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Abstract
Background The impact of cancer diagnosis and treatment on sexual quality of life (SQoL) is a well-established survivorship 
issue for gynaecological cancer survivors (GCS), yet little is known on how to intervene.
Purpose The aim of this systematic review was to identify the factors explaining the variability in SQoL for GCS.
Methods We used the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) framework and 
the software Covidence. Electronic databases Scopus, Web of Science, PUBMED and CINAHL were searched for original 
research on GCS published between 2002 and 2018. We performed a two-stage screening process against selection criteria 
and quality assessment of individual studies. The Salutogenic Theory and the PRECEDE–PROCEED model were used as 
theoretical frameworks to identify and categorise factors.
Results The initial search yielded 3,505 articles resulting in a total of 46 studies used to examine the association between 
factors of SQoL and gynaecological cancers. Our findings suggested that SQoL varies across subgroups based on age, meno-
pausal status, relationship status, and treatment modality. Protective factors included clinicians’ knowledge and confidence, 
preventive medical approach, risk and needs assessment, patient–clinician communication, relationship quality, psychosocial 
support, symptom management, accessibility of psychosexual care, and self-efficacy in the rediscovery of sexuality.
Conclusion Despite the high incidence and long-term impact of sexual health issues on quality of life, supportive care needs 
are not being met. A better understanding of the evidence base around the factors of SQoL can help health professionals take 
steps to protect and improve SQoL in GCS.

Keywords Gynaecological cancer · Female cancer survivors · Sexual quality of life · Healthy sexuality · Factors · 
Systematic review

Introduction

SQoL as a key survivorship issue for GCS

Although survival rates for women diagnosed with gynae-
cological cancers are improving, the quality of life (QoL) 
for those women and their families often suffer as a result 
[1–3]. The World Health Organization (WHO) and the lit-
erature have characterised sexuality as a human right and a 
key component of QoL [2, 4–6]. In 2012, an estimated three 
million women worldwide were living with gynaecological 
cancers, with more than half experiencing sexual difficulties 
[2, 7]. High rates of sexual dysfunction, sexual inactivity 
and sexual morbidity in this population have been shown 
to greatly impact QoL [3, 5, 7, 8]. The term “sexual quality 
of life” (SQoL) emphasises this link between sexuality and 
QoL [7–11].
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Despite sexuality being recognised as a key survivorship 
issue for gynaecological cancer survivors (GCS) [12, 13], little 
is known on how best to support SQoL in this population [8, 
14]. This is an important public health issue considering that 
cancer treatment can extend life expectancy by 25–30 years 
[15]. Furthermore, there is growing evidence for the need to 
integrate sexuality as part of routine care in gynaecological 
cancer recovery given current unmet needs [3, 16]. Conse-
quently, further investigation was warranted to understand the 
factors that are amenable to public health action to protect and 
improve SQoL.

Defining SQoL—beyond sexual dysfunction

Beckjord and Campas [11] defined SQoL for female cancer 
survivors as a broad concept covering sexual attractiveness, 
interest, participation and function. Interestingly, McCallum 
et al. [14] found that the meaning of healthy sexuality for GCS 
includes concepts of emotional intimacy, body image, sexual 
self-schema, and sexual response. They also discovered that 
sexuality is shaped by the interplay of physical, psychologi-
cal, and interpersonal experiences. Similarly, WHO recognises 
sexuality as being “influenced by the interaction of biologi-
cal, psychological, social, economic, political, cultural, legal, 
historical, religious and spiritual factors.” [6] As such, WHO 
defines sexual health as “a state of physical, emotional, mental, 
and social well-being in relation to sexuality; it is not merely 
the absence of disease, dysfunction or infirmity” [6].

The literature on sexuality and gynaecological cancers 
has predominantly focused on sexual dysfunction and sexual 
inactivity—at the expense of a more salutogenic approach 
to SQoL [2, 12, 17, 18]. Contrary to the disease orienta-
tion, salutogenesis [19] promotes the creation of health. To 
maximise health outcomes, it is imperative to go beyond 
common complaints of sexual dysfunction or lack of desire 
[2] and acknowledge the complex interplay of individual, 
social and environmental factors. Consequently, this review 
used the Salutogenic Theory [19] and the WHO definition of 
sexual health to explore how to move GCS towards greater 
SQoL by understanding the factors that relate to all aspects 
of the person—rather than merely sexual dysfunction. The 
aim of this systematic review was to identify the risk and 
protective factors that have been studied as explanations of 
variability in the SQoL of GCS. Our research question was: 
what are the risk and protective factors of SQoL in GCS?

Methods

Search strategy

We used the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) framework and 

the software Covidence in this systematic review [20, 21]. 
The search for eligible studies was conducted in four elec-
tronic databases, Scopus, Web of Science, PUBMED, and 
CINAHL for articles published in English between 2002 and 
2018. The search strategy was developed with input from a 
health librarian with expertise in systematic review search-
ing. Search terms, such as “sexual quality of life”, “sexual 
health”, and “sexual wellbeing”, were combined with terms 
such as “factor”, “predictor”, and “cause” for each gynae-
cological cancer. Two reviewers performed a two-stage 
screening process (abstract and title, then full text) against 
selection criteria and a third investigator solved any discrep-
ancy. All voting was blinded, meaning that contributors were 
unable to see each other’s votes until they casted their own.

Inclusion and exclusion criteria

The inclusion criteria included peer-reviewed studies report-
ing the factors of SQoL for adult women diagnosed with 
gynaecological cancer. Gynaecological cancers were defined 
as those affecting a woman’s reproductive system: ovarian, 
uterine, cervical, vulvar, and vaginal cancers [22, 23]. In 
addition, cancers of the placenta and fallopian tubes were 
included. Studies of women for pre-cancerous or other 
health conditions were excluded. Studies addressing both 
gynaecological and non-gynaecological cancers (e.g., stud-
ies of ovarian and breast cancers) were included if gynae-
cological cancer data were reported separately. No study 
design was imposed on the original search. We included 
randomised control trials, qualitative studies, cohort stud-
ies, and case–control studies published in English. Studies 
were excluded if they contained data from other sources than 
original full-text publications (i.e., reviews, meta-analyses), 
but reference lists were scrutinised for completeness. Finally, 
studies were excluded if they did not report at least one fac-
tor explaining the association between SQoL and one or 
more of the gynaecological cancers studied.

Quality assessment and data extraction

Two investigators, one of whom was not involved in article 
screening and selection, completed quality assessment and 
preliminary data extraction of individual studies indepen-
dently. The process was blinded and Critical Appraisal Skills 
Programme (CASP) checklists [24] were used as standard-
ised tools to critically appraise articles. To be retained for 
inclusion, studies had to clearly answer the research ques-
tion and reach a minimum quality score of 50%. Conflicts 
were resolved by consensus. Studies’ general characteristics 
(author, year of publication, aim, number of participants, 
country, design, outcome measures, tools, and theoretical 
frameworks), as well as the clinical characteristics of the 
patients or survivors (age, FIGO stage, cancer site, etc.) were 
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extracted and tabulated along with factors and recommenda-
tions to perform a thematic analysis. All data in this review 
were obtained from previously published and publicly avail-
able studies.

Data analysis

The Salutogenic Theory and the PRECEDE–PROCEED 
planning model [25, 26] were used as theoretical frame-
works to identify and categorise factors. Hence, classifica-
tion of protective factors was performed using predisposing, 
enabling and reinforcing factors. Predisposing factors are 
involved at the cognitive level such as knowledge, attitudes, 
and self-efficacy of GCS in SQoL. Enabling factors are the 
conditions that help SQoL to occur (e.g., availability of 
resources, funding or guidelines). Reinforcing factors are 
those helping to support SQoL in a community and thus 
involving partners, peers, health providers, etc.

This study revealed the risk and protective factors of 
SQoL. By risk factors, we refer to the factors that may 
increase the likelihood of an impaired SQoL in GCS. For 
example, single irradiated women may be more at risk of 
an impaired SQoL. In comparison, protective factors may 
decrease the likelihood of an impaired SQoL. For instance, 
patient–clinician communication may help protect and 
improve SQoL.

Results

A total of 3505 articles were identified by our search strat-
egy. Figure 1 shows the PRISMA diagram for the different 
phases of the systematic review process, which resulted in 
the inclusion of 46 studies. Table 1 (Appendix A) presents 
the characteristics of included studies.

Risk factors of SQoL

Our findings suggest that the SQoL of GCS varies across 
subgroups based on age, menopausal status, relationship 
status, and treatment modality (Table 2). To a lesser extent, 
variations in SQoL have been attributed to cancer site [27], 
tumour stage [28], BMI [29], education [30–33], and unem-
ployment [30]. Due to space constraints, we will report only 
on the factors with the strongest evidence.

Age and menopausal status

Age seems to be a significant consideration when assessing 
the support needs of GCS. Out of 46 studies, 12 reported an 
association between age and SQoL [14, 27, 29–31, 33–39].

GCS aged over 50 may be more likely to suffer from 
orgasmic disorders and less likely to discuss sexual concerns 

due to shyness and stigma [14]. Whereas, their younger 
counterparts have reported feelings of aloneness [27], rela-
tionship dissatisfaction [35], distress about long-term sexual 
problems [39], and concerns about how they feel cancer 
changed their body [30, 39].

Overall, young age was associated with worst adaptation 
on a range of SQoL measures ranging from the number of 
sexual problems to the severity of psychosexual distress [39]. 
In fact, women aged less than 55 years requested help to deal 
with sexual and psychological complications [34, 39], but 
stated practical considerations and emotional avoidance as 
barriers to access services [14]. Although sexual problems, 
such as the lack of sexual desire, were discussed among both 
groups [14, 29–31, 33, 35, 38]. Corrêa et al. [31], Segal et al. 

Fig. 1  PRISMA diagram for the systematic review
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[29] and Wang et al. [33] have established older age as a pre-
dictor of decreased sexual function. Despite this, premeno-
pausal GCS may be particularly at risk of feeling the loss of 
feminity or developing a fear their partner might leave them 
[14, 30, 35]. Menopausal status can also be altered by cancer 
treatment and affect sexual response [35].

Relationship status

Nine studies established a link between relationship status 
and SQoL [28, 30, 32, 34, 36, 37, 40–42]. Single women 
(i.e., unmarried, not in a stable relationship or not living 
with a significant other) may feel more vulnerable in new 
relationships [41], be at risk of an impaired body image [28], 
and have higher rehabilitation needs [34]. According to Bar-
low et al. [40], intimacy and relationship status are more 
closely linked to sexual satisfaction than physical arousal. 
Not surprisingly, relationship status was associated with 
sexual activity [28, 42] and it is also a predictor of sexual 
function and sexual interest [32, 37]. Finally, Pinar et al. [30] 
found that couples in an arranged marriage or those married 
for more than 30 years suffer from lower sexual interest and 
sexual dysfunction.

Treatment modality

The impact of cancer treatment on SQoL is significant, 
with 25 studies reporting an association with SQoL. As 
such, Table 2 shows common complaints among GCS after 
radiotherapy, chemotherapy, and surgery. For example, 
pelvic radiation may alter vaginal conditions and cause 
frequent and intense dyspareunia, which in turn can lead 
to a fear of sexual contact and impact all aspects of sexual 
response (desire, arousal, orgasm, and resolution), sexual 
activity, and sexual satisfaction [28, 29, 43–49].

Surgeries to the reproductive organs, such as radical 
hysterectomy, can not only affect sexual response, but also 
lead to psychosocial distress due to feelings of grief (e.g., 
loss of womanhood) or issues with marital cohesion [33, 
35, 48, 50]. Furthermore, certain treatments can induce 
conditions such as lymphedema or menopause, which can 
impact on sexual desire, sexual intercourse, and overall 
QoL [34, 35, 48, 48]. Finally, health professionals should 
be aware that treatment affect women differently. In a study 
from Stead et al. [35], most women did not have sex dur-
ing chemotherapy, while others felt it helped them main-
tain a sense of normality, protect their feminine identity, 

Table 2  Key risk factors of SQoL

SD—sexual dysfunction, VD—vaginal dysfunction, SR—sexual response, IBI—impaired body image, CC—cervical cancer, EC—endometrial 
cancer, GC—gynaecological cancer, OC—ovarian cancer, VC—vulvar cancer, VAC—vaginal cancer FIC—feminine identity crisis/grief of 
womanhood *Study numbers refer to the first column of Table 1 (Appendix A)

Risk factor Association with SQoL Studies* Cancer type

1.1 Age and menopausal status Older age (< 55): SD, low sexual desire and shyness to 
discuss sexual concerns

10, 17, 24, 25, 37, 42, 45 CC, EC, GC, VC

Young age: worst SQoL outcomes and higher rehabili-
tation needs

4, 5, 7, 11, 31, 37 CC, EC, VC, GC, OC

Menopause: long-term factor in QoL and SR. Premeno-
pausal women at diagnosis reported feeling the loss of 
feminity

11, 32, 39 CC, EC, OC

1.2 Relationship status Single status: IBI, SD and higher rehabilitation needs 3, 5, 6, 17, 25, 28, 32, 46 CC, EC, GC, VC
1.3 Treatment modality Pelvic radiotherapy (RT): severe SD and VD, sub-

stantial late toxicity, psychosexual and psychosocial 
distress and impaired QoL. Risk factor in menopause, 
lymphedema and rehabilitation needs

2, 5, 19, 23, 29, 30, 33, 
40, 42, 44, 45, 46

CC, EC, VC, VAC (1), GC

Chemotherapy (CT): altered SR and IBI 11, 46 GC
RT + CT: (above) + FIC, changes in hormones, marital 

cohesion and social role functions
1, 39, 43 CC, EC

Radical hysterectomy (RH) removal of the reproduc-
tive organs affects SR. SD, VD, numbness (labia), 
lymphedema, depression, anxiety and emotional 
distress

11, 27, 38, 39, 40, 45 CC, EC, OC

Radical vaginal trachelectomy, radical vulvar excisions 
or ovaries removal: pain, bleeding, SD, feelings of 
isolation, IBI, FIC, lymphedema, and menopause

6, 3, 34, 11, 40, 45 CC, VC, EC, OC

Pelvic surgeries or GC treatment (unspecified) SD and 
VD, lower sexual and relationship satisfaction, pain 
and bleeding, menopause, changed sexual self-con-
cept, FIC, lower QoL

3, 7, 10, 11, 21, 24, 36 CC, EC, GC, OC
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cope with treatment, boost confidence, and feel sexually 
desirable.

Protective factors of SQoL

In line with the Salutogenic Theory [19], this review identi-
fied the need for a holistic, patient-centric and multidiscipli-
nary approach to SQoL. This section covers the protective 
factors of SQoL (Table 3) and the role of the healthcare 
system, policy makers, and partners of GCS in preventing 
and reducing the negative consequences of gynaecological 
cancers.

Clinician’s knowledge and confidence

Eleven studies recommended that health professionals 
should build knowledge and confidence required to address 
SQoL. First, seven studies [29, 34, 42, 46, 49, 52, 53] 
revealed the importance of developing an awareness of the 
risk factors and adverse effects of diagnosis and treatment 
on SQoL. In fact, Vaz et al. [49] suggested that knowledge 
of the frequency, duration, and interference of the adverse 
effects of radiotherapy may facilitate early intervention and 
reduce the burden of treatment sequelae. Second, four stud-
ies [54–57] emphasised the need to provide training and sup-
port to grow confidence and communication skills among 
nurses and clinicians. Furthermore, Molassiotis et al. [52] 
encouraged healthcare providers to develop an awareness of 
cultural views of health and sexuality to support the delivery 
of culturally sensitive care.

Preventive medical approach

Traditionally, the emphasis of gynaecological cancer treat-
ment has been on improving survival rates. Besides adding 
years to life, there is now a growing appreciation for the 
need to improve the quality of those years. As such, four 
studies [29, 42, 51, 58] reported on preventive measures that 
address the modifiable risk factors for pelvic floor disor-
ders, menopause, and lymphedema. For instance, identifying 
patients at high risk of lower lymph lymphedema may help 
avoid unnecessary lymphadenectomy and bilateral adnex-
ectomy [42, 42]. Procedures such as nerve-sparing surgery, 
ovary preservation, or the extension of the vagina may also 
help lessen the negative effects of treatment, although more 
research is needed [33].

Risk and needs assessment

Twelve studies [14, 31, 34, 42, 46, 49–51, 54, 57, 59, 60] 
supported interdisciplinary efforts in the assessment of risks 
and early identification of needs for SQoL. Findings from 
McCallum et al. [14] indicated that understanding patients’ 
long-term needs, desire for help, and barriers to access can 
help health professionals support GGS in achieving a healthy 
sexuality. Finally, Juraskova et al. [57] concluded that the 
quality of sexual relations is the best predictor of sexual 
function, and sexual function is the best predictor of QoL. 
As quality seems to prevail over quantity, understanding 
the perceived quality of sexual relations indicators from a 
patient’s perspective is crucial to needs assessment [55, 57, 
59, 61].

Table 3  Key protective factors of SQoL

*Classification of factors refers to PRECEDE–PROCEED [26]
**Study numbers refer to the first column of Table 1 (Appendix A)

Protective factors Who is involved Classification* Studies**

2.1. Clinicians’ knowledge and confidence Health practitioners
Policy makers

Reinforcing 5, 8, 14, 15, 29, 30, 32, 35, 41, 42, 44

2.2. Preventive medical approach Gynaecologist–oncologists Reinforcing 32, 39, 42, 43
2.3. Risk and needs assessment Health practitioners

Policy makers
Reinforcing 5, 7, 14, 21, 24, 27, 30, 32, 33, 35, 39, 44

2.4. Patient–clinician communication Health practitioners
GCS (and partners)

Reinforcing 3, 10, 14, 21, 27, 33, 35

2.5. Relationship quality Health practitioners
GCS and partners

Reinforcing 1, 3, 7, 8, 9, 11, 12, 17, 21, 23, 29, 33, 34

2.6. Psychosocial support Health practitioners
GCS and supporters

Reinforcing 4, 6, 7, 11, 13, 15, 18, 32, 39

2.7. Symptom management Health practitioners
GCS (and partners)

Enabling 2, 7, 20, 22, 29, 30, 32 33, 34, 44, 45

2.8. Accessibility of psychosexual care Health practitioners
Policy makers

Enabling 3, 5, 6, 7, 8, 10, 12, 13, 14, 15, 18, 20, 22, 
28, 29, 31, 34, 41

2.9. Self-efficacy in the rediscovery of sexuality GCS (and partners)
Health practitioners

Predisposing 7, 8, 9, 11, 12, 16, 20, 22, 23, 29, 32, 34, 45
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Patient–clinician communication

Seven studies [30, 40, 47, 50, 54, 57, 59] supported the posi-
tive effect of ongoing communication on the impact of diag-
nosis and treatment on SQoL. Furthermore, three studies 
[14, 52, 59] recommended giving written information for 
women embarrassed to raise sexual concerns. This recom-
mendation strengthens the case for communication training 
to help remove clinicians’ barriers and ensure women’s con-
cerns are addressed [54–57]. To this effect, Jensen et al. [47] 
suggested the PLISSIT model (Permission, Limited Infor-
mation, Specific Suggestion, Intensive Therapy) as a useful 
guide to initiate the patient–clinician dialogue.

Relationship quality

Thirteen studies [14, 35, 36, 40, 45, 47, 52, 56, 59, 61–64] 
stated the partner’s role in SQoL and the importance of the 
quality of the partner’s relationship. According to Carta et al. 
[45] and Barlow et al. [40], relational and psychological fac-
tors may have a greater impact on sexuality than the physical 
side effects of cancer treatment. In fact, women who are in a 
committed and supportive relationship, and create emotional 
intimacy with their partner, may find it easier to resume and 
maintain a satisfying sexual relationship [40, 45, 55, 65]. 
Health practitioners can create a supportive environment for 
couples by involving partners in care planning and taking 
their emotional needs and perspectives into account [52, 56, 
59, 61].

Psychosocial support

Nine studies [14, 27, 35, 41, 42, 51, 55, 66, 67] highlighted 
the role of psychosocial support in SQoL. YGCS may ben-
efit from peer-to-peer support, such as moderated web-based 
support groups with other GCS, to share experiences, pro-
vide mutual validation and support, and break feelings of 
isolation and aloneness [27, 41, 66, 67]. Psychosocial sup-
port may also help YGCS cope with psychosexual distress, 
anxiety, body image struggles, and infertility-related distress 
and, therefore, enhancing emotional wellbeing and QoL [14, 
66, 51].

Symptom management

Eleven studies [14, 33, 42, 43, 46, 47, 49, 56, 64, 68, 69] 
examined the accessibility of patient-centric support for pain 
and symptom management. According to McCallum et al. 
[14], many GCS said they would have a healthy sexual life 
if they could manage the pain and symptoms post-treatment. 
Moreover, Ferrandina et al. [42] and Jones et al. [64] pro-
posed referrals to specialist clinics dedicated to lymphedema 

and sexual health to improve SQoL. Finally, four studies 
[43, 56, 47, 33] covered the role of lubricant and regular, 
long-term vaginal dilation in sexual recovery. Evidence sug-
gested that interventions aimed at improving both nurses’ 
and patients’ self-efficacy in vaginal dilation may improve 
compliance [43, 56, 47].

Accessibility of psychosexual care

The most recurrent theme was the delivery of multidiscipli-
nary psychosexual care, as reported in 18 studies [14, 30, 32, 
34, 38, 40, 41, 52–56, 61, 64, 66–69]. Furthermore, offer-
ing counselling and psychosexual support may help couples 
develop communication skills, renegotiate sexual practices 
or adopt non-genital intimacy [35, 47, 52, 59, 61–63, 68]. 
Finally, web-based [61, 66, 67], home-based [69, 32], and 
nurse-led interventions [68, 56] may help enhance service 
accessibility.

Self‑efficacy in the rediscovery of sexuality

Healthy sexuality concepts such as body image (how a 
woman feels about her body) and sexual self-schema (how 
a woman sees herself sexually) may be affected throughout 
the cancer journey [14, 30, 70]. As such, 13 studies [14, 33, 
35, 42, 45, 52, 56, 61, 63, 64, 68, 69, 71] recommended sup-
porting GCS in the rediscovery of their sexuality. The focus 
should be on improving communication and self-efficacy 
through public awareness, information, education and access 
to support services to help GCS maintain a sense of normal-
ity and control over their lives [41, 63, 35, 14, 42]. Moreo-
ver, addressing misconceptions and taboos about sexuality 
may encourage GCS to seek help in the rediscovery of their 
sexuality [61, 47, 30, 45, 33]. Finally, Brotto et al. [71] dem-
onstrated that mindfulness-based interventions can improve 
sexual response and reduce psychosexual distress.

Discussion

This systematic review included 46 studies that examined 
the association between factors of SQoL and gynaecologi-
cal cancers. Our findings suggested that SQoL varies across 
subgroups based on age, menopausal status, relationship sta-
tus, and treatment modality. Key protective factors included 
clinicians’ knowledge and confidence, preventive medi-
cal approach, risk and needs assessment, patient–clinician 
communication, relationship quality, psychosocial support, 
symptom management, accessibility of psychosexual care, 
and self-efficacy in the rediscovery of sexuality.

The included studies provided an understanding of how 
the major causes of SQoL can help clinicians and policy 
makers target at-risk individuals through risk reduction (risk 
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factors) and prevention strategies (protective factors). The 
findings indicated that a holistic, patient-centric and multi-
disciplinary approach to SQoL is supportive of SQoL among 
GCS. Subsequently, the first step in addressing SQoL is for 
all health professionals involved in patients’ care to under-
stand who is most at risk of an impaired SQoL and how dif-
ferent treatment modalities may impact on SQoL based on 
patients’ personal characteristics or circumstances. To this 
effect, William et al. [54] recommended establishing clear 
practice guidelines, promote shared responsibility and offer 
training to medical staff for the integration of sexuality in 
standard care.

Strengths and limitations

The strengths of this review included the use of a systematic, 
blinded and peer-reviewed process to assess the selection 
and quality of individual studies. One limitation was that 
although a number of included studies discussed the impact 
of gynaecological cancer treatment, they did not provide 
specifics about the treatment modalities, which made it 
difficult to ascertain their relative impact on SQoL. Some 
studies also failed to account for potential confounders in 
the analysis that could have explained variations in SQoL. 
Finally, another limiting factor in performing this review was 
the lack of a clear definition on SQoL for GCS. Although 
an extensive search strategy mitigated that risk, develop-
ing a clear working definition of SQoL for GCS would help 
inform future research and evidence-based practice.

Conclusion

When it comes to SQoL, a common mistake is to wait until 
the treatment has taken place to discuss sexual complaints. 
To reduce the burden of gynaecological cancers, this review 
identified the factors of SQoL to inform the steps health 
practitioners can take to support a proactive approach to 
SQoL. First, conduct risk and needs assessments while pro-
viding education to GCS and their partners on the impact of 
different treatment options on SQoL. This process should 
start in the initial consultations and include an exploration 
of preventative surgeries. Second, keep the patient–clinician 
dialogue open to evaluate treatment outcomes and sexual 
health needs during routine clinical assessments. Third, pro-
vide strategies to improve pain and symptom management 
or referrals to specialist clinics. Finally, consider the needs 
of partnered and single women in the provision of psycho-
sexual care and psychosocial support.

Finally, our findings indicated that young single women 
who were premenopausal at diagnosis and underwent radi-
otherapy or radical surgeries of the reproductive system 
have an increased risk for severe sexual dysfunction and 

psychosexual distress. Although the evidence suggests that 
YGGS want help in dealing with psychosexual distress, more 
research is needed to inform intervention design. Conse-
quently, the authors of this study are currently undertaking a 
qualitative study to explore the strategies that are acceptable 
in protecting and improving SQoL among YGCS.
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See Table 1.
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