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OBJECTIVE
This descriptive study was conducted to investigate the states of body image, self-esteem and depression
among patients with gynecological cancer.

METHODS

The sample of the study consisted of 76 Turkish patients who had gynecological cancer. The Patient
Information Form, Body Image Scale (BIS), Rosenberg Self-Esteem Scale (RSES) and Beck Depres-
sion Inventory (BDI) were used to collect data in this study. The independent-samples t-test, one-way
ANOVA test, Tukey and tamhane’s t2 multiple comparison tests, and Pearson correlation analysis were
used for the analyses of data in this study.

RESULTS

In the study, 30.3% of the patients were between 60-69 years old; 64.5% were married; 42.1% were pri-
mary school graduates, and 84.2% were housewives. 94.7% of the patients had negative body images
and experienced depressive symptoms, and 77.6% of them were found to have low levels of self-esteem.
It was determined that there was a significant negative correlation between BIS and BDI (r=-0.822;
p<0.001); a significant and positive correlation between BIS and RSES (r=0.747; p<0.001), and a signifi-
cant and negative correlation between RSES and BDI (r=-0.793; p<0.001).

CONCLUSION

The findings obtained in this study showed that patients with gynecological cancer experienced severe
depressive symptoms, and their body image and self-esteem states were affected negatively. Patients
with gynecological cancer need psychosocial support with a holistic approach in addition to medical
treatment.
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Introduction among women following breast cancer; however, the

mortality rates of gynecological cancers are higher than
Among the cancer types observed in women, gyneco-  breast cancer.[2] The incidence of gynecological can-
logical cancers constitute an important health problem  cers among all cancer types in women is approximately
due to their morbidity and mortality rates.[1] Gyneco- ~ 5.0% for uterine corpus cancer, 3.7% for ovarian can-

logical cancers are the most common cancer types seen  cer, and 2.5% for cervical cancer.[3] The most common
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psychopathology observed in cancer patients is depres-
sion,[4] and patients having cancer experience higher
levels of depression than a healthy population.[5]

In a study that evaluated the relationship between
gynecological cancers and depression, major depres-
sion was detected in 24.1% of the patients.[6] In an-
other study, depressive symptoms were detected in
55.0% of the patients.[7] Parker et al. reported that
patients, who survived after gynecological cancer, had
higher anxiety and depression levels and lower well-
being than patients who survived after other types of
cancer.[8]

Depression experienced commonly by gynecolog-
ical cancer patients depends on many factors. Some
of these factors are uncertainty about the treatment
process, fear for the metastasis of disease to other or-
gans and fear of death, changes in sexuality, difficulties
in daily life activities, low emotional support and dete-
rioration in self-esteem and body image.[9]

In many societies and in our country, reproductive
organs are accepted as indicators of fertility, femininity,
sexuality, and motherhood of women; and play a deci-
sive role in shaping women’s body image, self-esteem
and sexual identity. Many women consider their repro-
ductive organs and their functions as equal to being a
woman.[10] Thus, any disease or damage to reproduc-
tive organs is a severe threat to them. Women begin to
feel that their femininity and sexuality are in danger
and perceive themselves as being useless, ugly, imper-
fect, and incomplete.[11]

This change in a woman’s perception of her own
body causes a negative body image and low self-es-
teem.[12,13] In previous studies, it was reported that
changes in body integrity due to gynecological cancer
and the treatments applied to women affected their
body image and self-esteem in a negative way.[14,15]
In addition, many women have negative thoughts fol-
lowing a radical surgical treatment like radical hys-
terectomy and radical vulvectomy as they will lose
their charm and their husbands will not like them.
Thus, their sexual lives will be affected.[12] Several
side effects, such as alopecia, change in skin color and
weight loss, after the treatments used may be effective
in decreasing self-esteem by causing negative changes
in the body image scores of women. These changes in
body image and self-esteem increase the tendency for
depression in cancer patients.[16]

Today, modern nursing practices aim to realize
biopsychosocial approaches and to provide holistic
care services to integrate physical and psychosocial
care. The holistic approach requires addressing an in-
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dividual’s response towards the disease together with
the disease itself. Identifying and treating psychosocial
problems of gynecological cancer patients are impor-
tant in providing holistic patient care and in increasing
the quality of treatment-care.

Although there are some studies in the literature
on the psychosocial effects of cancer in Turkey, to our
knowledge, no studies were found on the body image,
self-esteem and depression levels of women with gyne-
cological cancer. It was decided to conduct this current
study to provide data for future research and to provide
holistic care for women with gynecological cancer.

This study was carried out to investigate the states
of body image, self-esteem and depression in patients
with gynecological cancer.

Materials and Methods

This descriptive study was conducted with patients
who were receiving chemotherapy due to gynecolog-
ical cancer in the oncology day treatment center affili-
ated with a university hospital in Kayseri in Turkey. A
total of 141 patients admitted to this unit in 2016. The
sample size of this study was calculated using a power
of 90% and an error rate of 5%, and depression was es-
timated as the most important variable. The frequency
of depression was accepted as 25% based on the values
in the references given for the definition of the prob-
lem. In this case, the statistical values were planned as
follows: a=0.05, p=0.19, prevalence=0.25, n=141, and
power=0.80.

The sample of this study consisted of 76 gynecolog-
ical cancer patients (noverca=40, nserviksca=12, nen-
dometriumca=24), who were treated at the oncology
day treatment center between January and July 2017.

Data Collection Tools

The data of this study were collected using the Patient
Information Form, Body Image Scale (BIS), Rosenberg
Self-Esteem Scale (RSES), and Beck Depression Inven-
tory (BDI).

Patient Information Form
Patient Information Form consisted of the following
three parts:

In the first part, there were questions on age, mari-
tal status, educational status, occupation, employment
status, income level, social insurance status, family
type, people with whom the patient lives, geographi-
cal region, height/weight/BMI, age at first delivery, the
number of deliveries, state of having a gynecological
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cancer patient within the family, menopausal status,
the menopausal age, smoking and alcohol use of the
gynecological cancer patients.

In the second part, characteristics like the primary
diagnosis and diagnosis date of the patient, time to
start treatment and chemotherapy, number of chemo-
therapy cures, state of receiving radiotherapy, state of
having any other disease and state of undergoing any
surgical operations and features of gynecological can-
cer and treatment were evaluated.

In the Third Part, there were questions to evaluate
the psychological state of the patient such as having
any psychological diseases in the past and if yes, their
names and treatments received, having any psycholog-
ical disease at present, the difficulties experienced dur-
ing the illness, and the need for psychological support.

Body Image Scale (BIS)

BIS was developed by Secord and Jourard 1953,[17] and
it was adapted to the Turkish language by Hovardaoglu
following its reliability and validity study in 1989.[18]
The scale contains 40 items, and each item is associated
with an organ or part of the body (i.e., arm, leg, face)
or a function (i.e., level of sexual activity). Each item
is given a score ranging from 1 to 5, and there are re-
sponse options like “I like it very much” (5 points), “I
like it much (4 points), “I am indecisive” (3 points), “I
do not like it” (2 points), and “I do not like it at all” (1
point). The scale does not have a cut-off value. A total
score of 40 to 200 may be obtained from the scale, and
high scores show high satisfaction levels. This scale is
recommended to be used, especially in studies related
to depression. The Cronbach’s a value was found to be
0.923 in this study.

Rosenberg Self-Esteem Scale (RSES)

RSES was developed by Morris Rosenberg in 1965.[19]
The validity and reliability study of the scale was con-
ducted by Cuhadaroglu.[20] RSES is a self-report scale,
and consists of 63 multiple-choice questions. The scale
consists of twelve subscales. Rosenberg stated that the
subscales could be used separately in studies. In line
with the aim of the present study, the first 10 items were
used to measure self-esteem. In this 10-item scale, in-
cluding five positive and five negative statements, the
scoring is done according to GuttmanScaling Tech-
nique. It is a 4-point Likert type scale with options
including “Strongly Agree”, “Agree”, “Disagree’, and
“Strongly Disagree”; and five of the questions are coded
reversely. Based on the self-assessment system of the
scale, items 1, 2, 4, 6 and 7 question positive self-assess-
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ment; and has a scoring ranging from 3 to 0. Items 3, 5,
8,9 and 10 question negative self-assessment; and scor-
ing is done as ranging from 0 to 3. The total score varies
between 0 and 30. A score between 15 and 25 shows
that self-esteem is at an adequate level, and a score be-
low 15 indicates a low self-esteem. In this study, the
Cronbach’s a value of the scale was found to be 0.793.

Beck Depression Inventory (BDI)

The original form of the scale was prepared by Beck
et al. The BDI has two versions, including one version
from 1961 [21] and the other version from 1978.[22]
Both versions were translated into Turkish, and its va-
lidity and reliability studies were conducted. Its 1978
version, adapted by Hisli,[23] was used in this study.
In a previous study that was conducted with university
students, Cronbach’s a coefficient of BDI was reported
as 0.80. There are four options for each of the 21 symp-
tom categories in the BDI form. The patient is asked to
choose the best sentence expressing how she/he felt in
the last week, including the admission day. Each item
is scored between 0 and 3. The highest score that may
be received is 63. A high total score indicates that the
level or the severity of depression is high. The scale
may be applied to people over the age of fifteen. While
the Turkish version of BDI was developed, the cut-off
points were examined; and it was found that the scores
of 17 and above were able to distinguish the depression
that might require treatment with an accuracy of 90%.
In this study, the Cronbach’s a value of the scale was
found to be 0.893.

Data Analysis

The data were analyzed using SPSS 21.0 (Statistical
Package for Social Sciences) Package Program. The
normality of the data was tested by Shapiro-Wilk test.
The independent samples t-test and one-way ANOVA
test were used for the assessment of data. After the
variance analysis, the Tukey and tamhane’s t2 multiple
comparison tests were used to investigate the source of
difference among the groups. The Pearson correlation
analysis was used to determine the correlations be-
tween BDI, BIS and RSES scores. A p<0.05 value was
considered to be statistically significant.

Results

The ages of the patients, who participated in the present
study, were between 34 and 79 years, and mean age was
59.06+11.21 years old. 64.5% of the patients were mar-
ried; 30.3% were between 60-69 years old; 42.1% were
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primary school graduates, and 84.2% were housewives
(Table 1). According to the fertility and menopause
states, it was determined that 61.9% of the patients
gave their first births between the ages of 19-25 years
old; and 50.0% of them enteredmenopausebetween the
ages of 40-49 years old. 35.5% entered menopause due
to surgical treatment, and 39.5% had 1-3 children. In
addition, 52.6% of them had ovarian cancer, and di-
agnosis time was less than one year in 77.6%. 97.4%
of the patients did not have a mental illness. However,
31.9% of them stated that they had difficulties in psy-
chological terms, and 67.1% expressed their need for
psychological support.

The mean BIS score of the patients was 94.02+21.90;
the mean RSES score was 11.42+4.10, and the mean
BDI score was 30.86+10.30 (Table 2). In this study,
94.7% of the patients reported a negative body image,
77.6% had low self-esteem, and 94.7% of them expe-
rienced depressive symptoms (Table 3). The findings
showed that there was a negative and very significant
correlation between body image and depression status,
a positive and significant correlation between body im-

Table 1 Sociodemographic characteristics of the pa-
tients (n=76)
Characteristics n %
Age group (years)
30-39 3 3.9
40-49 13 171
50-59 22 289
60-69 23 30.3
70-79 15 19.7
Age (Mean£SD) 59.06+11.21

(Min:34.0-Max:79.0)
Marital status

Married 49 64.5
Single 25 329
Divorced 2 2.6
Educational status
Literate 31 40.8
Primary school 32 421
Secondary school 4 53
High school 5 6.6
University 4 53
Occupation
Housewife 64 84.2
Retired 3 3.9
Teacher 2 2.6
Employee 2 2.6
Other (Cook, tailor, officer, 5 6.6

accountant, tourism business)
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Table2  Mean BIS, RSES and BDI scores of the patients
(n=76)
Scales Mean+SD Min-Max
BIS 94.02+21.90 (55.0-146.0)
RSES 11.42+4.10 (3.0-21.0)
BDI 30.86+10.30 (12.0-56.0)
Table3  BIS, BDI and RSES scores of the patients (n=76)
BIS, BDI and RSES scores n %
BIS score
134 and below (negative body image) 72 94.7
135 and above (positive body image) 4 53
RSES score
14 and below (low self-esteem) 59 77.6
15 and above (high self-esteem) 17 224
BDI score
16 and below (no depressive symptoms) 4 53
17 and above (depressive symptoms) 72 94.7

age and depression status, and a negative and signif-
icant correlation between self-esteem and depression
status (Table 4).

When body image, self-esteem and depression
states of the patients were examined based on their
sociodemographic and disease characteristics, it was
determined that patients within 30-49-year-old group
had lower self-esteem and higher depression states
(p<0.05). No statistically significant difference was
detected between mean BISscore and age (p>0.05).
Moreover, no statistically significant differences were
detected between the education, occupation, social in-
surance, type of cancer and time of diagnosis and their
mean BIS, RSES and BDI scores (p>0.05).

When the characteristics of the patients in this study
were evaluated concerning fertility and menopausal
status, the findings showed that there were no statis-

Table4 The correlation between BIS, RSES and BDI
among the patients
Scales BIS RSES BDI
r p r p r P
BDI -0.822* <0.001
BIS 0.747 <0.001
RSES -0.793 <0.001

BIS: Body Image Scale; RSES: Rosenberg Self-Esteem Scale; BDI: Beck
Depression Inventory.
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tically significant differences between the variables of
age at first delivery and menopausal age and their states
of body image, self-esteem and depression (p>0.05).
The self-esteem of the patients, who did not experience
any delivery, was found to be lower than the patients
who had one or more child births (p<0.05). In addi-
tion, patients who entered menopause due to a surgical
treatment had lower BIS and RSES scores and higher
BDE scores than patients who entered physiological
menopause (p<0.05).

In this study, women who had a current psycho-
logical illness were determined to have lower self-es-
teem and a higher level of depression compared to
patients who did not have any psychological diseases
(p<0.05). No statistically significant difference was de-
tected between body image and the state of having a
psychological illness at the moment when this study
was conducted (p>0.05). When the body image, self-
esteem, and depression states were examined based on
the need for psychological support, it was found that
the patients, who needed psychological support, had a
more negative body image, had lower self-esteem but
experienced more depressive symptoms compared to
patients who did not (p<0.05).

Discussion

Depression is the most common psychiatric disorder
experienced by gynecological cancer patients.[24] The
relationship between depression and gynecological
cancers was reported frequently in the literature.[6,25]
Suzuki et al. reported depressive symptoms at a rate
of 55% among the patients having gynecological can-
cers.[7] In the present study, nearly all of the women
(94.7%) experienced symptoms of depression together
with gynecological cancer. In this study, depression
states of women were determined to be higher than in
other studies. The reason may be that all women in-
cluded in this study underwent a surgical treatment
and they were actively receiving chemotherapy during
the dates of this study.

There may be several factors in gynecological can-
cers that may cause depression in women. It was re-
ported in the literature that using chemotherapeutic
agents was one of these risk factors.[4] Another risk
factor is the surgical treatment applied.[9] The loss of
estrogen following surgical treatment poses a biochem-
ical basis for the generation of depression.[26] One-
third of women who were included in the present study
(35.5%) entered menopause due to surgical treatment,
and they were determined to have significantly higher
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BDI scores than the women who entered menopause
naturally (p<0.05).

Consistent with the literature, in this study, some
of the women (31.9%) experienced psychological prob-
lems during the treatment of disease and that more
than half of them (67.1%) was in need of psychological
support. In addition, mean BDI scores of the women,
who needed psychological support, were significantly
higher than the women who did not (p<0.05).

In the studies related with the epidemiology of de-
pression, it was reported that the possibility of expe-
riencing depression in young and middle-age groups
was higher than in the other age groups, and depres-
sion was at its peak in women between 35-45 years old.
[27,28] In parallel to the literature, the mean BDI score
of the middle age (30-49 years) group where fertility
was ongoing was found to be higher at a statistically
significant level (p<0.05).

One of the factors which may affect the depression
states of gynecological cancer patients is the number of
children. In the study conducted by Gol and Asilar in
2017 with gynecological cancer patients who received
chemotherapy, higher depressive symptoms were de-
tected among women having no children compared to
those with 1-3 children.[29] However, no statistically
significant differences were detected between the num-
ber of deliveries and BDI scores in this study (p>0.05).
This situation may be related to small sample sizes.

In the literature, a negative correlation was reported
between education and depression. In the study con-
ducted by Kayahan et al., their findings showed that
depression was highest among the patients with a low
education level, and its prevalence decreased as edu-
cation level increased.[30] However, no statistically
significant differences were detected between the BDI
scores and education level in this study (p>0.05). Con-
sistent with the Ustundag et al’s findings, education
level and depressive findings were not found to be cor-
related in this study.[31]

Another factor that may affect the rate of depres-
sion in cancer patients, is the duration of the disease.
In the study, which was conducted by Atesciet al., it
was stated that depression scores increased as the du-
ration of disease increased.[32] However, Dehkordi et
al. concluded in their study that there was no relation-
ship between depression and disease duration.[33] In
this study, no statistically significant differences were
detected between the times of diagnosis and treatment
and mean BDI scores (p>0.05).

Problems regarding body image and self-esteem are
also important among the ones that are experienced by
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gynecological cancer patients.[12,13] In previous stud-
ies, it was reported that loss of reproductive organs and
sexual functions in women caused a disruption in body
image; and self-esteem scores reduced due to this dam-
age on body integrity.[10,15,31,34,35] Almost all of the
patients who were included in the present study (94.7%)
had negative body image, and the majority (77.6%) had
low self-esteem scores. Besides, there was a strong and
significant correlation between body image and self-es-
teem in line with the literature (r=0.747, p<0.001).

When the relationship between depression, body
image and self-esteem was considered in this study,
the findings showed that there was a very strong and
significant correlation between body image and de-
pression scores (r=-0.822; p<0.001); and there was a
negative, strong and significant correlation between
self-esteem and depression (r=-0.793; p<0.001). In
other words, depressive symptoms were detected at
high levels in women with a negative body image and
low self-esteem score. Similarly, Ustundaget al. re-
ported that there was a significant and negative corre-
lation between body image, self-esteem, and depres-
sion scores in patients with gynecological cancer, and
high depression scores affected BIS and RSES scores at
a significant level.[31] However, in this study, the BIS
and RSES scores of women who needed psychological
support were determined to be significantly lower than
those who did not (p<0.05). The BIS and RSES scores
of the women with gynecological cancer who needed
psychological support were negatively affected and
they experienced more severe depressive symptoms in
this study was another evidence proving that women
were affected psychologically. In addition, RSES scores
were significantly lower in women who were diagnosed
with a psychological illness (depression) compared to
those without a diagnosis of a psychological disease
(p<0.05); and the BIS scores were found to be lower
in patients who were diagnosed with a psychological
illness although not at a statistical level (p>0.05). This
situation shows that there is a significant relationship
between depression and body image and self-esteem.

Surgical treatment is one of the most important
factors leading to an impaired body image in indi-
viduals who are diagnosed with gynecological cancer.
[36] In this study, women who were menopausal due
to surgery had negative body image and lower self-es-
teem scores were compared to the women who entered
physiological menopause, and the difference was found
to be significant at a statistical level (p<0.05).

In this study, it was found that there were no sta-
tistically significant differences between the mean BIS
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and RSES scores based on sociodemographic charac-
teristics, such as marital status, family structure and
living alone (p>0.05). Similar to our study, Bisselling
et al. reported in their study with 62 patients that the
characteristics of family structure did not affect BIS
scores.[37]

According to many women, having a healthy uterus
means that they are fertile and feminine. Fertility and
motherhood have an important place in the role given
to women by society. Gynecological cancers appear as
a threat to the femininity and fertility of women.[38]
In this study, statistically significant differences were
detected between mean RSES scores of women with
four and more children and women who did not give
birth at all; and the RSES scores of those, who did not
give birth at all, were found to be lower than women
who had four and more children at a significant level
(p<0.05). No statistically significant differences were
detected between the mean BIS scores and the number
of births (p>0.05).

There are studies in the literature showing that so-
ciodemographic characteristics, such as age and educa-
tional status affect body image and self-esteem.[39,40]
In the studies carried out with gynecological cancer
patients, it was reported that young patients had more
negative body image and lower self-esteem than the pa-
tients at advanced ages.[14,40] In this study, it was de-
termined that women between the ages of 30-49 years
had a more negative body image than the women who
were aged 50 years and older; but the difference was not
statistically significant (p>0.05). However, they showed
significantly lower self-esteem compared to women
aged 50 years and older (p<0.05). No statistically sig-
nificant differences were detected between the educa-
tional states and their BIS and RSES scores (p>0.05).
Similarly, in the study conducted by Ustundaget al.,
education level was not found to be significantly corre-
lated with body image and self-esteem.[31]

When the distribution of BIS and RSES scores was
examined based on the characteristics of the disease, it
was determined that there were no statistically signifi-
cant differences between BIS and RSES scores concern-
ing the type of disease and time of diagnosis (p>0.05).
In the study performed by Bisselling et al., it was deter-
mined that the clinical factors excep tthe time of diag-
nosis did not affect body image.[37]

Study Limitations

The gynecological cancer patients were from only one
university hospital. These results cannot be generalised
to a large population.
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Conclusion

As a result of the present study, it was determined that
patients who had gynecological cancer experienced se-
vere depressive symptoms; and their body image and
self-esteem were affected negatively. There was a pos-
itive and significant correlation between body image
and self-esteem. Moreover, body image and self-esteem
were found to be negatively correlated with depression
level. It must be kept in mind that patients, who have
gynecological cancers, need psychosocial support in
addition to medical treatment, and a comprehensive
approach should be considered. Also, nursing inter-
ventions should be planned and implemented in this
field. In the light of these findings, it may be recom-
mended to conduct similar studies with larger patient
groups and conduct experimental studies examining
the effectiveness of interventions on individuals who
have disrupted body image, low self-esteem and high
depression.
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