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Abstract
Purpose To date, no studies have assessed climacteric symptoms after hystero-adnexectomy for endometrial, cervical, or 
ovarian cancer. Thus, this study aimed to compare climacteric symptoms among patients who underwent surgery for these 
three cancer types.
Methods In this cross-sectional study, we interviewed patients who were registered at a menopausal outpatient clinic between 
January 1999 and July 2016 after undergoing total hysterectomy, intrapelvic only or intrapelvic plus para-aortic lymph 
node dissection, and bilateral adnexectomy performed via laparotomy as a cancer treatment. Climacteric symptoms were 
assessed using a patient-reported questionnaire covering core domains with five symptoms only at the initial consultation. 
Each symptom was graded from 0 (no symptoms) to 3 (severe symptoms). We evaluated the frequency of symptom severity 
according to the time elapsed since surgery and the cancer type.
Results The numbers of patients with endometrial, ovarian, and cervical cancer were 328, 90, and 107, respectively. Overall, 
climacteric symptoms were more severe in patients with cervical cancer than in those with endometrial or ovarian cancer; 
symptom severity decreased with increasing time since surgery. However, symptom severity did not decrease significantly 
over time in patients with cervical cancer even after > 5 years had elapsed since surgery.
Conclusion The climacteric symptoms were less severe in patients with endometrial or ovarian cancer with longer 
time elapsed since surgery but not in those with cervical cancer. Patients with cervical cancer may require more 
prompt interventions, including symptomatic treatment and longer follow-up period, than those with endometrial or 
ovarian cancer.

Keywords Adnexectomy · Climacteric · Gynecologic cancer survivors · Health-related quality of life · Hysterectomy · 
Patient-reported outcome · Postoperative period

Background

Gynecological cancer has major societal and economic 
implications, partly because of cancer treatment–related 
infertility and the role of women in the workforce. Patients 
with gynecologic cancer are at a higher risk of employment 
disruption than non-cancer controls [1]. The annual number 
of women with endometrial, ovarian, and cervical cancers 
worldwide is 417,367, 313,959, and 604,127, respectively. 
These cancers were the 15th, 18th, and 7th most common 
cancer types in 2021, respectively [2]. The 5-year survival 
rate of patients with gynecological cancer is relatively higher 
than that of patients with other cancer types [3, 4]; hence, 
there are many gynecologic cancer survivors.
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Long-term gynecologic cancer survivors have significant 
mental or psychological symptoms [5, 6], but usage of only 
overall scales of quality of life (QOL), including socioeco-
nomic and family domains in addition to the health-related 
domain, would be inappropriate to evaluate the survivors’ 
status or satisfaction [7, 8]. Therefore, further studies focus-
ing on specific symptoms for gynecologic cancer survivors, 
rather than the overall QOL score, are needed. Treatment of 
gynecological cancer via uterine and/or ovarian resection 
is considered to have marked physical and mental effects 
that are specific to gynecological cancer, including loss of 
sense of femininity and bilateral adnexectomy. Especially, 
removing ovaries as an estrogen source results in artificial 
menopause, which may result in climacteric symptoms for 
premenopausal patients [9, 10]. For example, ovarian cancer 
survivors report good overall QOL scores but have impaired 
sexual function and climacteric symptoms [11]. Gynecologi-
cal cancer tends to affect women in their 40 s and 50 s [12, 
13], ages at which many women experience menopause [14, 
15]. Considering the long-life expectancy of such cancer 
survivors after bilateral adnexectomy, climacteric symptoms 
may play a role in their life after treatment [16].

Previous studies have reported improvements in QOL 
and mood [17] or global health status [18] of patients with 
gynecological cancer with the time elapsed since the treat-
ment. However, the treatment method, cancer stage, and 
time since cancer diagnosis are not correlated with QOL 
or mood [19]. Moreover, patients with cervical cancer have 
lower physical and mental health-related QOL than adults 
with no cancer history, similar to those of patients with 
short-term survival cancers (e.g., esophagus, liver, lung, 
pancreas, and stomach cancers) [20]. Especially, they have 
worse anxiety, depression, anger, and confusion levels than 
those with endometrial cancer [19], and their QOL does not 
reach that of healthy individuals, not even at 2 years post-
operatively [21]. Another study showed that more than half 
of gynecologic cancer survivors have sexual health concerns 
[22], especially those surviving from cervical cancer [23].

These results are indicative of the need to evaluate dif-
ferences among these gynecological cancer types, namely, 
cervical, ovarian, and endometrial cancers. Although it is 
considered a type of gynecological cancer, cervical cancer 
is physiologically different as an infectious disease caused 
by the human papillomavirus, whereas endometrial and part 
of ovarian cancers are estrogen-dependent. Therefore, the 
type of gynecological cancer may have a major effect on 
these differences in addition to the time elapsed since sur-
gery. Therefore, the impact of removing bilateral ovaries as 
estrogen sources may differ among gynecological cancers 
[24]. By enrolling patients after bilateral adnexectomy, we 
can compare patients without adjusting for residual estrogen 
even after natural menopause [25–27] or operative meth-
ods as a possible confounder on post-operation symptoms; 

however, adjustment for patients’ age remains necessary 
[28].

Understanding the risk factors associated with worse cli-
macteric symptoms will help identify these individuals and 
aid in planning interventions for endometrial, ovarian, and 
cervical cancers. However, there have been no reports, to 
date, on climacteric symptoms after hystero-adnexectomy 
for these three cancer types. This study aimed to determine 
possible risk factors associated with worse climacteric 
symptoms among patients who underwent endometrial, 
cervical, or ovarian cancer surgery in an outpatient clinic.

Methods

Study setting and patients

This study included patients who were treated at a menopau-
sal outpatient clinic between January 1999 and July 2016. 
The inclusion criteria were as follows: (i) a histological 
diagnosis of endometrial, ovarian, or cervical cancer; (ii) 
postmenopausal state at each first consultation due to total 
hysterectomy, intrapelvic only or intrapelvic plus para-aortic 
lymph node dissection, and bilateral adnexectomy performed 
by laparotomy as cancer treatment; and, if applicable, (iii) 
completed adjuvant therapy, such as chemotherapy or radio-
therapy, at the first consultation, even after recurrence.

Patients were excluded from the analysis if their data were 
missing (i.e., if the body mass index [BMI] was not recorded) 
and/or if one or more of the following information was 
unknown: date of surgery; performance or non-performance 
and details of adjuvant therapy (chemotherapy and/or radio-
therapy); and pre- or postmenopausal status at the surgery.

Details of the following demographic characteristics of 
the study patients were obtained from medical records: age 
at first consultation at the menopausal outpatient clinic, can-
cer type, age at surgery, time since surgery, BMI, menopau-
sal status at surgery, and whether or not chemotherapy and 
radiotherapy were performed.

Questionnaire

At the initial examination, the participants were interviewed 
using a patient-reported questionnaire comprising 40 questions 
(Online Resource 1), which was prepared based on Kupper-
man’s menopausal index that was developed in the mid-twen-
tieth century [29–31]; our registry was developed in the 1990s 
when this index was still being widely used. However, Kupper-
man’s index has been heavily criticized; therefore, we hesitated 
to analyze the total score of the 40-question questionnaire [32], 
and rather than summing up the 40 items, we focused on the 
core menopausal symptoms, namely, two from vasomotor (hot 
flashes and sweats) [33] and insomnia (difficulty falling asleep 
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and arousal during sleep) [34], and one vaginal symptom (i.e., 
vaginal dryness) [35, 36].

Each of the patients’ symptoms was graded on a 4-point 
scale as follows: 0, no symptoms; 1, mild symptoms (i.e., 
symptoms that did not affect activities of daily life); 2, moder-
ate symptoms (i.e., symptoms that affected activities of daily 
life to some degree); and 3, severe symptoms (i.e., symptoms 
that markedly affected activities of daily life).

Statistical analysis

We employed the Kruskal–Wallis test for sequential items in 
comparing three groups, followed by the Mann–Whitney U test 
adjusted by Holm’s method, and Fisher’s exact test for nominal 
categories, followed by the test for equal proportions adjusted 
by Holm’s method. We performed a multivariate linear regres-
sion analysis to compare the effects of independent variables 
on the degree of symptom severity. The independent variables 
included cancer type, age at surgery, time since surgery, BMI, 
menopausal status at surgery, and whether or not chemotherapy 
and radiotherapy were performed. We confirmed a positive cor-
relation between age at the surgery and age at the first consulta-
tion (Pearson’s correlation coefficient R = 0.91) and between time 
elapsed since surgery and age at the first consultation (R = 0.45), 
which indicated to refrain from using age at the first consultation 
as a variable for further analysis. There were two patients, one 
with cervical and one with ovarian cancer, who had received 
neoadjuvant chemoradiation therapy and chemotherapy, respec-
tively; we did not differentiate these patients in this analysis. For 
this analysis, patients were divided into three groups according 
to their age at first consultation, as linearity cannot be achieved 
using crude continuous values with the present small sample 
size: (i) < 45 years, (ii) 45–55 years, and (iii) > 55 years; the time 
since surgery: (i) < 1 year, (ii) 1–5 years, and (iii) > 5 years; and 
their BMI: (i) < 18.5 kg/m2, (ii) 18.5–25 kg/m2, and (iii) > 25 kg/
m2. We performed a subgroup analysis with the items signifi-
cantly associated with symptom severity, except for cancer type, 
to observe an interaction between items and the three cancer 
types. We used the Kruskal–Wallis test for sequential items in 
comparing three or more groups, followed by the Mann–Whitney 
U test adjusted by Holm’s method. All statistical analyses were 
conducted using R software, version 4.0.1 (The R Foundation for 
Statistical Computing, Vienna, Austria). We used “glm” from the 
package “stats” and “DAAG” for regression analysis. We used a 
significant level of 5% for all tests.

Results

Baseline characteristics of the study patients

A total of 780 patients were examined between Janu-
ary 1999 and July 2016, of whom 525 met the inclusion 

criteria (Fig. 1). Of these 525 patients, 328, 90, and 107 
had endometrial, ovarian, and cervical cancer, respec-
tively. The baseline characteristics of patients in each of 
the three groups are presented in Table 1. Patients with 
endometrial cancer were significantly older at the first 
consultation and at surgery and had significantly higher 
BMI than patients with ovarian or cervical cancer. Among 
patients with cervical cancer, 26% were premenopausal 
at the surgery, which was a significantly higher propor-
tion than that of patients with endometrial or ovarian 
cancer, as most of these patients had already undergone 
natural menopause. Among patients with cervical cancer, 
13% had received radiotherapy post laparotomic surgery, 
whereas no patients with endometrial or ovarian cancer 
had received chemoradiotherapy as adjuvant therapy.

Multivariate analysis on the symptom severity 
with baseline characteristics

Multivariate analysis of baseline characteristics revealed 
that two independent variables, the time elapsed since sur-
gery and cancer type, were significantly associated with 
the severity of many core climacteric symptoms (Table 2). 
The time elapsed since surgery was significantly associ-
ated with the severities of four symptoms except for vagi-
nal dryness, and symptom severity decreases with increas-
ing time since surgery. The cancer type was significantly 
associated with three among five symptoms’ severities, 
namely, hot flashes, vaginal dryness, and arousal during 
sleep, and symptom severity increases if the cancer type 
is ovarian or cervical cancer. Vaginal dryness was sig-
nificantly associated only with cancer type, and difficulty 
falling asleep was associated only with time elapsed since 
surgery.

Other variables were significantly associated with 
only one or two symptom severities. Symptom severity 
of two vasomotor symptoms, i.e., hot flashes and sweats, 
decreased if age was greater than 45 years at surgery. The 
severity of sweats increased if the patient’s BMI was more 
than 25 kg/m2 and decreased if they were menopausal at 
the time of surgery. The severity of arousal during sleep 
decreased if adjuvant chemotherapy had been performed.

Then, we focused on hot flashes and arousal during 
sleep with significant associations with cancer types 
and compared the severity of hot f lashes to observe 
the interactions between the items significantly asso-
ciated with symptom severities and the three cancer 
types (Fig. 2). Vaginal dryness was excluded from the 
analysis because only the severity of vaginal dryness 
was significantly associated with cancer type. Hot 
flashes showed significant associations with age at sur-
gery and time elapsed since surgery along with cancer 
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Fig. 1  Exclusion flow chart. We 
initially registered 780 patients. 
After excluding 255 patients, 
we finally included 525 patients 
in the analysis

Table 1  Baseline characteristics of the study patients

Data represent the median (range) unless otherwise indicated. p value based on Kruskal–Wallis test for sequential items followed by Mann–
Whitney U test adjusted by Holm's method and Fisher’s exact test for nominal categories followed by the test for equal proportions adjusted by 
Holm’s method. Superscripts e, o, and c indicate significant difference compared with endometrial, ovarian, and cervical cancer, respectively

Characteristics Endometrioid cancer
N = 328

Ovarian cancer
N = 90

Cervical cancer
N = 107

p value

Age at first consultation, years 57 (26–84)o,c 45.5 (30–75)e,c 43 (23–78)e,o  < 0.001
Age at surgery, years 50 (24–60)o,c 44 (26–56)e,c 40.5 (23–56)e,o  < 0.001
Time since surgery, months 31 (1–333) 25 (1–212) 20 (1–366) 0.343
Time since surgery, N (%)

   < 1 year 84 (25.6) 20 (22.2) 34 (31.8) 0.291
  1–5 years 132 (40.2) 46 (51.1) 44 (41.1)
   > 5 years 112 (34.1) 24 (26.7) 29 (27.1)

Body mass index, kg/m2 22.1 (12.6–38.1)o,c 20.5 (15.5–28.9)e 20.3 (13.0–30.0)e  < 0.001
Body mass index, N (%)

   < 18.5 kg/m2 35 (10.7) 17 (18.9) 20 (18.7)  < 0.001
  18.5–25 kg/m2 211 (64.3) 66 (73.3) 79 (73.8)
   > 25 kg/m2 82 (25.0)o,c 7 (7.8)e 8 (7.5)e

Menopausal status at surgery, N (%)
  Premenopausal 3 (0.9)c 2 (2.2)c 28 (26.2)e,o  < 0.001
  Postmenopausal 325 (99.1) 88 (97.8) 79 (73.8)

Additional treatment, N (%)
  Chemotherapy only 83 (25.3)o 56 (62.2)e,c 32 (29.9)o  < 0.001
  Radiation only 5 (1.5)c 0 (0.0) 7 (6.5)e

  Chemoradiation 0 (0.0)c 0 (0.0)c 7 (6.5)e,o

  None 240 (73.2)o,c 34 (37.8)e,c 61 (57.0)e,o
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type, as revealed by the previous regression analysis. 
Accordingly, the severity of hot flashes showed a sig-
nificant difference among the three cancer types as 
indicated by the Kruskal–Wallis test; symptom sever-
ity was less in patients with endometrial cancer than 
in those with ovarian or cervical cancer, as revealed 
by the Mann–Whitney U test. The significant differ-
ence among the three cancer types disappeared when 
the data were subgrouped by age at surgery (< 45, 
45–55, and > 55 years) but remained in the subgroups 
of patients for whom 1–5 and > 5  years had elapsed 
since surgery, as indicated by the Kruskal–Wallis test; 
symptom severity was less in patients with endometrial 
cancer than in those with cervical cancer, as indicated 
by the Mann–Whitney U test.

Significant associations were noted between arousal dur-
ing sleep and time elapsed since surgery along with can-
cer type. The severity of arousal during sleep was signifi-
cantly different among the three cancer types, as indicated 
by the Kruskal–Wallis test; symptom severity was less in 
patients with endometrial cancer than in those with cervi-
cal cancer, as indicated by the Mann–Whitney U test. We 
compared the severity of arousal during sleep and found 
that the significant difference among the three cancer types 
disappeared in the subgroups of patients for whom < 1 
and 1–5 years had elapsed since surgery but remained for 
those for whom > 5 years had elapsed, as indicated by the 
Kruskal–Wallis test; symptom severity was less in patients 
with endometrial cancer than in those with cervical cancer, 
as indicated by the Mann–Whitney U test.

Fig. 2  Interactions between items significantly associated with symp-
tom severities and the three cancer types. Graphed are the severity of 
hot flashes and arousal during sleep along with the subgroup analysis 
by items significantly associated with the symptom severity via the 
previous regression analysis. The severity of hot flashes showed a sig-
nificant difference among the three cancer types (overall); symptom 
severity was less in patients with endometrial cancer than in those 
with ovarian or cervical cancer. The significant difference among 
the three cancer types disappeared when the data were subgrouped 
by age at surgery (< 45, 45–55, and > 55 years) but remained in the 
subgroups of patients for whom 1–5 and > 5 years had elapsed since 
surgery; symptom severity was less in patients with endometrial can-

cer than in those with cervical cancer. The severity of arousal during 
sleep showed a significant difference among the three cancer types, 
and the symptom severity was less in patients with endometrial can-
cer than in those with cervical cancer (overall). We compared the 
severity of arousal during sleep and found that the significant differ-
ence among the three cancer types disappeared in the subgroups of 
patients for whom < 1 and 1–5  years had elapsed since surgery but 
remained for those in whom > 5 years had elapsed; symptom severity 
was less in patients with endometrial cancer than in those with cervi-
cal cancer. EC; endometrial cancer, OC; ovarian cancer, CC; cervical 
cancer, y/o; years old. *p < 0.05 by the Kruskal–Wallis test, †p < 0.05 
by the Mann–Whitney U test compared with endometrial cancer
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Discussion

In this study, we compared the severity of core climacteric 
symptoms after surgery and adjuvant therapy among differ-
ent groups of gynecological cancer survivors. Symptoms 
were less severe in patients with endometrial or ovarian 
cancer with a longer time elapsed since surgery. Patients 
with cervical cancer showed greater symptom severity than 
those with endometrial or ovarian cancer, and their symptom 
severity showed no change over time. Our findings suggest 
the importance of climacteric symptoms in gynecological 
cancer survivors, and especially of cervical cancer survivors, 
although further studies are needed to confirm our findings.

Our results indicated that vasomotor symptoms were 
more severe in patients with cervical or ovarian cancer than 
in those with endometrial cancer, while mental symptoms, 
such as arousal during sleep, were more severe in those with 
cervical cancer than in those with endometrial cancer, possi-
bly due to the abrupt change in sex hormone levels following 
bilateral ovariectomy [37]. Vasomotor symptoms were less 
severe with increased time following surgery and if patients 
were ≥ 45 years old or postmenopausal at the time of sur-
gery. Insomnia was also improved as time elapsed following 
surgery. Prolonged time from surgery or a smaller change in 
estrogen level before and after surgery can lead to less severe 
symptoms. In contrast, vaginal dryness did not improve with 
time elapsed since surgery because this symptom occurs due 
to a low estrogen level itself that do not improve as time 
elapsed since surgery [38]. Furthermore, symptom sever-
ity in patients with cervical cancer showed no change over 
time compared with that in patients with ovarian cancer, 
although both these groups of patients had undergone bilat-
eral ovariectomy at similar ages. This result suggests the 
involvement of other factors that might have affected symp-
tom severity along with a decrease in estrogen levels.

Mood and mental health are significantly associated 
with factors, such as education, income, and the presence 
or absence of a partner [19]. Numerous studies have com-
pared climacteric symptoms after cancer treatment and 
adjuvant therapy across different socioeconomic strata 
[20], and socioeconomic background can present risks 
for menopausal symptoms [39]. However, we did not 
investigate differences in the socioeconomic background 
of patients. In Japan, it is often difficult to ask patients 
their socioeconomic status. Moreover, there are differ-
ences between Japan and other countries with respect to 
healthcare information and social background. Thus, more 
studies are required to clarify the contribution of these 
currently unmeasured factors, which might be represented 
by cancer type.

This study had certain limitations. First, it was performed 
at a single institution. Second, there was no control group 

without a cancer diagnosis, and we could not compare the 
symptom severity with those without gynecological cancer. 
Third, we did not classify patients with respect to cancer 
stage. Although several reports have addressed the relation-
ship between cancer stage and the QOL of patients with 
gynecological cancer, their results are inconsistent [40–42] 
and the relationship between cancer stage and the climac-
teric symptoms is unknown. Therefore, further studies are 
needed to address this issue. Fourth, some of the patients 
in this study were enrolled more than 20 years before, and 
surgical advances in the past two decades may have resulted 
in improvements in postoperative symptoms [43]. Several 
procedures might affect post-surgical complications (e.g., 
simple (sometimes extended), semi-radical, and radical 
hysterectomy). Surgical procedures have improved signifi-
cantly, and several patients underwent surgery at another 
institution, making it difficult to obtain information con-
cerning the performed procedure. Thus, we decided that 
it was difficult to use procedures as an independent vari-
able. Finally, this study was cross-sectional; information 
was obtained only from one questionnaire at completely 
random time points since surgery. The results may have dif-
fered with other time points of assessment. Thus, changes 
in each patient’s symptoms during the study are unknown, 
and it is unclear whether these patients had climacteric 
complaints before their oncological surgery/therapy or 
only after surgery, even though we have information of par-
ticipants’ menopausal state at the surgery. In addition, the 
sample size was set based on the number of best available 
cases over the study period, and no sample size calculation 
was performed. The observed non-significant results in the 
present analysis may be attributed to beta error by smaller 
numbers with stratification.

Conclusions

Patients with cervical cancer showed more severe climac-
teric symptoms than those with endometrial or ovarian can-
cer. Overall, the symptoms were less severe in patients with 
longer time elapsed since surgery. However, in patients with 
cervical cancer, the core symptom severity did not change 
significantly with the time elapsed since surgery. Patients 
with cervical cancer may require more prompt interven-
tion, including symptomatic treatment and longer follow-
up period, than those with endometrial or ovarian cancer.
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OC: Ovarian cancer; QOL: Quality of life; y/o: Years old

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00520- 022- 07117-z.

6791Supportive Care in Cancer (2022) 30:6785–6793

https://doi.org/10.1007/s00520-022-07117-z


1 3

Acknowledgements We would like to thank Editage (www. edita ge. 
com) for English language editing.

Author contribution Yuko Horiba had full access to the clinical data 
used in this study and takes responsibility for the data’s integrity and 
the accuracy of the data analysis. Tetsuhiro Yoshino assisted in data 
analysis. Yuko Horiba and Tetsuhiro Yoshino wrote a draft of this 
manuscript. Yuko Horiba, Megumi Yokota, Takashi Iwata, and Daisuke 
Aoki participated in designing the study and collecting clinical data. 
Takashi Iwata, Masaru Mimura, Kenji Watanabe, and Daisuke Aoki 
reviewed a draft of this manuscript and made comments. All authors 
read and approved the final manuscript.

Data availability The datasets used and/or analyzed during the cur-
rent study are available from the corresponding author on reasonable 
request.

Declarations 

Ethics approval All procedures performed in the studies involving 
human subjects were in accordance with the ethical standards of the 
institutional and/or national research committee and the 1964 Helsinki 
Declaration and its later amendments or comparable ethical standards. 
The study design was approved by the Institutional Review Board at 
Keio University School of Medicine (approval no. 20140189).

Consent to participate All registered participants provided written 
informed consent.

Consent to publish Not applicable.

Competing interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Nitecki R, Fu S, Jorgensen KA et al (2022) Employment dis-
ruption among women with gynecologic cancers. Int J Gynecol 
Cancer 32:69–78. https:// doi. org/ 10. 1136/ ijgc- 2021- 002949

 2. World Health Organization (2021) Cancer today. https:// gco. iarc. 
fr/ today/ home. Accessed 31 January 2022

 3. Roser M, Cancer RH (2019) https:// ourwo rldin data. org/ cancer. 
Accessed 22 June 2020

 4. Matsuda T, Ajiki W, Marugame T, Ioka A, Tsukuma H, Sobue T, 
Research Group of Population-Based Cancer Registries of Japan 
(2011) Population-based survival of cancer patients diagnosed 
between 1993 and 1999 in Japan: a chronological and international 

comparative study. Jpn J Clin Oncol 41:40–51. https:// doi. org/ 10. 
1093/ jjco/ hyq167

 5. Hodgkinson K, Butow P, Fuchs A et al (2007) Long-term sur-
vival from gynecologic cancer: psychosocial outcomes, supportive 
care needs and positive outcomes. Gynecol Oncol 104:381–389. 
https:// doi. org/ 10. 1016/j. ygyno. 2006. 08. 036

 6. Slade AN, Waters MR, Serrano NA (2020) Long-term sleep dis-
turbance and prescription sleep aid use among cancer survivors 
in the United States. Support Care Cancer 28:551–560. https:// 
doi. org/ 10. 1007/ s00520- 019- 04849-3

 7. Rannestad T, Skjeldestad FE, Platou TF, Hagen B (2008) Qual-
ity of life among long-term gynaecological cancer survivors. 
Scand J Caring Sci 22:472–477. https:// doi. org/ 10. 1111/j. 1471- 
6712. 2007. 00557.x

 8. Skjeldestad FE, Rannestad T (2009) Urinary incontinence and 
quality of life in long-term gynecological cancer survivors: a 
population-based cross-sectional study. Acta Obstet Gynecol 
Scand 88:192–199. https:// doi. org/ 10. 1080/ 00016 34080 25820 
41

 9. Westin SN, Sun CC, Tung CS et al (2016) Survivors of gyneco-
logic malignancies: impact of treatment on health and well-
being. J Cancer Surviv 10:261–270. https:// doi. org/ 10. 1007/ 
s11764- 015- 0472-9

 10. Rocca WA, Gazzuola-Rocca L, Smith CY et al (2016) Accel-
erated accumulation of multimorbidity after bilateral oopho-
rectomy: a population-based cohort study. Mayo Clin Proc 
91:1577–1589. https:// doi. org/ 10. 1016/j. mayocp. 2016. 08. 002

 11. Matulonis UA, Kornblith A, Lee H et al (2008) Long-term 
adjustment of early-stage ovarian cancer survivors. Int J 
Gynecol Cancer 18:1183–1193. https:// doi. org/ 10. 1111/j. 1525- 
1438. 2007. 01167.x

 12. National Cancer Center Japan Cancer information Services 2015. 
https:// ganjo ho. jp/ reg_ stat/ index. html. Accessed 26 June 2020

 13. National Cancer Institute Cancer Stat Facts: ovarian cancer. In: 
Surveillance, Epidemiology and End Results Program. https:// 
seer. cancer. gov/ statf acts/ html/ ovary. html. Accessed 16 June 2020

 14. Kono S, Sunagawa Y, Higa H, Sunagawa H (1990) Age of meno-
pause in Japanese women: trends and recent changes. Maturitas 
12:43–49. https:// doi. org/ 10. 1016/ 0378- 5122(90) 90059-f

 15. McKinlay SM, Brambilla DJ, Posner JG (1992) The normal meno-
pause transition. Maturitas 14:103–115. https:// doi. org/ 10. 1016/ 
0378- 5122(92) 90003-m

 16. Stanisz M, Panczyk M, Kurzawa R, Grochans E (2019) The effect 
of prophylactic adnexectomy on the quality of life and psychoso-
cial functioning of women with the BRCA1/BRCA2 mutations. 
Int J Environ Res Public Health 16:4995. https:// doi. org/ 10. 3390/ 
ijerp h1624 4995

 17. Lutgendorf SK, Anderson B, Ullrich P et al (2002) Quality of life 
and mood in women with gynecologic cancer: a one year prospec-
tive study. Cancer 94:131–140. https:// doi. org/ 10. 1002/ cncr. 10155

 18. Chan YM, Ngan HY, Li BY et al (2001) A longitudinal study on 
quality of life after gynecologic cancer treatment. Gynecol Oncol 
83:10–19. https:// doi. org/ 10. 1006/ gyno. 2001. 6345

 19. Bradley S, Rose S, Lutgendorf S, Costanzo E, Anderson B (2006) 
Quality of life and mental health in cervical and endometrial can-
cer survivors. Gynecol Oncol 100:479–486. https:// doi. org/ 10. 
1016/j. ygyno. 2005. 08. 023

 20. Klee M, Thranov I, Machin D (2000) Life after radiotherapy: the 
psychological and social effects experienced by women treated 
for advanced stages of cervical cancer. Gynecol Oncol 76:5–13. 
https:// doi. org/ 10. 1006/ gyno. 1999. 5644

 21. Weaver KE, Forsythe LP, Reeve BB et al (2012) Mental and physi-
cal health-related quality of life among US cancer survivors: pop-
ulation estimates from the 2010 national health interview survey. 
Cancer Epidemiol Biomarkers Prev 21:2108–2117. https:// doi. 
org/ 10. 1158/ 1055- 9965. EPI- 12- 0740

6792 Supportive Care in Cancer (2022) 30:6785–6793

http://www.editage.com
http://www.editage.com
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1136/ijgc-2021-002949
https://gco.iarc.fr/today/home
https://gco.iarc.fr/today/home
https://ourworldindata.org/cancer
https://doi.org/10.1093/jjco/hyq167
https://doi.org/10.1093/jjco/hyq167
https://doi.org/10.1016/j.ygyno.2006.08.036
https://doi.org/10.1007/s00520-019-04849-3
https://doi.org/10.1007/s00520-019-04849-3
https://doi.org/10.1111/j.1471-6712.2007.00557.x
https://doi.org/10.1111/j.1471-6712.2007.00557.x
https://doi.org/10.1080/00016340802582041
https://doi.org/10.1080/00016340802582041
https://doi.org/10.1007/s11764-015-0472-9
https://doi.org/10.1007/s11764-015-0472-9
https://doi.org/10.1016/j.mayocp.2016.08.002
https://doi.org/10.1111/j.1525-1438.2007.01167.x
https://doi.org/10.1111/j.1525-1438.2007.01167.x
https://ganjoho.jp/reg_stat/index.html
https://seer.cancer.gov/statfacts/html/ovary.html
https://seer.cancer.gov/statfacts/html/ovary.html
https://doi.org/10.1016/0378-5122(90)90059-f
https://doi.org/10.1016/0378-5122(92)90003-m
https://doi.org/10.1016/0378-5122(92)90003-m
https://doi.org/10.3390/ijerph16244995
https://doi.org/10.3390/ijerph16244995
https://doi.org/10.1002/cncr.10155
https://doi.org/10.1006/gyno.2001.6345
https://doi.org/10.1016/j.ygyno.2005.08.023
https://doi.org/10.1016/j.ygyno.2005.08.023
https://doi.org/10.1006/gyno.1999.5644
https://doi.org/10.1158/1055-9965.EPI-12-0740
https://doi.org/10.1158/1055-9965.EPI-12-0740


1 3

 22. Roberts K, Chong T, Hollands E, Tan J, Mohan GRKA, Cohen 
PA (2020) Screening for sexual health concerns in survivors of 
gynecological cancer. Support Care Cancer 28:599–605. https:// 
doi. org/ 10. 1007/ s00520- 019- 04872-4

 23. Herzog TJ, Wright JD (2007) The impact of cervical cancer on 
quality of life—the components and means for management. 
Gynecol Oncol 107:572–577. https:// doi. org/ 10. 1016/j. ygyno. 
2007. 09. 019

 24. Greenwald HP, McCorkle R (2008) Sexuality and sexual func-
tion in long-term survivors of cervical cancer. J Womens Health 
(Larchmt) 17:955–963. https:// doi. org/ 10. 1089/ jwh. 2007. 0613

 25. Fogle RH, Stanczyk FZ, Zhang X, Paulson RJ (2007) Ovarian 
androgen production in postmenopausal women. J Clin Endo-
crinol Metab 92:3040–3043. https:// doi. org/ 10. 1210/ jc. 2007- 0581

 26. Labrie F, Luu-The V, Labrie C, Simard J (2001) DHEA and its 
transformation into androgens and estrogens in peripheral tar-
get tissues: intracrinology. Front Neuroendocrinol 22:185–212. 
https:// doi. org/ 10. 1006/ frne. 2001. 0216

 27. Judd HL, Judd GE, Lucas WE, Yen SS (1974) Endocrine func-
tion of the postmenopausal ovary: concentration of androgens and 
estrogens in ovarian and peripheral vein blood. J Clin Endocrinol 
Metab 39:1020–1024. https:// doi. org/ 10. 1210/ jcem- 39-6- 1020

 28. Juraskova I, Butow P, Bonner C, Robertson R, Sharpe L (2013) 
Sexual adjustment following early stage cervical and endometrial 
cancer: prospective controlled multi-centre study. Psychooncology 
22:153–159. https:// doi. org/ 10. 1002/ pon. 2066

 29. Kupperman HS, Blatt MH, Wiesbader H, Filler W (1953) Com-
parative clinical evaluation of estrogenic preparations by the 
menopausal and amenorrheal indices. J Clin Endocrinol Metab 
13:688–703. https:// doi. org/ 10. 1210/ jcem- 13-6- 688

 30. Yokota M, Makita K, Hirasawa A, Iwata T, Aoki D (2016) Symp-
toms and effects of physical factors in Japanese middle-aged 
women. Menopause 23:974–983. https:// doi. org/ 10. 1097/ GME. 
00000 00000 000660

 31. Kasuga M, Makita K, Ishitani K et al (2004) Relation between 
climacteric symptoms and ovarian hypofunction in middle-aged 
and older Japanese women. Menopause 11:631–638. https:// doi. 
org/ 10. 1097/ 01. gme. 00001 19984. 87302. 30

 32. Alder E (1998) The Blatt-Kupperman menopausal index: a 
critique. Maturitas 29:19–24. https:// doi. org/ 10. 1016/ s0378- 
5122(98) 00024-3

 33. Lensen S, Archer D, Bell RJ et al (2021) A core outcome set for 
vasomotor symptoms associated with menopause: the COMMA 
(Core Outcomes in Menopause) global initiative. Menopause 
28:852–858. https:// doi. org/ 10. 1097/ GME. 00000 00000 001787

 34. Santoro N, Epperson CN, Mathews SB (2015) Menopausal symp-
toms and their management. Endocrinol Metab Clin North Am 
44:497–515. https:// doi. org/ 10. 1016/j. ecl. 2015. 05. 001

 35. Lensen S, Bell RJ, Carpenter JS et al (2021) A core outcome 
set for genitourinary symptoms associated with menopause: the 
COMMA (Core Outcomes in Menopause) global initiative. Meno-
pause 28:859–866. https:// doi. org/ 10. 1097/ GME. 00000 00000 
001788

 36. Woods NF, Mitchell ES (2005) Symptoms during the peri-
menopause: prevalence, severity, trajectory, and significance in 
women’s lives. Am J Med 118:14–24. https:// doi. org/ 10. 1016/j. 
amjmed. 2005. 09. 031

 37. Avis NE, Crawford SL, Green R (2018) Vasomotor symptoms 
across the menopause transition: differences among women. 
Obstet Gynecol Clin North Am 45:629–640. https:// doi. org/ 10. 
1016/j. ogc. 2018. 07. 005

 38. Mac Bride MB, Rhodes DJ, Shuster LT (2010) Vulvovaginal atro-
phy. Mayo Clin Proc 85:87–94. https:// doi. org/ 10. 4065/ mcp. 2009. 
0413

 39. Plotnikoff GA, Watanabe K, Torkelson C, La Valleur J, Rado-
sevich DM (2011) The TU-025 keishibukuryogan clinical trial 
for hot flash management in postmenopausal women: results and 
lessons for future research. Menopause 18:886–892. https:// doi. 
org/ 10. 1097/ gme. 0b013 e3182 1643d9

 40. Einstein MH, Rash JK, Chappell RJ, Swietlik JM, Hollenberg 
JP, Connor JP (2012) Quality of life in cervical cancer survivors: 
patient and provider perspectives on common complications of 
cervical cancer and treatment. Gynecol Oncol 125:163–167. 
https:// doi. org/ 10. 1016/j. ygyno. 2011. 10. 033

 41. Teng FF, Kalloger SE, Brotto L, McAlpine JN (2014) Determi-
nants of quality of life in ovarian cancer survivors: a pilot study. J 
Obstet Gynaecol Can 36:708–715. https:// doi. org/ 10. 1016/ S1701- 
2163(15) 30513-2

 42. Lai BP, Tang CS, Chung TK (2009) Age-specific correlates 
of quality of life in Chinese women with cervical cancer. 
Support Care Cancer 17:271–278. https:// doi. org/ 10. 1007/ 
s00520- 008- 0473-6

 43. Angeles MA, Martínez-Gómez C et al (2018) Novel surgical strat-
egies in the treatment of gynecological malignancies. Curr Treat 
Options Oncol 19:73. https:// doi. org/ 10. 1007/ s11864- 018- 0582-5

Publisher’s note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

6793Supportive Care in Cancer (2022) 30:6785–6793

https://doi.org/10.1007/s00520-019-04872-4
https://doi.org/10.1007/s00520-019-04872-4
https://doi.org/10.1016/j.ygyno.2007.09.019
https://doi.org/10.1016/j.ygyno.2007.09.019
https://doi.org/10.1089/jwh.2007.0613
https://doi.org/10.1210/jc.2007-0581
https://doi.org/10.1006/frne.2001.0216
https://doi.org/10.1210/jcem-39-6-1020
https://doi.org/10.1002/pon.2066
https://doi.org/10.1210/jcem-13-6-688
https://doi.org/10.1097/GME.0000000000000660
https://doi.org/10.1097/GME.0000000000000660
https://doi.org/10.1097/01.gme.0000119984.87302.30
https://doi.org/10.1097/01.gme.0000119984.87302.30
https://doi.org/10.1016/s0378-5122(98)00024-3
https://doi.org/10.1016/s0378-5122(98)00024-3
https://doi.org/10.1097/GME.0000000000001787
https://doi.org/10.1016/j.ecl.2015.05.001
https://doi.org/10.1097/GME.0000000000001788
https://doi.org/10.1097/GME.0000000000001788
https://doi.org/10.1016/j.amjmed.2005.09.031
https://doi.org/10.1016/j.amjmed.2005.09.031
https://doi.org/10.1016/j.ogc.2018.07.005
https://doi.org/10.1016/j.ogc.2018.07.005
https://doi.org/10.4065/mcp.2009.0413
https://doi.org/10.4065/mcp.2009.0413
https://doi.org/10.1097/gme.0b013e31821643d9
https://doi.org/10.1097/gme.0b013e31821643d9
https://doi.org/10.1016/j.ygyno.2011.10.033
https://doi.org/10.1016/S1701-2163(15)30513-2
https://doi.org/10.1016/S1701-2163(15)30513-2
https://doi.org/10.1007/s00520-008-0473-6
https://doi.org/10.1007/s00520-008-0473-6
https://doi.org/10.1007/s11864-018-0582-5

	Climacteric symptoms in postoperative patients among endometrial cancer, cervical cancer, and ovarian cancer: a cross-sectional study
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study setting and patients
	Questionnaire
	Statistical analysis

	Results
	Baseline characteristics of the study patients
	Multivariate analysis on the symptom severity with baseline characteristics

	Discussion
	Conclusions
	Acknowledgements 
	References


