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Abstract 

Background: Cancer diagnosis and treatments cause sexual dysfunction in patients. 
Sexual function is one of the most important aspects of quality of life. However, in 
previous studies, qualitative methods have been less accentuated to explore in to the 
sexual experiences and feelings of cancer patients. The aim of the present study was 
to investigate the experiences of Iranian women affected with cancer about their 
sexual quality of life. 

Method: A qualitative descriptive study with a conventional content analysis 
approach was performed on a targeted sample of 28 Iranian women with cancer from 
October 2018 to February 2020. Data were collected through face to face and in depth 
semi structured interviews until data saturation was attained. 

Results: Data analysis revealed four themes and 11 categories. The emerged 
themes were entitled: “Changing sexual capacity”, “physical consequences”, “sexual 
self-sacrifice” and “Changing woman’s identity”. 

Conclusion: Women with cancer experience many sexual problems such as reduced 
orgasm, lack of pleasure, and pain during sex. Due to the taboo of sexual issues, 
especially for women, many of them are embarrassed to ask their questions to the 
medical staff and for this reason, their problems will remain unresolved. The support 
of their spouses and the social can play an important role in facilitating coping. Health 
care providers have an important role in assessing and improving patients’ quality of 
life. It is recommended to adopt strategies for appropriate interventions, education 
and counseling to improve sexual quality of life in cancer patients. 
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Introduction 

Despite significant advances in medical 
science, cancer remains one of the most important 
diseases of the present century and the second 
leading cause of death after cardiovascular 
disease,1 affecting both the physical and mental 
aspects of human beings.2 The number of new 
cases of the disease has increased to 15 million 
in 2020.3 In spite of significant improvements in 
cancer treatment, patients experience emotional 
distress leading to complex processes that 
considerably affect the quality of life.2 Because 
the cancer influences people in different ways, 
the affected patients encounter with numerous 
challenges in different aspects of their life.4 Illness, 
anxiety, uncertainty about the future, fear of death, 
complications of treatment, decreased 
performance, mental imbalance, and sexual 
problems are some of the factors affecting the 
mental health of a cancer patient.5  

The quality of sexual life has a special 
importance not only for healthy people but also 
even for cancer survivors. Cancer patients feel 
disrupted in their family life.6 

Sexual desires are an important part of human 
life that play a critical role in their quality of life 
and health.7 Sexual concepts and themes are 
strongly intertwined with culture and social 
schemas so that the sexual behaviors, beliefs and 
convictions of members of a society are influenced 
by the cultural structure and schemas of that 
society.8 Furthermore, achieving sexual health 
requires ensuring the sexual rights of individuals.9 
In many cultures, the sexual taboo that women 
face leads to the negligence of their sexual health, 
especially women with incurable diseases such 
as cancer. Because women think that if they pay 
attention to their sexual issues due to their illness, 
they will be reprimanded by society and will have 
to hide their sexual desires in order to comply 
with social norms.10 This group of women, despite 
their special health needs, face difficulties in 
receiving the services they need. On the other 
hand, understanding the sexual experiences of 
women with cancer can help policymakers and 
health care professionals  provide appropriate, 
effective, and culture-based sexual health care 

services.11 Additionally, sexuality as a taboo issue 
should be considered in any social context.11, 12 
Qualitative approaches are the most appropriate 
approaches to explore people’s perception of a 
certain phenomenon in a specific socio-cultural 
context.13 The aim of the current  study was to 
investigate Iranian women’s experiences about 
the quality of sexual life using a qualitative 
approach. 

 
Materials and Methods 

The present qualitative research was conducted 
by conventional content analysis approach.14 In 
the conventional content analysis approach, 
categories and codes are derived directly from 
the text with an inductive approach.15 

 This study was approved by the Research 
Council and Ethics Committee of Shahid Beheshti 
University of Medical Sciences, Tehran, Iran and 
was registered in the National System of Ethics 
in Medical Research (ID number: IR.SBMU. 
PHARMACY.REC.1398.197). The participants 
were selected from cancerous women presenting 
to oncology departments affiliated with Shahid 
Beheshti medical school from October 2018 to 
February 2020. Inclusion criteria were as follows: 
patients with definitive diagnosis of any cancer, 
being aware of their diagnosis, satisfaction and 
intention to participate in the study, ability to 
communicate, without pervious medical history 
of severe psychological disorders and with time 
scope of minimum one year after the first 
diagnosis. At any stage of the study, patients 
could leave the study at will. 

Sampling was taking on goal oriented method. 
Whereas there are no criteria for the number of 
participants in qualitative studies prior to research, 
it continued as long as the saturation is obtained; 
that is to say, the phase in which the participants 
add no additional information to previous one.16 
All interviews were recorded with the informed 
and written consent of the patients. In qualitative 
health research, in-depth interviews are best for 
sensitive individuals17 such as sexual quality. 
Data were collected through face-to-face in-depth 
semi-structured interviews in a private and calm 
place. Each interview started with open-end 
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questions such as “What comes to your mind 
when you hear the word QOL?”, “What negative 
effects left cancer on your quality of life?”, “How 
has the disease affected the quality of your sexual 
relationship with your partner?”, “What are your 
concerns about your sexual related quality of life 
after being aware of cancer diagnosis?”, “Has 
the quality of your sex changed by your 
diagnosis?”, During interviews, probing questions 
were also asked in order to further clarify 
participants’ views. Targeted sampling was 
performed in terms of age, education and different 
types of cancer with maximum diversity. All 
interviews were conducted after the principal 

investigator who is a female PhD student in 
nursing. To conduct interviews and analyze data 
resulting from the notes were used during the 
interview. The average designated time for 
interviews was 55 to 95 minutes and were asked 
in Farsi language. In order to ensure the accuracy 
of the information transferred on paper, all the 
implemented information was reviewed, while 
listening to the interview file. First, after each 
interview, data were typed word by word on paper 
and frequently continued in order to obtain a 
broad understanding. Any ambiguity was clarified 
by telephone contact with the interviewee. Then, 
the whole context was classified into meaning 

Table 1. The demographic characteristics of the participants (n=28) 
Variable Category N(%), Mean ± SD(range) 

Age(year), Mean ± SD(range) 42.79 ± 10.11 (24-60) 
20-30 4 (14.3%) 
31-40 9 (32.1%) 
41-50 8 (28.6%) 
51-60 7 (25. %) 
Educational status  
PhD 2 (7.1%) 
Master 4 (14.3%) 
Bachler 8 (28.6%) 
Diploma and post-diploma 11 (39.3%) 
High school and less 3 (10.7%)  
Occupational status  
Employed 19 (67.9%) 
Housewife 9 (32.1%) 
Marriage duration (year) 17.93±10.9(2-41) 
1-10 7 (25%) 
11-20 11 (39.3%) 
21-30 6 (21.4%) 
31-41 4 (14.3%) 
Time interval from the diagnosis to interview, (year) 4.61±5.38(1-23) 
1-10 25 (89.3%) 
11-23 3 (10.7%) 
Number of children  
0 5 (17.9%) 
1 6 (21.4%) 
2 10 (35.7%) 
3 5 (17.9%) 
4 2 (7.1%) 
Type of treatment Surgery, radiotherapy and chemotherapy 18 (64.3%) 
Radiotherapy and chemotherapy 2 (7.1%) 
Surgery and chemotherapy 4 (14.3%) 
Chemotherapy 4 (14.3%) 
Metastases to other organs  
Yes 11 (39.3%) 
No 17 (60.7%) 
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units, these units were condensed, while retaining 
the original concept. Afterward, condensed 
meaning units were abstracted and coded. Finally, 
main categories were extracted based on the latent 
content in the text, similarities and dissimilarities 
of codes and through grouping subcategories.Data 
were analyzed simultaneously with data collection 
by using MAXQDA 10 applying  Graneheim and 
Lundman (2004)14 methods for typical qualitative 
content analysis.18 
Trustworthiness 

In order to achieve rigor, Guba and Lincoln 
criteria including credibility, dependability, 
confirmability and transferability were used.19, 

20 To obtain credibility from the selection of 
participants with maximum variety of experiences, 
sampling continued until the data reached 
saturation and the selection of the most appropriate 
meaning unit was considered in data analysis. 
Accordingly, the following methods are used to 
ensure the credibility of the data: members check 
by providing feedback to the participants in the 
study according to the findings and initial inter-
pretations and checking the findings by experts. 

The high diversity and range of variability in 
qualitative research can contribute to the trans-
ferabilityof findings.21 Dependability was also 
upheld via peer checking and data were 
continuously evaluated. By complete explanation 
of the stages of research, including data collection, 
analysis and formation of topics and providing 

quotes related to each category, an attempt was 
made to provide the possibility of auditing the 
research for the audience and readers. The 
achievements were also confirmed by presenting 
the work process to several participants. 

 
Results 

Participants in the present research were 28 
females with different type of cancers such as 
breast, leukemia, lymphoma, lung, liver, Hodgkin, 
uterus, ovary, cervical, head and neck, stomach, 
intestine, bladder, brain, tongue, colorectal and 
thyroid. The age range of patients was between 
24 and 60. Demographic characteristics of the 
participants are illustrated in table 1.  

The saturation point of this research occurred 
after 21 interviews, so in the last seven interviews, 
no new ideas or sub-topics have been obtained. 
All of the participants were interviewed once, 
except two cases that participated in a 
supplementary interview. None of the participants 
refused to participate in the study. 

Four main themes and 11 categories emerging 
during data analysis. Themes included: “changing 
sexual capacity”, “physical consequences”, 
“sexual self-sacrifice”, and “changing woman’s 
identity” (Table 2). 
Changing sexual capacity 

Changing sexual capacity were grouped into 
four categories: decreased sexual orgasm, 
decreased sexual desire, decreased sexual 

Table 2. The themes and main categories of the qualitative study 
themes Categories  

Changing sexual capacity Decreased sexual orgasm 
Decreased sexual desire 
Decreased sexual excitement 
Reduced frequency of sexual intercourse 

 

Physical consequences Decreased vaginal moisture 
Fatigue  
Physical symptoms 

 

Sexual self-sacrifice Task-oriented sexual activity 
Pretending to orgasm 

 

Changing woman’s identity Disturbed body image 
Appearance dissatisfaction  
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excitement, and reduced frequency of sexual 
intercourse . Changes in sexual capacity in affected 
women had an almost constant pattern. Decreased 
quantity and quality of sexual intercourse is one 
of the cases that patients mentioned as one of the 
changes after treatment (Table 3). 
Physical consequences 

Almost all participants in the present study 
complained of physical effects that influenced 
their quality of sexual life. Weakness, fatigue, 
lethargy, pain during intercourse, and decreased 
genital moisture were common problems for 
participants (Table 4). 
Sexual self-sacrifice 

Women with cancer are sexually task-oriented 
and consider their husbands’ sexual provision as 
an unconditional duty and failure to do so causes 
sexual infidelity. Meeting the sexual needs of the 
husband, as a religious obligation, prevented 
women from giving up sex as much as possible, 
even if it was not enjoyable. In this study, task-
oriented sexual activity is performed by cancer 
patients and for each of them, can be cited possible 
reasons. Consideration is given by the patient for 
two main reasons: concern about the extramarital 
relationship of the spouse and fear of being rude 
and respectful of his needs. Participants stated 
that they do not enjoy sex many times and only 
engage in sex for the reasons given in the category 
of sexual self-sacrifice (Table 5). 
Changing woman’s identity 

Following to cancer treatment, women 
experience a wide range of undesirable 
psychological reactions that not only negatively 

affect their sexual function, but also their sexual 
identity or their sexual schema (mental 
representation of their sexual aspects). Most of 
them were concerned about their physical unat-
tractiveness, physical deformity, visibility of the 
operated limb, and infertility and they considered 
these factors as reasons for losing their femininity 
(Table 6). 

 
Discussion 

The findings of the current study challenged 
common views about the quality of sexual life 
of women suffering from cancer. It is important 
to diagnose and treat sexual problems in women 
diagnosed with cancer, if not addressed, may lead 
to disruption in sexual intimacy and emotional 
stress. In this way , it leaves negative impacts on 
survivals.22 In the present study, patients' sexual 
problems were classified into four themes: 
changing sexual capacity, physical consequences, 
sexual self-sacrifice, and changing woman’s 
identity. The present survey indicated that women 
diagnosed with cancer encounter various sexual 
problems in spite of ignorance of medical society 
towards their needs. The participant pointed out 
that the change in sexual desire and physical 
complications is their most important problems 
emanating from chemotherapy drugs leading to 
considerable reduction in sexual quality. Survey 
conducted by Falk et al., entitled “Sexual 
dysfunction in women with cancer” indicated the 
cancer and its treatment procedures had direct 
impact on sexual desire, orgasm, sexual function 
and pain during intercourse.23 Another study 

Table 3. Changing sexual capacity: some participant’s narrative  
I do not have any sexual inclination; I do not feel any pleasure, while doing engaged in sexual relationship; I seem to have 
lost my sense of pleasure (34 years old, ovarian cancer). 
Sexual desire has decreased a lot; It seems that I no longer want to have sex; I have scant enjoyment (56 years old, breast 
cancer). 
I do not enjoy as much as before; my pleasure has decreased; my pleasure is very different from before; it has decreased 
a lot (36 years old, tongue cancer). 
Honestly, after the illness, my desire has diminished; I only do it for my husband, otherwise, I have no desire myself. (45 
years old, colon cancer). 
When we do that (sex), I do not get wet anymore; I do not get as excited as before (34 years old, ovarian cancer). 
I am hardly aroused during sexual activity and I cannot hold the relationship (39 years old, head and neck). 
We used to engage (sex). For example, 3 or 4 times a week, but now it is much less. Now it is once a month rarely (54 
years old, bladder cancer). 
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found that the most common disorders in cancer 
patients included loss of libido (39%) followed 
by vaginal dryness (24%), pain during intercourse 
(9%), impaired excitement and pleasure (21%), 
and (15%) had difficulty reaching orgasm.24 

 Additionally, in the present study, vaginal 
dryness is one of the reasons for painful sexual 
intercourse in these women. Vaginal spasms and 
dryness can be due to the effects of chemotherapy 
drugs and their lack of sexual arousal. On the 
other hand, lack of irritability prevents the 
secretion of viscous vaginal fluid and consequently 
the relationship is painful. Among these groups 
of patients, constant mental preoccupation with 
the defect may cause low irritability or even lack 
of irritability. Frederickson and Robert point out 
that when people are distracted by their 
appearance, they cannot focus on their sexual 
pleasure and this factor negatively affects their 
sexual performance.25 In this regard, the research 
of  Holzner et al. revealed  that cancer patients 
had sexual dysfunction.26 Studies have shown 
that mastectomy and chemotherapy cause 
undesirable changes in mental image, low self-
esteem and femininity, and sexual disorders, 
especially in young women.27, 28 These patients 
develop premature menopause, resulting in 
reduction of  estrogen, vaginal atrophy, and a 
decrease in androgen, leading to decreased libido 
and arousal.28 In this regard, it can be referred to 
the research of Wang et al., expressing  the themes 
of reducing the frequency of sexual intercourse, 
sexual reluctance, menopausal symptoms, changes 
in body image, the effect on marital relationships 
and misconceptions about sex.29 Women delay 
in resuming sexual intercourse after cancer 
treatment, and experience a decrease in sexual 
arousal and sexual frequency after initiating 

intercourse with their partner. It is worth 
mentioning that the resumption of sexual 
intercourse is affected by the mental and physical 
recovery of the woman, the importance of sexual 
intercourse for the couple and the fear of a negative 
reaction from the husband.30 Female identity is 
another issue that is changing in the wake of 
cancer. Research has shown that women have a 
weaker body image after being diagnosed with 
cancer, as though they lost their femininity, 
become ugly due to hair loss and baldness, and 
feel anxious about their sexual attractiveness. 

Infertility is another negative effect of cancer 
treatment in women that should be considered. 
Women experience a lot of stress in this regard, 
they feel lost and they feel that they are no longer 
a fertile woman. 

The reason for such feeling emanating from 
social structure in which the female reproductive 
organ is considered as a symbol of motherhood, 
femininity and gender. The importance of the 
reproductive system can be traced back to 
historical biomedical currents, in which the uterus 
and other reproductive organs are considered as 
the sexual roots of femininity and lead to the 
connection of female identity and gender with 
fertility and anatomy.31 Sexual self-sacrifice is 
another experience that participants have 
mentioned. In sexual considerations, one takes 
into the needs of the other party as a higher priority 
than one’s own. In the present study, self-sacrifice 
is performed by cancer patients and for each of 
them, possible reasons can be mentioned. This 
consideration came to the focus of the patient for 
two main reasons: concern about the extramarital 
relationship of the spouse and fear of rejection. 
Participants have repeatedly stated that they do 
not enjoy sex and only accept sex for the reasons 

Table 4. Physical consequences: some participant’s narrative  
That slippery fluid does not secrete (out of the vagina) during intercourse. My vagina is completely dry, I am upset and it 
is sticky (38 years old, intestine cancer). 
I get very tired, I feel like climbing a mountain and I have no energy, it is very low (during sex) (45 years old, liver 
cancer). 
I have a lot of pain (during sex) I was in a lot of pain once, but I did not tell him anything, I endured everything with pain 
(34 years old, ovarian cancer). 
I feel my skin (genital area) tight and thick, I always feel pimples. I feel bad, I think I got hives (42 years old, colorectal 
cancer). 
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raised. Concerning a survey conducted about 
women with breast cancer in Bahrain, some 
patients said that despite their low sexual desire, 
they felt obligated to meet their husbands’ sexual 
needs.32  

In women with breast cancer, they consider 
themselves imperfect and unattractive due to 
breast loss as a symbol of femininity and are 
worried that their spouse will leave them because 
of the body  changes.33 A study by Kagawa et al. 
(2003) found that Asian women were more 
concerned about the family system, while 
European-American women were more concerned 
about sexual intimacy with their husbands.34 It 
can be concluded that Iranian women consider 
sexual and intimate relations as one of the factors 
in maintaining the foundation of the family and 
meeting sexual needs of their spouses. 

It can be concluded that biological and 
psychological factors, regardless of their role in 
reducing and degenerating sexual desire 

independently, have a kind of interconnection 
and interrelationship with each other that sexual 
function even in cases in which biologically 
modifiable biological factors are undergoing 
lasting changes. 

Therefore, on the basis of the results of the 
present study, creating appropriate infrastructure 
for sex education in women with cancer in the 
form of specialized training programs in 
accordance with the principles of education and 
ethics and established social norms, as well as 
allocating budget and experienced health care 
staff and providing all sexual health needs offered 
to these patients. 

Sex is considered as taboo and is only limited 
to married couples; therefore, the single women 
were excluded from this scope of research due 
to social condition and this is one of the limitations 
of this study. Additionally, explaining the 
experiences of family and caregivers of cancer 
patients is suggested. 

Table 5. Sexual self-sacrifice: some participant’s narrative 
I did not say anything to her (husband), that is, I endured everything with pain, I was dying of pain (during sexual 
intercourse). Well, he is also a man; after all, they also have some needs. 
I can’t neglect his needs and protests (60 years old, brain cancer). 
I always did it mechanically (sex) in order to meet his sexual needs. 
I do everything just out of duty and consider it is a religious obligation; otherwise, I do not willing to do it very much 
(sex) (38 years old, leukemia cancer). 
You know, men are kind of very important to them (sex). Well, I am sick, I do it (sex) to keep my husband in my life. I 
am always afraid to be alone. Maybe I can maintain my husband with sex (25years old, lung cancer). 
I do not like sex at all after the disease, the number (sex) has decreased a lot. 
However, I enjoy compulsion for the sake of my husband. I feel great sorry for him (my wife) I cannot always moan. For 
the pleasure of my husband, I also indulge in pleasure(42 years old, colorectal cancer). 
Once I felt the harsh pain (during sex) I still remember I was scared I was in terrible pain ,I did not want to think I am no 
longer the person before and I became weak I pretended to enjoy I wanted to show myself strong (36 years old, cervical 
cancer). 

Table 6. Changing woman’s identity: some participant’s narrative 
I am very embarrassed (during sex) I like our relationship to be done in the dark, so that he (wife) does not realize that I 
do not have breasts. I do not like my husband to touch my body at all. I feel like I lost my femininity (50 years old, breast 
cancer). 
My skin color is very bad. My skin is very dark. All femininity is beautiful in appearance. 
I forgot myself at all, I can’t reach my appearance.I have lost all household chores and children, I feel I am no longer a 
woman(48 years old, colon cancer). 
After the illness, I am very worried that the drugs will affect my fertility or that I will not have any more children. I lost 
my femininity, I feel my desire has decreased, I am no longer a woman, and I have lost my womanhood. The whole 
existence of a woman is due to her fertility. If she does not have it, she is no longer a woman. I am very worried (36 years 
old, cervical cancer). 
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Conclusion 

At the present study, a lot of evidence about 
the effects of cancer experience on women’s 
sexuality was examined both physically and psy-
chologically. Treatment of cancer can lead to 
sexual problems, including decreased libido, lack 
of enjoyment and excitement, pain and decrease 
frequency of intercourse. Because of the taboo 
of sexuality (especially for women), especially 
in Eastern countries, women may be reluctant to 
raise questions from health professionals, which 
can be a significant barrier to obtaining 
information. However, despite the pain and lack 
of pleasure in a male-dominant and family 
centered culture, some women continue to have 
sex in order to preserve their husbands and do 
their religious duty. 
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