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ABSTRACT
Introduction: the effects of malignant tumors 
of oral cavity may be  reflected  through  mental, 
physical, social and emotional well-being and 
quality of life of patients. Those suffering from 
malignancies show a large degree of psychological 
problems (fear, anxiety, depression, panic disor-
ders, phobias) both at the time of diagnosis and 
during the treatment. Aim: to determine a level 
of depression in patients with oral cavity cancer 
and to link quality of life and level of depression 
of patients with oral cavity cancer. Patients and 
methods: The study was conducted at the Clinic 
of Maxillofacial Surgery of the Clinical Center Uni-
versity of Sarajevo (CCUS) in the period from July 
to late October 2015, through a survey of patients 
with verified oral cavity cancer, questionnaire 
related to socio-demographic characteristics of 
the patients, the University of Washington Qual-
ity of Life Questionnaire (UW-QOL), and the Beck 
Depression Inventory (BDI). Results: Majority of 
patients from our study, specifically 50 (56%) 
of them, did not suffer from depression, 8 (9%) 
respondents suffered from mild depression, 14 
(16%) respondents had moderate depression, 
whereas 17 (19%) of them had severe depression. 
Conclusion: quality of life and level of depression 
of patients with oral cavity cancer are in negative 
and almost linear correlation. The worse the evalu-
ation results of one’s physical or socio-emotional 
health, the higher degree of depression.
Keywords: depression, quality of life, oral cavity 
cancer.

1. INTRODUCTION
Malignant oral cavity tumors present a large 

socio medical problem. Progression of oral cavity 
cancer as well as surgical treatment may result in 
esthetic and functional deficiencies of the head 

and neck region. The consequences may affect 
mental, physical, social and emotional well-being 
and quality of life of patients (1, 2).

Malignant disease patients show a large degree 
of psychological problems (fear, anxiety, depres-
sion, panic disorders, phobias) both at the time of 
diagnosis and during the treatment (3, 4).

Recent studies have pointed to rather high 
incidence of mental disorders in those with ma-
lignant diseases (5), and shown that depression 
is an important predictor of poor quality of life of 
patients with malignant diseases (6).

2. AIM
The aim of the study was to determine a level 

of depression in patients with oral cavity cancer 
and to link quality of life and level of depression 
of patients with oral cavity cancer.

3. MATERIALS AND METHODS
The study was conducted at the Clinic of Max-

illofacial Surgery of the CCUS in the period from 
July to late October 2015. The inclusion criteria 
implied that all patients had verified oral cavity 
cancer diagnosis, that they were treated at the 
UCCS, and were over 18 years of age, whereas 
the exclusion criteria related to all patients under 
the age of 18 without verified oral cavity cancer.

Instruments of the study included: question-
naire related to socio-demographic characteris-
tics of the patients, the University of Washington 
Quality of Life Questionnaire (UW-QOL) and the 
Beck Depression Inventory (BDI).

The UW-QOL is used to evaluate the quality of 
life of patients treated for head and neck cancer. 
It consists of 12 domains divided into two com-
ponents: physical function and socio-emotional 
function, which describe the important areas of 
everyday life influencing the treatment. Each 
of the stated categories has several possibilities 
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enabling the patient to describe his/her functional status. 
Scoring is scaled so that a score of 0 represents the worst 
possible response and a score of 100 represents the best pos-
sible response (7).

BDI is used for measuring the severity of depression. It 
was developed in the early 60s of the last century, focus-
ing on behavioral and cognitive dimensions of depression. 
Current version is adjusted to DSM-IV criteria for diagnosing 
depression and covers symptoms registered in the last two 
weeks. BDI contains 21 questions. Each question has a set 
of at least four possible responses, ranging in intensity. A 
value of 0 to 3 is assigned for each answer. The total score 
of 0-13 indicates minimal depression, 14-19 mild depression, 
20-29 moderate depression, and the total score of over 30 
(30-63) indicates severe depression (8).

4. RESULTS
During the course of the study one hundred question-

naires were divided. Out of the total number of question-
naires 96 (96%) were returned of which seven were not 
adequately completed and therefore could not be included 
in the study. Accordingly, the final overall sample included 
89 respondents.

The study included 55 (62%) male and significantly 
smaller number of female respondents, specifically 34 (38%), 
whereas the age structure of respondents was balanced, 
p=0.089. Based on the age structure male respondents were 
somewhat older (M=58.50 ± 13.4) than female respondents 
(M=52.88 ± 15), with no statistically significant difference.

With regard to marital status, there were 58 (65%) mar-
ried and 14 (16%) single respondents, 12 (13%) of them were 
widows/widowers and 5 (6%) respondents were divorced. 
Analysis of professional qualification revealed that majority 
of respondents were with high school, specifically 39 (44%) 
of them, followed by 23 (26%) respondents with elementary 
education, whereas 27 (30%) respondents had higher educa-
tion and university degree. The BDI showed that majority 
of respondents, specifically 50 (56%) of them, did not suf-
fer from depression, 8 (9%) had mild depression, 14 (16%) 
moderate depression and 17 (19%) respondents suffered from 
severe depression. A chi-squared test showed that level of 
depression does not depend on gender structure, c2=1.13; 
p=0.769. Among the male and female respondents, the 
percentage related to those with no depression, with mild, 
moderate and severe depression was even. Using the chi-
squared test on the entire sample of 89 respondents we 
showed that level of depression depended on age structure, 
c2=113.3; p=0.037. Majority of respondents under 40 years of 
age showed no signs of depression, specifically 10 (83.3%) of 
them, whereas one respondent (8.3%) suffered from severe 
and modest depression respectively. Majority of respondents 
aged between 41 and 60, specifically 17 (54.8%) of them, did 
not show any signs of depression, whereas 5 (16.1%) suffered 
from severe depression, 4 (12.9%) from moderate depression, 
and 5 (16.1%) from mild depression. Also, majority of older 
respondents (61+), specifically 16 (41%) of them, did not 
show any signs of depression. Only two respondents (5.1%) 
suffered from mild depression, 10 (25.6%) from moderate 
depression, whereas 11 (28.2%) respondents suffered from 
severe depression.

The chi-squared test showed that level of depression 
does not depend on marital status of respondents, c2=10.6, 
p=0.302. Among married, single and divorced respondents 
or  widows/widowers the percentage of those with no depres-
sion, with mild, moderate and severe depression was even. 
Given the relatively small number of the sample (N=89) for 
c2-test, the presented evident difference (percentage) is not 
statistically significant.

The chi-squared test showed that level of depression in our 
sample (N=88), does not depend on professional qualification 
of respondents, c2=7.8 p=0.549. Among the respondents with 
elementary education, high school education, higher educa-
tion or university degree the percentage related to those with 
no depression, with mild, moderate and severe depression 
was even; specifically evident difference (percentage) is not 
statistically significant. Effects of depression on physical and 
socio-emotional health measured by UW-QOL.

Figure 1 shows the level of depression in respect to physi-
cal health component. It is evident that with the increase of 
depression level respondents move “to the left side”. In other 
words, the value of physical health component decreases 
which means that more significant depression is present in 
respondents with lower physical health component quality.

Figure 2 shows the level of depression in respect to socio-
emotional health component. It is evident that by the increase 
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of depression level respondents move “to the left side”. In 
other words, the value of socio-emotional health component 
decreases which means that more significant depression is 
present in respondents with lower socio-emotional health 
component quality.

Physical health component and depression are in nega-
tive correlation. This correlation is statistically significant, 
p=0.0001. Increase of physical health component results in 
decrease of depression, R2=0.734, which can be presented in 
a dispersion diagram and linear regression equation.

Figure 3 shows dispersion diagram of correlation between 
depression and physical health component. This correlation 
is strong, negative and almost linear, R2=0.734. We can see 
that better socio-emotional health contributes to a lower level 
of depression.

Based on the diagram, a linear regression equation can 
be derived  to predict  the level of depression based on the 
depression scale: Depression = 50.066–(physical health x 
0.479). Socio-emotional health component and depression 
are in negative correlation. This correlation is statistically 
significant, p=0.0001. Increase of socio-emotional compo-
nent results in decrease of depression, R2=0.734, which can 
be presented in a dispersion diagram and linear regression 
equation.

Figure 4. shows dispersion diagram of correlation between 
depression and socio-emotional health component. This 
correlation is strong, negative and almost linear, R2=0.767. 
We can see that better socio-emotional health contributes 
to a lower level of depression. Based on the diagram, a lin-
ear regression equation can be derived to predict the level 
of depression based on the depression scale: Depression = 
50.043–(socio-emotional health x 0.519).  

5. DISCUSSION
Majority of respondents included in the study, specifically 

50 (56%) of them, did not have any signs of depression, 17 
(19%) suffered from severe depression, 14 (16%) from moder-
ate depression, whereas 8 (9%) of them suffered from mild 
depression.

A study conducted in B&H by Vukojević M, et al. showed 
that 53.7% of respondents suffered from certain level of de-
pression, of which 26.3% from mild depression, 22.5% from 
moderate depression, whereas 5% of respondents suffered 
from severe depression (9).

Our sample proved that level of depression does not 
depend on gender, marital status or professional qualifica-
tion of respondents. The same conclusions were reached by 
Vukojević M, et al. (9).

The study of Vukojević M, et al. showed that older oncol-
ogy patients were less depressive, which can be explained by 
the fact that older patients also suffer from other associated 
chronic diseases and are more accustomed to limitations 
unlike younger patients (9). On the other hand, our study 
showed that majority of respondents over 61 years of age suf-
fered from depression.

Following the research and data processing we proved that 
both physical health and depression and socio-emotional 
health and depression have strong, negative and almost lin-
ear correlation and that better physical and socio-emotional 
health respectively, contributes to lower level of depression 
and vice verse.

Lack of research related to this topic in the available litera-
ture, especially in our country, proves the necessity for con-
ducting alike and similar researches which would contribute 
to improvement of health care and overall health protection 
of this nosological group.

5. CONCLUSION
Values of quality of life, specifically physical and socio-

emotional health, as components representing quality of 
health in our questionnaire, and presence of depression 
among our respondents are in a strong, direct correlation. 
The worse the evaluation results of one’s physical or socio-
emotional health, the higher degree of depression.
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Behavioral Sexual Characteristics 
of Female Students in Bosnia and 
Herzegovina
Azra Hadzimehmedovic1, Vesna Ferkovic2, Mahira Jahic3

ABSTRACT
Introduction: Characteristics of sexual behaviour 
of female students, which will affect fertility in 
adulthood, represent one of the critical param-
eters of reproductive health. Aim: The aim of this 
study was assess characteristics of sexual behav-
ior of female students in Bosnia and Herzegovina. 
Materials and Methods: In a prospective study on 
a representative sample of 2,872 regular girls aged 
19-24 years, an anonymous survey on the reproduc-
tive health of female students in Bosnia and Herze-
govina from 2007 to 2009 was conducted. Results: 
Of the total number (N = 2872) of surveyed female 
students, 49.44% were sexually active. Average 
sexarcha age was 18.14±1.83 years, and there was 
statistically significant earlier sexarcha in female 
students in Banja Luka vs. female students of 
the University of Sarajevo (p<0.001), as well as in 
female students in Mostar vs. female students of 
the University of Tuzla (p<0.001). Sexually active 
female students in 74,4 % cases had intercourses 
with only one partner, and 7,7 % of them had in-
tercourses with three or more partners. Regarding 
the use of contraceptive methods, 69.4% female 
students were using contraception at first inter-
course and 66.7% of them at last intercourse. 3.5% 
of sexually active students (N=50) had intentional 
abortion. Almost half (46.9%) of surveyed female 
students had regular pelvic exams; nearly two-
third of those (63.4%) had gynecological exams in 
private institutions, and 36.6% of them in public 
health facilitie. Only one-third (35.8%) sexually 
active female students in BiH stated that Pap test 
was performed. Conclusion: Sexual behaviour of 
female students in BiH is less risky than in the 
immediate environment, but health care quality 
is poor.
Keywords: female students, sexarcha, contracep-
tion, PAP test.

1. INTRODUCTION
All of the researches, both in the world and in 

our country, indicate gradual but steadily increas-
ing sexual activity of young people and lowering 
the average age of its starting point, especially 
when it comes to girls (1, 2, 3).

The primary reasons for the high rate of preg-
nancy, abortion and sexually transmitted dis-
eases (STDs) in this age group are the under-use 
of contraception, limited access to reproductive 
health services, high biological vulnerability and 
negative societal values regarding the sexuality 
of young people (4, 5, 6, 7).

Risky behavior of young people is reflected 
in the freedom of sexual behavior, frequency of 
premarital relations, the freer behavior of young 
people, especially women, frequent changes of 
partners, high exposure to sexually transmitted 
diseases, unwanted pregnancies that lead unsafe 
abortions, severe illness, infertility and death (3, 
8, 9). University students are in the youth age cat-
egory and are exposed to risky sexual behaviours 
such as unprotected sexual intercourse leading to 
STDs and unwanted pregnancies (9, 10, 11, 12).

The experience of countries with a long tradi-
tion of counselling for young people, show that 
the promotion of reproductive health of young 
people can influence the reduction of unwanted 
pregnancies, abortions and STDs, and that good 
education programs delay the first sexual inter-
course and protect sexually active young people 
from pregnancy and STDs (5, 9, 13 ).

2. AIM
The aim of this study was assess character-

istics of sexual behavior of female students in 
Bosnia and Herzegovina.
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