29 48.33

Brachytherapy 31 51.67

Disease stage n [%]

I 0 0.00

II 31 51.67

III 29 48.33

IV 0 0.00

SD — standard deviation

Table II. Quality of life components’ descriptive statistics 

CC patients Healthy individuals

Quality of life M (± ) Range (min–max) M (± ) Range (min–max)

Physical functioning 53.26 (±  2.92) (45.14–58.40) 69.69 (±  10.45) (40.50–91.00)

Psychological functioning 50.10 (±  4.95) (37.52–57.16) 69.34 (±  9.82) (46.50–89.50)

Sexual functioning 9.62 (±  3.39) (5.00–16.00) 18.65 (±  3.86) (12.00–28.00)

CC — cervical cancer

Table III. Comparison of quality of life components

CC patients Healthy 
individuals

Physical functioning Mean: 53.56 Mean: 69.69

t value: –10.81

df: 118

p value: < 0.001

Psychological functioning Mean rank: 35.33 Mean rank: 85.67

U: 290.00

Z: –7.926

p value: < 0.001

Sexual functioning Mean rank: 32.50 Mean rank: 88.50

U: 120.00

Z: –8.832

p value: < 0.001

CC — cervical cancer; df — degrees of freedom; U — U statistic; Z — Z-scored
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lower than the cutoff point for possible sexual dysfunction 
(a score of 19 or less) [15]. 

This study’s findings can be interpreted considering the di-
stinction between objective and subjective QoL [20]. In its early 
stages, CC is often asymptomatic [21]; thus, objective QoL 
indicators related to daily functioning may not yet deteriorate. 
However, a patient’s subjective appraisal of life and wellbeing 
seems relevant. A cancer diagnosis and the associated stress 
can disrupt psycho-physical functioning, even pre-treatment 
[13]. Prolonged tension may lead to somatic issues like fatigue, 
sleep disruption, decreased energy, and limited daily activity 
[22]. Additionally, having to organize life around cancer treat-
ment (e.g., involving work absences and delegation of duties) 
negatively impacts social and emotional functioning. Also, 
fear about one’s health and life, exacerbated by cognitive 
distortions, may intensify depression and anxiety symptoms. 
According to previous research, oncology patients often exhi-
bit cognitive errors such as discounting positives, fortune 
telling, catastrophizing, or overgeneralizing. Expecting both 
the situation and the future to be worse than reality may lead 
to a significant decline in the emotional component of QoL 
before treatment even begins. Additionally, it is essential to 
note that the patients studied were diagnosed with advanced 
cervical cancer, which could also contribute to increased stress 
and fear, potentially affecting their subjective quality of life [23]. 

The observed decrease in sexual functioning at the post-
-diagnostic stage is also concerning. When analyzing the re-
sults obtained, it is crucial to consider specific questions from 
the tool used. The tool assesses sensations and sexual re-
sponses over the 4 weeks previously, so for the patients it was 
a period shortly after their diagnosis. Moreover, an analysis 
of individual questions revealed that none of the patients had 
engaged in vaginal intercourse. That said, most of them indica-
ted that they had engaged in various sexual activities during 
this time, such as kissing or caressing. The results obtained 
are consistent with previous studies in which sexual functio-
ning was significantly lower in CC patients. However, these 
studies focused on periods during or after treatment, when 
significant changes may be caused by the treatment, such as 
vaginal dryness, anatomical alternations in vaginal structure, 
or dyspareunia [24, 25]. Changes in sexual functioning can 
result from subjective changes in the perception and attitude 
towards one’s own sexuality [26]. Sexual activity is crucial for 
fulfilling physical needs, but it also aims to create and maintain 
intimacy between partners or to confirm one’s attractiveness 
[27, 28]. A stressful event, such as a cancer diagnosis, can lead 
to a decrease in sexual needs and a perception that sexual 
activity is less important. However, engaging in sexual acti-
vity — understood as a form of closeness and intimacy with 
a partner — could be helpful in maintaining wellbeing and re-
ducing stress. Nho [29] and Jang [30] created two separate 
training programs aimed at educating gynecological cancer 
patients and their partners about sexual health. They found 

that couples who participated in these programs showed 
significantly higher sexual functioning compared to couples 
who did not participate. These findings highlight the impor-
tance of addressing the sexual well-being of cancer patients 
as a part of their overall care and support.

The present findings highlight an urgent need to pro-
vide women with CC comprehensive, interdisciplinary care 
encompassing psychological and sexual aspects that starts 
immediately after diagnosis. Further research into psychose-
xual functioning changes at different cancer stages is warran-
ted to optimize therapeutic strategies. Ultimately, the results 
demonstrate that a CC diagnosis itself exerts a profoundly 
detrimental impact on women’s QoL across physical, mental, 
and sexual domains. This underscores the necessity of imple-
menting comprehensive psychological and sexual support as 
the standard of care for female cancer patients from the earliest 
possible stage.

The study has several limitations. The study’s relatively 
small sample size and the selection of the sample (snowball 
sampling) limit the generalizability of the results. The study’s 
cross-sectional design limited the ability to observe changes 
during treatment. A longitudinal strategy would yield more 
information about general quality of life over the period. Fur-
thermore, the study focused on specific aspects of sexual func-
tioning related to the sexual response cycle. Assessing sexual 
distress could have added a new dimension to the study’s 
findings. Future research might consider including patients 
with various stages of the disease, including those undergoing 
surgical and palliative treatments. It would also be valuable to 
investigate the experiences of cancer patients with different 
types of cancer, as well as younger individuals, to understand 
how their sexuality evolves.

Clinical implications
Despite several limitations, assessing pre-treatment QoL was 
a strength of this study, demonstrating the need for early 
psychological interventions as standard care to improve pa-
tient experiences. Our results also highlight the importance 
of incorporating sexual functioning within the broader QoL 
framework and addressing patient sexual wellbeing proactively 
from diagnosis, ensuring comprehensive, holistic care from 
the outset, and providing insights into the multifaceted issues 
patients encounter throughout their cancer journey. 

Additionally, by addressing psychological and sexual well-
being right from diagnosis, healthcare professionals can better 
understand and handle the myriad concerns that arise from 
patients during treatment and beyond. A proactive approach 
would help patients receive well-rounded care from the start, 
thereby enhancing the overall patient experience.

Conclusions 
Overall, this study found significantly poorer physical, psycho-
logical, and sexual QoL ratings of women diagnosed with CC 
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starting immediately after receiving the diagnosis even before 
the initiation of treatment. Our findings emphasize the need 
for early intervention and holistic care that addresses patients’ 
psychological and sexual wellbeing as an integral component 
of care to improve cancer patients’ overall QoL.

Article information and declarations
Data availability statement
Data will be made available by the authors upon reasonable 
request.

Ethics statement
Bioethics Committee approval and informed consent were 
obtained.

Funding
This research received no external funding.

Acknowledgments
None.

Conflict of interest
None declared.

Supplementary material
None.

Magdalena Liberacka-Dwojak
Kazimierz Wielki University 
Department of Psychology
ul. Jana Karola Chodkiewicza 30
85-064 Bydgoszcz, Poland
e-mail: magdalena.liberacka@gmail.com

Received: 29 Feb 2024
Accepted: 9 Jun 2024
Early publication: 2 Sep 2024

References
1. Wojciechowska U, Didkowska J. Zachorowania i zgony na nowotwory 

złośliwe w Polsce. Krajowy Rejestr Nowotworów 2022.
2. Poniewierza P, Śniadecki M, Brzeziński M, et al. Secondary prevention 

and treatment of cervical cancer - update from Poland. Nowotwory. 
Journal of Oncology. 2022; 72(1): 20–25, doi: 10.5603/njo.2022.0002.

3. Orley J, Kuyken W. Quality of Life Assessment: International Perspecti-
ves. Springer, Berlin, Heidelberg 1994: Heidelberg.

4. Cull A, Cowie VJ, Farquharson DI, et al. Early stage cervical cancer: psy-
chosocial and sexual outcomes of treatment. Br J Cancer. 1993; 68(6): 
1216–1220, doi: 10.1038/bjc.1993.507, indexed in Pubmed: 8260376.

5. Ferrandina G, Mantegna G, Petrillo M, et al. Quality of life and emotional 
distress in early stage and locally advanced cervical cancer patients: 
a prospective, longitudinal study. Gynecol Oncol. 2012; 124(3): 389–394, 
doi: 10.1016/j.ygyno.2011.09.041, indexed in Pubmed: 22035809.

6. Hou X, Zhang H, Nie Y, et al. Effect of Psychological Care Combined with 
Traditional Chinese Medicine on Postoperative Psychological Stress Re-
sponse in Patients with Advanced Cervical Cancer. Evid Based Comple-
ment Alternat Med. 2021; 2021: 5612925, doi: 10.1155/2021/5612925, 
indexed in Pubmed: 34621324.

7. Carter N, Bryant-Lukosius D, DiCenso A, et al. The supportive care needs 
of men with advanced prostate cancer. Oncol Nurs Forum. 2011; 38(2): 
189–198, doi: 10.1188/11.ONF.189-198, indexed in Pubmed: 21356656.

8. Smaś-Myszczyszyn M, Ryziński R. Podsumowanie najważniejszych 
zmian w obrębie zaburzeń seksualnych i zdrowia seksualnego, które 
wprowadza najnowsza rewizja Międzynarodowej Statystycznej Klasy-
fikacji Chorób i Problemów Zdrowotnych ICD-11. Przegląd Psycholo-
giczny. 2022; 65(2): 9–27, doi: 10.31648/przegldpsychologiczny.7678.

9. Wilmoth MC, Botchway P. Psychosexual implications of breast and gy-
necologic cancer. Cancer Invest. 1999; 17(8): 631–636, doi: 10.3109/ 
07357909909032847, indexed in Pubmed: 10592769.

10. Reisman Y, Gianotten WL. Cancer, Intimacy and Sexuality A Practical 
Approach. Springer 2017.

11. Liberacka-Dwojak M, Wiłkość-Dębczyńska M, Ziółkowski S. A Pilot Study 
of Psychosexual Functioning and Communication in Women Treated 
for Advanced Stages of Cervical Cancer After the Diagnosis. Sexuality 
Research and Social Policy. 2023; 20(3): 1258–1266, doi:  10.1007/
s13178-023-00796-1.

12. Kieszkowska-Grudny A, Rucińska M, Biedrzycka S, et al. Ocena jakości 
życia w grupie kobiet chorych na raka szyjki macicy po radykalnej 
radiochemioterapii oraz w grupie kobiet nieleczonych z powodu 
raka — doniesienie wstępne. NOWOTWORY Journal of Oncology. 
2012; 62: 168–174.

13. Kirchheiner K, Czajka-Pepl A, Ponocny-Seliger E, et al. Posttraumatic 
stress disorder after high-dose-rate brachytherapy for cervical cancer 
with 2 fractions in 1 application under spinal/epidural anesthesia: inci-
dence and risk factors. Int J Radiat Oncol Biol Phys. 2014; 89(2): 260–267, 
doi: 10.1016/j.ijrobp.2014.02.018, indexed in Pubmed: 24721589.

14. Ware JE, Sherbourne CD. The MOS 36-item short-form health survey 
(SF-36). I. Conceptual framework and item selection. Med Care. 1992; 
30(6): 473–483, indexed in Pubmed: 1593914.

15. Isidori AM, Pozza C, Esposito K, et al. Development and validation 
of a 6-item version of the female sexual function index (FSFI) as 
a diagnostic tool for female sexual dysfunction. J Sex Med. 2010; 
7(3): 1139–1146, doi:  10.1111/j.1743-6109.2009.01635.x, indexed in 
Pubmed: 19968774.

16. Bartoces MG, Severson RK, Rusin BA, et al. Quality of life and self-
-esteem of long-term survivors of invasive and noninvasive cervical 
cancer. J Womens Health (Larchmt). 2009; 18(5): 655–661, doi: 10.1089/
jwh.2008.0959, indexed in Pubmed: 19405862.

17. Wenzel L, DeAlba I, Habbal R, et al. Quality of life in long-term cervical 
cancer survivors. Gynecol Oncol. 2005; 97(2): 310–317, doi: 10.1016/j.
ygyno.2005.01.010, indexed in Pubmed: 15863123.

18. Xie Y, Zhao FH, Lu SH, et al. Assessment of quality of life for the pa-
tients with cervical cancer at different clinical stages. Chin J Cancer. 
2013; 32(5): 275–282, doi:  10.5732/cjc.012.10047, indexed in Pub-
med: 22692072.

19. Bowling A, Bond M, Jenkinson C, et al. Short Form 36 (SF-36) Health 
Survey questionnaire: which normative data should be used? Compa-
risons between the norms provided by the Omnibus Survey in Britain, 
the Health Survey for England and the Oxford Healthy Life Survey. J Pu-
blic Health Med. 1999; 21(3): 255–270, doi: 10.1093/pubmed/21.3.255, 
indexed in Pubmed: 10528952.

20. Heszen-Celińska I, Sęk H. Ogólna charakterystyka psychologiczna zmian 
w sytuacji człowieka w następstwie choroby - sytuacja choroby jako 
sytuacja stresowa. In: Psychologia zdrowia. 2020: 201–212.

21. Petignat P, Roy M. Diagnosis and management of cervical cancer. BMJ. 
2007; 335(7623): 765–768, doi: 10.1136/bmj.39337.615197.80, indexed 
in Pubmed: 17932207.

22. Biskupek-Wanot A, Wanot B. Aktywność fizyczna i problematyka stresu. 
Wydawnictwo Naukowe Uniwersytetu Humanistyczno-Przyrodniczego 
im. Jana Długosza w Częstochowie 2020.

23. Foster LW, McLellan L. Cognition and the cancer experience. Clinical 
implications. Cancer Pract. 2000; 8(1): 25–31, doi:  10.1046/j.1523-
-5394.2000.81004.x, indexed in Pubmed: 10732536.

24. Frumovitz M, Sun CC, Schover LR, et al. Quality of life and sexual functio-
ning in cervical cancer survivors. J Clin Oncol. 2005; 23(30): 7428–7436, 
doi: 10.1200/JCO.2004.00.3996, indexed in Pubmed: 16234510.

25. Jensen PT, Klee MC, Thranov I, et al. Validation of a questionnaire for 
self-assessment of sexual function and vaginal changes after gynaeco-
logical cancer. Psychooncology. 2004; 13(8): 577–592, doi:  10.1002/
pon.757, indexed in Pubmed: 15295778.

26. Stanca M, Căpîlna DM, Trâmbițaș C, et al. The Overall Quality of Life 
and Oncological Outcomes Following Radical Hysterectomy in Cervical 
Cancer Survivors Results from a Large Long-Term Single-Institution 
Study. Cancers (Basel). 2022; 14(2), doi:  10.3390/cancers14020317, 
indexed in Pubmed: 35053481.

27. Basson R, Leiblum S, Brotto L, et al. Definitions of women’s sexual dys-
function reconsidered: advocating expansion and revision. J Psychosom 

http://dx.doi.org/10.5603/njo.2022.0002
http://dx.doi.org/10.1038/bjc.1993.507
https://www.ncbi.nlm.nih.gov/pubmed/8260376
http://dx.doi.org/10.1016/j.ygyno.2011.09.041
https://www.ncbi.nlm.nih.gov/pubmed/22035809
http://dx.doi.org/10.1155/2021/5612925
https://www.ncbi.nlm.nih.gov/pubmed/34621324
http://dx.doi.org/10.1188/11.ONF.189-198
https://www.ncbi.nlm.nih.gov/pubmed/21356656
http://dx.doi.org/10.31648/przegldpsychologiczny.7678
http://dx.doi.org/10.3109/07357909909032847
http://dx.doi.org/10.3109/07357909909032847
https://www.ncbi.nlm.nih.gov/pubmed/10592769
http://dx.doi.org/10.1007/s13178-023-00796-1
http://dx.doi.org/10.1007/s13178-023-00796-1
http://dx.doi.org/10.1016/j.ijrobp.2014.02.018
https://www.ncbi.nlm.nih.gov/pubmed/24721589
https://www.ncbi.nlm.nih.gov/pubmed/1593914
http://dx.doi.org/10.1111/j.1743-6109.2009.01635.x
https://www.ncbi.nlm.nih.gov/pubmed/19968774
http://dx.doi.org/10.1089/jwh.2008.0959
http://dx.doi.org/10.1089/jwh.2008.0959
https://www.ncbi.nlm.nih.gov/pubmed/19405862
http://dx.doi.org/10.1016/j.ygyno.2005.01.010
http://dx.doi.org/10.1016/j.ygyno.2005.01.010
https://www.ncbi.nlm.nih.gov/pubmed/15863123
http://dx.doi.org/10.5732/cjc.012.10047
https://www.ncbi.nlm.nih.gov/pubmed/22692072
http://dx.doi.org/10.1093/pubmed/21.3.255
https://www.ncbi.nlm.nih.gov/pubmed/10528952
http://dx.doi.org/10.1136/bmj.39337.615197.80
https://www.ncbi.nlm.nih.gov/pubmed/17932207
http://dx.doi.org/10.1046/j.1523-5394.2000.81004.x
http://dx.doi.org/10.1046/j.1523-5394.2000.81004.x
https://www.ncbi.nlm.nih.gov/pubmed/10732536
http://dx.doi.org/10.1200/JCO.2004.00.3996
https://www.ncbi.nlm.nih.gov/pubmed/16234510
http://dx.doi.org/10.1002/pon.757
http://dx.doi.org/10.1002/pon.757
https://www.ncbi.nlm.nih.gov/pubmed/15295778
http://dx.doi.org/10.3390/cancers14020317
https://www.ncbi.nlm.nih.gov/pubmed/35053481


298

Obstet Gynaecol. 2003; 24(4): 221–229, doi: 10.3109/01674820309074686, 
indexed in Pubmed: 14702882.

28. Świniarski P. Zaburzenia seksualne u mężczyzn z chorobami 
onkologicznymi. In: Seksuologia. PZWL 2018: 394–403.

29. Nho JH. [Effect of PLISSIT model sexual health enhancement program 
for women with gynecologic cancer and their husbands]. J Korean Acad 

Nurs. 2013; 43(5): 681–689, doi: 10.4040/jkan.2013.43.5.681, indexed 
in Pubmed: 24351999.

30. Jang S. Development and Evaluation of a Sexual Health Improvement 
Program for Women with Gynecologic Cancer. Asian Oncol Nurs. 2021; 
21(3): 163, doi: 10.5388/aon.2021.21.3.163.

http://dx.doi.org/10.3109/01674820309074686
https://www.ncbi.nlm.nih.gov/pubmed/14702882
http://dx.doi.org/10.4040/jkan.2013.43.5.681
https://www.ncbi.nlm.nih.gov/pubmed/24351999
http://dx.doi.org/10.5388/aon.2021.21.3.163

