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Background: Cancer can have an impact on Quality of Life (QoL), which can be influenced by an
individual's culture and value system.

Methodology: The study was a cross-sectional descriptive study involving all women with gynecological
malignancies accessing care at Ahmadu Bello University Teaching Hospital, Zaria.

The sample size constituted all women diagnosed with any gynecological malignancy who accessed care
in Ahmadu Bello University Teaching Hospital within six months from the start of data collection. This
period was from October 1%, 2023, to March 31%, 2024. A total of 176 cases were identified. The
WHOQOL BREF was used to assess QoL. Scores greater than one standard deviation above the mean
were considered good, scores less than one standard deviation below the mean were regarded as poor,
while scores that fell between them were deemed fair.

Results: The mean age of respondents was 49.4 +£ SD15.0 years. The mean overall quality of life and
overall health were 3.18 +£ SD 1.1 and 3.10 + SD 1.1, respectively. The overall quality of life was poor in
19 (26%) of respondents, and only 7 (9.6%) of respondents had a good quality of life. The majority had a
fair overall QoL. The overall QoL was significantly affected by the stage of disease (p=0.04) and
treatment status (p=0.02).

Conclusions: QoL concerns need to be addressed while offering care for women with gynecological
malignancies.
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Introduction

Gynecological malignancies are a major cause of morbidity and mortality among women
worldwide.[1]At the age of 75 years, the risk of a woman developing cancer in sub-Saharan Africa is
14.1%.[1]

The fact that a diagnosis of cancer affects the quality of lifeof individuals with cancer has been
documented in the literature.[2]WHO defines Quality of Life 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 concerns. This means that the effect cancer has on QoL is determined
by individuals’ culture and value system.

With this background, we conducted a study on the QOL of women diagnosed with gynecological cancer
who are accessing care in our clinic. We also explored the association between the sociodemographic
profile of the women, type of gynecological cancer, stage of disease, symptoms, type of treatment,
duration of disease, and QOL.

Methodology
Study design

The study was a cross-sectional descriptive study involving all women with gynecological malignancies
accessing care at Ahmadu Bello University Teaching Hospital, Zaria.

Sample size

The sample size constituted all women diagnosed with any gynecological malignancy who accessed care
in Ahmadu Bello University Teaching Hospital within six months from the start of data collection. This
period was from October 1%, 2023, to March 31%, 2024. A total of 176 cases were identified.

Data Collection

The Kobo tool collection was used to obtain the necessary data from the case files of women who
volunteered to participate in the study. It was also used to obtain the data on QoL using the WHOQOL-
BREFPlusing either the English or Hausa versions!*of the tool based on their preference.

All the case files were identified, and they were contacted via phone calls and invited to participate in the
study. Some participants chose to be interviewed via phone calls while others were interviewed during
their clinic visits.

Measurement of Variables
Quality of life was assessed as a continuous variable using WHOQOL-BREF

Scores greater than one standard deviation above the mean were considered good, scores less than one
standard deviation below the mean were regarded as poor, while scores that fell between them were
deemed fair.

Data analysis
The obtained data was downloaded to an Excel spreadsheet and cleaned. It was then exported to SPSS
version 25 for analysis.

Ethical Consideration
Approval to conduct the study was obtained from the Health Research Ethics Committee of Ahmadu
Bello University Teaching Hospital, Shika. NHREC/ABUTH-HREC/29/08/23.

963 Niger Med J 2024;66(3):962-972. ISSN: 0300-1652, E-ISSN: 2229-774X, Publisher: Nigerian Medical Association. May - June 2025



Yahya A, et al. Quality of Life in Gynecological Malignancies

Result

Out of the 176 cases identified during the study period, 54 (30.7%) were confirmed to be dead from
either their case files or by their relatives on the phone, 24 (13.6%) case files were not found, 25 (14.2%)
could not be reached through the mobile phone numbers they registered in the hospital and did not
present to the clinic during the study period. Thus only 73 (41.5%) were reached and all participated in
the study.

The mean age of the respondents was 49.4 + SD15.0 years. (Table 1) The ratio of premenopausal women
to postmenopausal women was 1:1. The Hausa tribe constituted the majority of the respondents. (Table 1)

Table 1: Baseline Profile of respondents

Variable Frequency (n=73) Percentage
Age
0-9 1 1.4
10-19 3 4.1
20-29 2 2.7
30-39 10 13.7
40-49 17 233
50-59 19 26.0
60-69 14 19.2
70-79 6 8.2
80-89 1 1.4
Mean (SD) 49.4 (15)
Tribe
Hausa 42 57.5
Yoruba 6 8.3
Igbo 2 2.7
Others 23 35.5
Menopausal state
Premenopausal 37 50.7
Post menopausal 36 493
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The mean overall quality of life and overall health were 3.18 +£ SD 1.1 and 3.10 = SD 1.1, respectively.
(Table 3) The overall quality of life was poor in 19 (26%) of respondents, and only 7 (9.6%) of
respondents had a good quality of life. The majority of the participants reported fair QoL across all
domains. The Psychological health domain had the highest number 12 (16.4%) of respondents with poor
QoL. (Table 3)

Table 2. Cancer Profile of respondents

Variable Frequency (n=73) Percentage
Cancer type
Cervix 48 65.8
Ovary 7 9.6
Vulva 6 8.2
Endometrium 5 6.8
Uterine Sarcoma 3
4.1
Choriocarcinoma 3 4.1
Vagina | 1.4
Cancer stage (FIGO)
I 18 24.7
11 22 30.1
11 23 31.5
v 10 13.7
Duration of Median illness (SEM) 11.0 (1.82)
Symptoms
Pain 20 27.4
Vaginal bleeding 16 21.9
Abdominal distension 1 1.4
Nausea/Vomiting 1 14
Diarrhea 1 1.4
Neuropathy 15 20.5
Constipation 1 1.4
Fatigue 2 2.7
Vaginal discharge 5 6.8
None 30 41.1
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Type and order of treatment offered

Chemotherapy 35 479
Chemotherapy/Radiotherapy 17 233
Chemotherapy/Radiotherapy/Surgery 1 1.4
Chemotherapy/Surgery 2 2.7
Radiotherapy 1 1.4
Surgery 3 4.1
Surgery/Chemotherapy 11 15.1
Surgery/Chemotherapy/radiotherapy 2 2.7
Surgery/Radiotherapy 1 1.4
Status of treatment
Completed 38 52.1
On going 23 31.5
Yet to start 12 16.4
Table 3: Quality of life and Overall, Health of respondents
Variable Mean Poor Fair Good
Overall QoL (n=73) 3.18+1.10 19 (26%) 47 (64.4%) 7 (9.6%)
Overall, Health (n=73) 3.10+1.2 7 (9.6%) 59 (80.8%) 7 (9.6%)
Physical Health Domain (n=73) 17.35+2.1 8 (10.9%) 61 (83.6%) 4 (5.5%)
Psychological Health Domain (n=73) 18.92+3.7 12 (16.4%) 58 (79.5% 3 (4.1%)
Social relationship Domain (n=73) 9.27+1.8 10 (13.7%) 52 (71.2%) 11 (15.1%)
Environmental Domain 19.64+5.7 10 (13.7%) 53 (72.6%) 10 (13.7%)

The overall QoL was significantly affected by the stage of disease (p=0.02) and treatment status
(p=0.03).(Tables 4 and 5) The overall health was also significantly associated with the stage of the
disease (p=0.002) (Table 5) However, the sociodemographic profile and cancer type were not
significantly associated with the overall QoL and overall health (p> 0.05). (Table 4)
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Table 4: Association between Quality of life (QoL) and Overall, Health (OH) of respondents and
Sociodemographic profile

Variable Overall Quality of Life (QoL) Overall, Health (OH)
Poor QoL | Fair QoL | Good QoL | P=value | Poor OH | Fair OH | Good OH | P=value

Age in years

0-9 0 1(100) 0 0.13 0 1(100) 0 0.25

10-19 0 3(100) 0 0 3(100) 0

20-29 0 2(100) 0 0 2(100) 0

30-39 3(30) 3(30) 4(40) 1(10) 5(50) 4(40)

40-49 4(23.5) 11(64.7) | 2(11.8) 1(5.9) 14(82.4) | 2(11.8)

50-59 6(31.6) 12(63.2) | 1(5.3) 4(21.1) 14(73.7) | 1(5.3)

60-69 2(14.3) 12(85.7) | 0 0 14(100) | 0

70-79 4(66.7) 2(33.3) 0 1(16.7) 5(83.3) 0

80-89 0 1(100) 0 0 1(100) 0
Tribe

Hausa 9(21.4) 28(66.7) 5(11.9) 0.57 2(4.8) 35(83.3) 5(11.9) 0.76

Yoruba 3(50) 3(50) 0 1(16.7 5(83.3) 0

Igbo 0 2(100) 0 0 2(100) 0

Other” 7(30.4) 14(60.9) 2(8.7) 4(17.4) | 17(73.9) 2(8.7)
Menopausal status

Pre 7(19.4) 24(66.7) 5(13.9) 0.28 2(5.4) 29(80.6) 5(13.9) 0.30

Post 12(32.4) | 23(62.2) 2(5.4) 5(13.5) | 30(81.1) 2(54)

* All other Nigerian tribes apart from the ones listed above

Table 5: Association between Quality of life and Overall, Health of respondents and disease profile

Variable Overall Quality of Life (QoL) Overall, Health (OH)
Poor QoL | Fair QoL | Good P=value | Poor Fair OH Good P=value
QoL OH OH
Type of Cancer (n=73)
Cervix 16(33.3) | 29(60.4) 3(6.2) 0.19 5(10.4) | 40(83.3) 3(6.2) 0.27
Choriocarcinoma 0 2(66.7) 1(33.3) 0 2(66.7) 1(33.3)
Endometrium 1(20.0) 4(80.0) 0 1(20.0) 4(80.0)
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Ovary 0 4(57.1) 3(42.9) 0 4(57.1) 3(42.9)
Uterine sarcoma 0 3(100) 0 0 3(100) 0
Vagina 0 1(100) 0 0 1(100) 0
Vulva 2(33.3) 4(66.7) 0 1(16.7) 5(83.3) 0
Stage of Disease (FIGO) (n=73)
I 1(5.6) 15(83.3) | 2(11.1) 0.02 0 16(88.9) | 2(11.1) 0.002
11 7(31.8) 12(54.5) | 3(13.6) 4(18.2) | 15(68.2) | 3(13.6)
111 6(26.1) 17(73.9) 0 0 23(100) 0
v 5(50) 3(30) 2(20) 3(30) 5(50) 2(20)

Table 6: Association between Quality of Life and Overall, Health of respondents and treatment profile

Variable Overall Quality of Life (QoL) Overall, Health (OH)
Poor Fair Good P=value | Poor Fair OH | Good P=value
QoL QoL QoL OH OH
Type of treatment (n=73)
Chemotherapy 13(37.1) | 21(60) 1(2.9) 0.13 5(14.3) | 29(82.9) | 1(2.9) 0.20
Chemotherapy/Radiotherapy 4(23.5) 12(70.6) | 1(5.9) 2(11.8) | 14(82.4) | 1(5.9)
Chemotherapy/Radiotherapy/Surgery | 0 1(100) 0 0 1(100) 0
Chemotherapy/Surgery 0 2(100) 0 0 2(100) 0
Radiotherapy 0 1(100) 0 0 1(100) 0
Surgery 1(33.3) 2(66.7) 0 0 3(100) 0
Surgery/Chemotherapy 1(9.1) 6(54.5) 4(36.4) 0 7(63.7) 4(36.4)
Surgery/Chemotherapy/radiotherapy | 0 2(100) 0 0 2(100) 0
Surgery/Radiotherapy 0 0 1(100) 0 0 1(100)
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Treatment Status (n=73)

Completed 5(13.2) | 28(73.7) | 5(13.2) | 0.03 [ 4(10.5) [ 2976.3) | 5(12.2) [ 0.10

On going 730.4) | 15(65.2) | 1(4.3) 0 22(95.7) | 1(4.3)

Yet to start 7(58.3) | 4(33.3) | 1(83) 3(25.0 | 8(66.7) | 1(8.3)
Discussion

During the process of data collection, we discovered that 54(30.7%) of the participants who were eligible
for the study were dead. A similar finding was reported from Iran by Shirali et al in a web-based study.[2]
They reported that up to 33% of the target population were either dead or could not be reached via their
phone numbers. This finding is of concern as it is a sad reflection of the association between cancer and
mortality. Cancer has been reported to be one of the leading causes of premature deaths worldwide.[5]
These deaths have also been reported to be disproportionately more common among women.[6, 7]

The mean (SD) age of the respondents was 49.4(15.0) which is quite similar to the mean age of 49(12.5)
reported in a similar study on Mental Health and QoL among women with gynecological cancers in
another region of Nigeria.[8]This shows that many women within the reproductive age group are
diagnosed with gynecologic cancers in our environment which can cause a lot of negative effects on their
families. In 2020, an estimated one million children became maternal orphans because their mothers died
from cancer, with close to one-half of these orphans losing their mothers from either female breast or
cervical cancer.[7]

Cervical cancer is the most common type of cancer diagnosed among the respondents. (Table 2) This is
not surprising as it is the most common gynecological malignancy in our environment[9]and many other
regions in sub-Saharan Africa.[10, 11]Vulva cancer was the third commonest in this study. The
difference in the pattern of distribution of the cancers (Table 2) when compared to what is known in the
literature[ 12, 13] including studies from our environment[8, 14,] is likely due to the fact our study was on
all patients attending the oncology and gynecology clinic during the study period and not only the newly
diagnosed cases.

Many 30(40.1) % of the respondents had no symptoms at the time of the study. (Table 2) This may be
because more than half of the 38(52.1%) had completed treatment. Also, symptoms tend to improve with
treatment and only 12(16.4%) of the respondents were yet to start treatment. Pain was the commonest
symptom experienced by 20 (27.4%) of the respondents. A Systematic Literature Review and Meta-
Analysis on the prevalence of pain in patients with cancer reported a pooled prevalence of 44.5%.[15]
This is quite higher than what was observed in this study. The observed difference may be because the
systematic literature review and meta-analysis on the prevalence of pain[15]was on all cancer types and
not specific to gynecologic malignancies. This was followed by vaginal bleeding in 16 (21.9%)
respondents. This may be because cervical cancer was the most common type of cancer reported among
the respondents, and vaginal bleeding is a major symptom of the disease. Neuropathy was seen in 15
(20.5%) of the respondents which is likely because of chemotherapy. Chemotherapy was the most
common form of treatment offered to the respondents.

About three out of every four of the respondents were diagnosed with FIGO Stage II and above with only
18(24.7%) of the respondents presenting at an early stage. (Table 2) This means that most women present
with at least a locally advanced disease and10(13.7%) presented at the end stage of Stage IV. This
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supports the fact that late presentation is a major challenge in the management of cancer in our
environment.[16]

Even though the majority 38(52.1%) of our respondents have completed their treatment, 12(16.4%) of the
respondents were treatment naive. Many studies on QoL among cancer patients focus on QoL after and
during treatment.[17]However, we included treatment-naive patients in this study. This enabled us to
compare the QoL. among women who have completed treatment with those who are undergoing treatment
and the treatment-naive women.

The mean (SD) overall QoL (3.18+1.10and overall health (3.10+1.2) observed in this study (Table 3)
were like what was reported by Yeh et al among Chinese women. Comparing overall QoL and overall
health with similar studies in our environment was not possible because different tools were used to
assess QoL in those studies.[8,14]

When overall QoL and overall health were categorized as poor, fair, and good, the majority of the women
fell in the fair category (64.4% and 80.0% for overall QoL and overall health respectively). (Table 2)
Many other similar studies also reported fair to good overall quality of life and overall health among
women with gynecological cancers.[8,10,12,14,18]

The overall QoL and Overall health were good in only 7(9.6%) of the respondents. This is of concern to
clinicians because improving the quality of life of patients is part of the aims of treatment. This also
means that there is a need to incorporate measures that will ensure a good quality of life for women with
gynecological cancers.

The overall QoL was found to be significantly associated with the Stage of Cancer (p=0.04) and
treatment Status(p=0.02) but not with other sociodemographic and cancer-related profiles of the
respondents. One (1) out of every 2 women with stage 4 disease had a poor quality of life which was
significantly (p=0.04) higher than what was observed with other stages of the disease. (Table 5). Also,
more than half (58%) of women who were yet to start treatment had a poor quality of life which was also
significantly higher (p=0.02) than what was observed in women who were on treatment and those who
had already completed their treatment. The implication of this is that efforts should be made to
commence treatment as early as possible to ensure improvement in the quality of life of women with
gynecological cancer.

The overall health was observed to be poor in about one out of every 3 patients with stage IV disease
which was significantly (p=0.01) higher when compared with other stages of disease. However, the
treatment status did not significantly affect the overall health as it did the overall QoL. This may be
because patients who have commenced and/or completed treatment may have significant improvement on
their overall QoL when compared with those who are yet to start treatment but may still have some
physical symptoms which may make their overall health irrespective of treatment status. Thus, overall
health may not be significantly different from those that are yet to start treatment. No significant
association was observed between other sociodemographic and cancer-related profiles of the respondents
and overall QoL and overall health.

The quality of life was mostly fair across all four (4) domains in this study. The physical health domain
and psychological health domain had the least number of women 4(5.5%) and 3(4.1) % respectively with
good QoL. The association between psychological distress and cancer has been well-documented in the
literature for many decades.[8,19]This is also reflected in this study. This means there is still a need for
more research to develop innovative ways of providing optimal psychological support for women
diagnosed with gynecological malignancies. Physical health is also significantly affected by the burden of
symptoms that are associated with cancer and its treatment. This is also evident from this study. The
Significant negative effect of gynecological cancer on physical health has been reported in the literature.
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These effects may become long-term in some instances.[20—23] This calls for more efforts by healthcare
providers offering cancer care to control the burden of symptoms of cancer which contribute to negative
effects on physical health. The social relationship domain and environment domain had the highest
proportion of women with a good quality of life (15.1% and 13.7% respectively). This may be due to the
largely extended family setting in our environment that tends to offer a lot of social support in times of
health and disease.

There was no association between the sociodemographic characteristics of the participants and their
quality of life. However, the number of participants with poor overall quality of life and poor overall
health was higher among those with Stage IV disease and the difference was statistically significant
(p=0.02 and p=0.002 respectively). The number of participants with poor overall quality of life was also
higher among participants who were yet to start treatment, and the difference was statistically significant
(p=0.03). This buttresses the need for early diagnosis and prompt treatment in women with gynecological
malignancies to improve their quality of life.

Conclusion

Only a few women living with gynecological malignancies accessing care in our facility had good QoL.
Poor Overall QoL was observed more in women with Stage IV disease and women who were yet to start
treatment, and the association was statistically significant. Poor Overall health was also observed more
among women with Stage IV disease, and the association was also significant. The psychological and
physical domains also had the highest number of women with poor quality of life. This calls for the need
to address the quality-of-life concerns of women with gynaecological cancers.

Reference

1. Bray F, Parkin DM, Gnangnon F, Tshisimogo G, Peko JF, Adoubi I, et al. Cancer in sub-Saharan
Africa in 2020: a review of current estimates of the national burden, data gaps, and future needs.
Lancet Oncol. 2022 Jun 9;23(6):719-28.

2. Shirali E, Yarandi F, Ghaemi M, Montazeri A. Quality of life in patients with gynecological
cancers: A web-based study. Asian Pacific Journal of Cancer Prevention. 2020 Jul 1;21(7):1969—
75.

3. World Health Organization. World Health Organization Quality of Life (WHOQOL)-BREF.
2004.

4. World Health Organization. World Health Organization Quality of Life (WHOQOL)-BREF
(Hausa Version). 2004.

5. Bray F, Laversanne M, Weiderpass E, Soerjomataram I. The ever-increasing importance of cancer
as a leading cause of premature death worldwide. Cancer. 2021 Aug 15;127(16):3029-30.

6. Chen S, Cao Z, Prettner K, Kuhn M, Yang J, Jiao L, et al. Estimates and Projections of the Global
Economic Cost of 29 Cancers in 204 Countries and Territories from 2020 to 2050. JAMA Oncol.
2023 Apr 20;9(4):465-72.

7. Guida F, Kidman R, Ferlay J, Schiiz J, Soerjomataram I, Kithaka B, et al. Global and regional
estimates of orphans attributed to maternal cancer mortality in 2020. Nat Med. 2022 Dec
1;28(12):2563-72.

8. Lebimoyo A, Ola BA, Adewuya A, Atilola O, Popoola O. Mental Health and Quality of Life
Among Patients with Gynaecological Cancers in Lagos. Malaysian Journal of Psychiatry.
2020;29(2):41-57.

971 Niger Med J 2024;66(3):962-972. ISSN: 0300-1652, E-ISSN: 2229-774X, Publisher: Nigerian Medical Association. May - June 2025



10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Yahya A, et al. Quality of Life in Gynecological Malignancies

Mohammed F, Rafindadi AH, Ibrahim S, Iliyasu Y, Aminu SM, Adamu A, et al. Abstract PO-
156: Emerging demographic changes of first eighteen (18) most common cancers among West
Africans in Zaria Nigeria (1972 — 2019). Cancer Epidemiology, Biomarkers & Prevention 2020.
Zayyan M, Akpa M, Dawotola D, Oguntayo A, Kolawole A. Quality of life in patients with
advanced cervical cancer in Nigeria. Sahel Medical Journal. 2018;21(2):61-7.

Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer statistics 2018:
GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA
Cancer J Clin 2018;68(6):394-424.

Yeh YC, Lu CH, Chen IH, Kuo SF, Huang YP. Quality of life and its predictors among women
with gynaecological cancers. Collegian. 2021 Feb 1;28(1):81-8.

Sheikhalipour Z, Ghahramanian A, Fateh A, Ghiahi R, Onyeka TC. Quality of Life in Women
with Cancer and Its Influencing Factors. J Caring Sci. 2019 Mar 1;8(1):9-15.

Nuhu FT, Adebayo KO, Adejumo O. Quality of life of people with cancers in Ibadan, Nigeria.
Journal of Mental Health. 2013 Aug;22(4):325-33.

Snijders RAH, Brom L, Theunissen M, van den Beuken-van Everdingen MHJ. Update on
Prevalence of Pain in Patients with Cancer 2022: A Systematic Literature Review and Meta-
Analysis. Cancers (Basel) 2023;15(3):591.

Brand N, Qu L, Chao A, Ilbawi AM. Delays and Barriers to cancer care in low- and middle-
income countries. Oncologist. 2019;24(1):1-10.

Sekse RJT, Dunberger G, Olesen ML, @sterbye M, Seibaek L. Lived experiences and quality of
life after gynaecological cancer-An integrative review. J Clin Nurs. 2019 May;28(9-10):1393-
1421. doi: 10.1111/jocn.14721

Karabinis G, Koukourikos K, Tsaloglidou A. Psychological support and quality of life in patients
with gynecological cancer. Int J Res Med Sci. 2015;2992-7.

Cameron LD, Booth RJ, Schlatter M, Ziginskas D, Harman JE. Changes in emotion regulation
and psychological adjustment following use of a group psychosocial support program for women
recently diagnosed with breast cancer. Psychooncology 2007;16(3):171-80.

Osei Appiah E, Amertil NP, Oti-Boadi Ezekiel E, Lavoe H, Siedu DJ. Impact of cervical cancer
on the sexual and physical health of women diagnosed with cervical cancer in Ghana: A
qualitative phenomenological study. Women’s Health 2021;17. Available from:
https://doi.org/10.1177/17455065211066075

Yabroff KR, McNeel TS, Waldron WR, Davis WW, Brown ML, Clauser S, et al. Health
limitations and quality of life associated with cancer and other chronic diseases by phase of care.
Med Care. 2007 Jul;45(7):629-37.

Stein KD, Syrjala KL, Andrykowski MA. Physical and Psychological Long-Term and Late
Effects of Cancer. Cancer 2008;112(11 Suppl):2577.

972

Niger Med J 2024;66(3):962-972. ISSN: 0300-1652, E-ISSN: 2229-774X, Publisher: Nigerian Medical Association. May - June 2025



