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Abstract

Background: Prostate cancer is the most common non-skin cancer in men and sexual dysfunction is the most
frequently reported long-term side effect of prostate cancer surgery or radiation. The aim of this study was to
examine the experiences of men with sexual dysfunction and their partners following prostate cancer treatment.

Methods: Men with sexual dysfunction from either surgical removal or radiation therapy 1-5 years after treatment
were interviewed, as well as their partners. A mixed method design was used to determine the lived experience of
men with sexual dysfunction. Open-ended questions guided the interviews.

Results: Twenty seven men completed the study with a mean age of 61 years (SD = 8.0; range = 44-77 years). Nine
partners also participated. The majority of men (92.6%) had surgery. The average time from treatment to the
interview was 23.5 months (SD = 11.7). Themes were frustration with sexual dysfunction, importance of support and
understanding from others, depression and anxiety related to sexual dysfunction, importance of intimacy with
partner, factors that impact treatment satisfaction, and education and comprehensive information about sex.

Conclusions: Prostate cancer survivors and partners need accurate information about sexual side effects before
during and after treatment. Men and partners required individualized help and guidance to manage sexual
dysfunction. Support and understanding from partners, family, and others was also identified as an important
aspect of healing and adjustment after prostate cancer treatment. Prostate cancer education/support groups played
a key role in helping men and partners gain advocacy, education, and support. Psychological problems such as
depression and anxiety need to be identified and addressed in men after prostate cancer treatment. Men and
partners need assistance in understanding and navigating their way through intimacy to move forward with
connectedness in their relationship. Satisfaction with treatment and with providers is dependent on patient
education and understanding of all aspects of prostate cancer treatment including sexual side effects and
incontinence.
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Background
One out of eight men will be diagnosed with prostate
cancer during their lifetime, making the disease the most
common non-skin cancer in the male population [1]. Al-
though the majority of men will not die from prostate
cancer, with survivorship as high as 93% for 15 years
after diagnosis [1], treatment can have long-term side ef-
fects that greatly impact quality of life. Notably, sexual
dysfunction is the most common side effect of both sur-
gical removal of the prostate and radiation therapy [2].
While erectile dysfunction (ED) is not an immediate re-
sult of radiation therapy, a multicenter study has shown
that sexual function in men who have undergone exter-
nal beam radiation continues to decline to levels similar
to men who had radical prostatectomy [3]. The inci-
dence of ED has been reported as high as 79-88% after
radical prostatectomy [4], despite advances in nerve
sparing surgical techniques, and 67-72% after external
beam radiation [5]. Helping men and their partners ad-
just to potential side effects such as sexual dysfunction
following prostate cancer treatment is an important part
of holistic care.
Erectile dysfunction impacts quality of life, with the

majority of men reporting quality of life as either se-
verely or moderately affected by ED [3, 6]. Several broad
qualitative studies have been done to examine the lived
experience of men with prostate cancer and have identi-
fied the challenges of sexual dysfunction after treatment
in these men [7, 8], but little research was found looking
at the lived experience of men specifically examining
sexual dysfunction after prostate cancer treatment. Re-
searchers examined the struggle towards the new normal
with psychosexual adjustment after prostate cancer treat-
ment in Australian men [7]. They found three main
themes: Men were impacted by distressing sexual and urin-
ary difficulties which negatively impacted self-perception
and intimate relationships; receiving adequate information
and support and good communication with providers
and partners facilitated better adjustment; coming to
terms with the side effects of prostate cancer treat-
ment involved making lifestyle changes, coping and
emotional struggles, while striving to accept/integrate
the new normal self/life. Since an extensive Medline
search did not reveal previous research to specifically
examine the lived experience of men with sexual dys-
function after prostate cancer treatment and/or part-
ners, the powerful descriptions from this study will
provide new information on this phenomenon.

Methods
Sample/Study population
Participants were men who had undergone prostate can-
cer treatment within the last 1-5 years, with resulting
sexual dysfunction. These men, and their partners, were

asked to describe their experience with sexual dysfunc-
tion and prostate cancer treatment. Men and/or partners
of men with prostate cancer were recruited through
prostate cancer awareness/support/information groups
or from the urology clinic of the principal investigator’s
academic medical center. Recruitment was done through
word of mouth and a recruitment flyer.

Inclusion criteria

(1)Men and/or partners of men with sexual dysfunction
who underwent treatment for prostate cancer at
least 1 year ago and no more than 5 years ago
through either radical prostatectomy or radiation
therapy.

(2)Sexually active prior to and at the time of prostate
cancer treatment.

(3)Command of verbal and written English.

Procedures
The IRB-approved study used a mixed methods design
to determine the lived experience of men with sexual
dysfunction and their partners. Participants individually,
verbally answered open-ended questions about their
treatment and experience. Interview sessions lasted as
long as the participant needed (most lasting approxi-
mately 25 min) and were audio-recorded and tran-
scribed. As is the norm with qualitative research, accrual
stopped when the saturation level was achieved (when
no new themes were emerging from the descriptions). In
addition to open-ended interviews, participants, exclud-
ing partners, also completed quantitative questionnaires
about erection hardness, erectile function and orgasm/
climax quality.

Analysis
Interview transcriptions were randomly spot checked for
accuracy. Qualitative thematic text coding with a con-
centrated examination of the transcripts was performed
using Dedoose [9, 10]. A code book was developed after
two staff independently reviewed several transcripts to
determine appropriate codes. The two coders met with a
third coder to discuss and reconcile the codes in the
code book. At this point, inter-rater reliability was
assessed for all three coders, with a pooled Kappa value
of 0.66. New codes were added by each of the three
coders as they emerged, which were communicated to
other coders. After initial coding was completed by the
three independent coders, the coders met again to revisit
and discuss all codes. The transcripts were re-assigned
to different coders and further coding was done to in-
crease inter-relater reliability, accuracy and comprehen-
sion. Following this phase, the group met to review
codes and organize into emerging higher-order themes.
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All three reviewers submitted quotes from the interviews
associated with the various themes. For the manuscript,
the group reached consensus on 1-3 quotes for each
theme that exemplified that particular theme. Quantita-
tive data were analyzed using SAS version 9.3 (SAS
Institute Inc., Cary, NC), which included calculation of
descriptive statistics and measures of central tendency.

Measures
Phenomenological Open Ended Questions: This qualita-
tive study used open-ended questions to explore the ex-
perience of men with sexual dysfunction after prostate
cancer treatment. Each man and/or partner was inter-
viewed separately and asked an open-ended question:
Please describe your journey with sexual dysfunction
after prostate cancer treatment and/or how has sexual
dysfunction impacted your life after prostate cancer
treatment? Other guiding statements were used to
help participants describe their lived experience such
as: Is there anything else you want to tell us about
your experience or that you think other people going
through this or treating people going through this
should know?
Erection Hardness Grading Score: Men were asked to

grade the strength of their erections with the Erection
Hardness Score, which is a validated measure. Erection
strength was rated on a scale ranging from 0 to 4 with 0
(representing a 0% erection) being no erection at all and
4 (representing a fully hard 100% erection) being a com-
pletely hard erection [11].
The International Index of Erectile Function (IIEF) in-

cluding the IIEF 5 and Overall Sexual Satisfaction: Sex-
ual function was determined using the International
Index of Erectile Function, which consists of a 15-item
questionnaire measuring five domains including erectile
function, orgasmic function, sexual desire, intercourse sat-
isfaction, and overall sexual satisfaction, which were deter-
mined by principal components analysis [12]. Higher
scores indicate higher functioning and satisfaction.

The Self-Esteem and Relationship Questionnaire
(SEAR): Self-Esteem, sexual self confidence and partici-
pants’ relationship satisfaction were measured using the
Self-Esteem and Relationship Questionnaire, which is a
14-item instrument developed as a patient-reported tool
to assess sexual confidence and intimacy in a sexual rela-
tionship [13]. Higher scores indicate better satisfaction.
Orgasm/climax: In addition to questions used from

the IIEF in the orgasm domain, orgasm/climax quality
was evaluated by asking participants a single question to
compare the quality of their orgasm to orgasms experi-
enced prior to treatment. Men could respond to the
question by circling a response of absent, diminished,
normal or better as compared to prior to prostate cancer
treatment.

Other Questions: The participants were asked demo-
graphic questions, if they had erectile dysfunction prior
to prostate cancer treatment, if they had pain or leakage
with orgasm, and about the type and length of time
since prostate cancer treatment.

Results
Twenty seven men completed the study, mean age 61 (±8)
years (range 44-77 years). Nine partners of the men also
participated in the interview process. Partners did not
complete any forms. The large majority of men (93%) had
surgical treatment. The average time from treatment to
completion of study was 24 (±12) months (range 12-
52 months). The majority of men did not report erectile
dysfunction prior to prostate cancer (74%), however men
reported post treatment erectile dysfunction with an aver-
age erection hardness of 1.48 (±1.2) (0-4 scale). The erectile
dysfunction domain of the IIEF revealed a mean score of
16.1 (±5.8) out of a possible score of 30. All men except for
two reported the ability to climax, but most men reported
diminished orgasm quality (55.6%). Although the overall
relationship satisfaction scores mean was high on the SEAR
(76.9 ± 24.4), mean sexual relationship satisfaction was low
(49.1 ± 26.3). For complete quantitative results including
the results for IIEF and SEAR, see Table 1. Emergent
themes from the qualitative interviews were the importance
of education/comprehensive information about sex and/or
sexual dysfunction, frustration with sexual dysfunction, the
importance of support and understanding from others, the
importance of intimacy in a relationship, the psychological
ramifications of sexual dysfunction, and prostate cancer
treatment provider satisfaction and/or dissatisfaction.

Theme 1: Importance of education/comprehensive
information
The men in our study spoke about the importance of
education and comprehensive information before and
throughout the process of prostate cancer treatment.
Many men who were dissatisfied with their care were
upset when they were given misinformation or they felt
the information about sexual dysfunction after prostate
cancer treatment was not accurate. Although the men
who were most unhappy about sexual dysfunction after
prostate cancer did not feel well-prepared in terms of
their understanding of the impact of prostate cancer
treatment on sexual function, the men who had come to
terms with their sexual dysfunction felt they had been
well-prepared for the sexual side effects of treatment.
Men recommended that information be repeated before,
during, and after treatment due to challenges in terms of
readiness to learn immediately after the cancer diagno-
sis. They also talked about the challenges of dealing with
a stigmatized topic such as sexual dysfunction. The par-
ticipants said the following:
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Man 21: “I was not prepared for what was to follow…
I think everybody – all the medical staff starting with
nursing and support staff and the doctors themselves,
they really need to inform the patient with what’s
going to happen after the surgery with complications
and side effects and on the surgical end and the
physical end, but also then that the effects from the
surgery should be talked about from the get go so that
patients are not surprised, that they know what’s
going to be heading their way and if it’s – give them
the full information…And I’m very, very emotionally
upset about because if I would have known I think I
would have been in a better place through the first
year and following that first year if I knew.”

Man 16: “I was fully informed by everybody. All the
doctors that were involved fully informed me that
these were things that I was up against if they
removed my prostate… So definitely – you definitely
must keep everybody informed about what’s going
on…It’s really-that’s extremely important ”

Theme 2: Frustration with sexual dysfunction
The men in our study spoke about their frustration with
sexual dysfunction. The men described being upset with
the change in their sexual functioning and the impact it
had on their intimate relationships. Some men described
feelings of loss and grief with changes in orgasm/climax.
Three men in the study were pleased to have more in-
tense climax after surgery. The participants said the
following:

Man 12: “If you have a lack of sensation you don’t
have any nocturnal erections. You don’t wake up with
an erection and I miss that. I miss it a lot. I miss the
sensations of how I used to feel down there, how my
body used to feel...I don’t feel whole and I think about
it every single day…It’s the first thing I think about in
the morning when I wake up and it’s the last thing I
think about at night…”

Man 16: “I have not – I do not have any recall of
having orgasm like I have now. And honest to God
there has to be – I mean sometimes I go into mini
convulsions because the orgasm lasts and it’s so
strong and lasts for probably two minutes.”

Table 1 Sample characteristics

Characteristics N (%)

Total # of participants 27

Age (years), mean ± SD (range) 60.9 ± 8.0 (44-
77)

Race

Caucasian 22 (81.5)

Asian 1 (3.7)

African-American 4 (14.8)

Non-Hispanic 27 (100.0)

Education

Master’s and above 12 (44.4)

Bachelor’s and above 21 (77.8)

Some college 27 (100.0)

Doctorate 5 (18.5)

Prior ED 7 (25.9)

Effective medications taken before prostate cancer
(n = 9)

6 (66.7)

Time since

Surgery (months) (n = 25), mean ± SD 23.5 ± 11.7

Radiation (months) (n = 5), mean ± SD 18.2 ± 13.1

Surgery 25 (92.6)

Robotic 20 (80.0)

Open 5 (20.0)

Nerve-sparring (vs. partial) (n = 24) 21 (87.5)

Hormone treatment 4 (14.8)

Surgery followed by radiation 5 (18.5)

Erection hardness score (n = 26), mean ± SD 1.48 ± 1.18

Orgasm quality

Absent 2 (7.4)

Diminished 15 (55.6)

Normal 6 (22.2)

Better 3 (11.1)

Unknown 1 (3.7)

Pain with orgasm (n = 25) 0 (0.0)

Urine leakage during sex

Never 7 (25.9)

Occasionally 14 (51.9)

Always 6 (22.2)

IIEF (n = 16), mean ± SD

Erectile function 16.1 ± 5.8

Orgasmic function 6.6 ± 3.0

Sexual desire 7.3 ± 2.2

Intercourse satisfaction 8.3 ± 3.3

Overall satisfaction 5.5 ± 2.4

Table 1 Sample characteristics (Continued)

SEAR, mean ± SD

Sexual relationship satisfaction 49.1 ± 26.3

Confidence about self-esteem 66.2 ± 24.8

Overall relationship satisfaction 76.9 ± 24.4

Albaugh et al. BMC Urology  (2017) 17:45 Page 4 of 9



Theme 3: Importance of support and understanding
Not surprisingly, the men and partners we interviewed
impressed upon us the need and importance of support
and understanding, from their partner and from others
in their lives, including their families and support groups
like the Us TOO International Prostate Cancer Educa-
tion and Support Network. An essential element of this
support was communication, especially with the partner,
which could be very difficult for both parties. To enable
this communication, it was crucial for men and their
partners to be open about their intimate feelings and
concerns. The participants said the following:

Man 13: “I’m in a great relationship really for the first
time in my life with a woman who really I don’t think
doesn’t care what we do as long as we’re together. We
enjoy sex a lot not just to be active, just to have
intercourse. Without her I don’t think I would be as
far along in getting my sex life back to where I want it
to be. It’s got to do with her and she’s put up with so
much.”

Partner 1: “And I think in the beginning he felt we
weren’t there for him, the family, because the family –
again, the family does think that the man or father or
the husband is strong, is – he doesn’t get sick. He’s
there, he has the answer, this is how he is. Go, go, go,
I’m here, whatever. And then he gets sick and it’s like,
okay, you’re done, you’re fine, you had the surgery, it’s
okay. But it wasn’t okay to him, but we felt, no, you’re
strong, you’re okay. You’re okay. And that kind of
wasn’t good because he felt we didn’t care. And we
really didn’t understand him.”

Man 9: “I come here (prostate cancer support group)
shaking like a leaf, man. I get in here with a bunch of
guys that had been where I was about to go and man
they gassed me up with that strength. And like I said,
when I came in I was shaking like a leaf. When I left
out I was empowered. “

Theme 4: Importance of intimacy
Intimacy, both physical and emotional, was a priority for
men and their partners. Participants discussed the im-
portance of non-penetrative sex. Most men and their
partners felt that non-penetrative sex was a helpful way
to maintain intimacy. Some participants felt the relation-
ship was stronger after prostate cancer treatment. The
participants said the following:

Man 21: “I was fortunate to find this woman and it
just enhances every single aspect, whatever, if you’re
going to a social event, you’re going on a vacation,
you are just being intimate around the house, you’re

sharing thoughts and dreams. It just encompasses
what life is all about. Some people don’t care about it,
but for the men that do it’s devastating.”

Partner 5: “Anything I could tell anybody going
through this is like, “If you guys are not intimate, and
able to talk with each other now you'd better get that
straight before the surgery. Better get it straight
because you're gonna need each other, and you're
gonna need the intimacy more than you've ever had
it…”

Man 15: “I miss the holding of hands. I miss hugging
and things like that. I don’t – that’s not sex in the
definition of this survey. But that’s what is available to
me in my current physical condition…and so yes, it’s
important.”

Theme 5: Psychological ramifications of sexual
dysfunction
Some of the men we interviewed reported psychological
issues due to the sexual dysfunction that resulted from
prostate cancer treatment. This included many reports
of depression and anxiety, in addition to some suicidal
ideation. One man reported that he’d rather have his
legs cut off than exist in his current state of sexual dys-
function. Men who might not have used clinical terms
like “depression” or “anxiety” nevertheless reported the
psychologically devastating effects of feeling abnormal,
unnatural, and less of a man due to their sexual dysfunc-
tion. There was a sense from men and their partners
that sexual dysfunction has a great impact on every as-
pect of life. Like depression, it can change the very lens
with which men and their partners view and experience
their whole existence. The participants said the
following:

Man 14: “And that made me very depressed. I was
really surprised about that because nowhere in our
research prior to my surgery did I run across that a
whole lot about how one of the side effects mentally
would be depression. And even now I still have some
issues with depression, but it’s been over a year and a
half and I think I’ve adjusted somewhat because I
found that to combat depression I need to stay active,
find things that I used to enjoy that I still enjoy and
not focus so much on the depression aspect because I
had a lot to be pleased about.”

Man 12: “The other thing that happened, and again I
was not told to expect this, was depression. I had a
very serious bout of depression, post op, when I found
out the things that were going on with me physically
and the time it was taking to get to what I hoped
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would be healing. I didn’t understand depression. I
didn’t know I had it but I suffered with it for several
months until I got to the point where I became
suicidal.”

Theme 6: Treatment/provider satisfaction/dissatisfaction
Some men reported dissatisfaction with the treatment
they received, while others were happy with the treat-
ment and the care they received around the treatment.
The majority of men talked about being happy they were
cancer free. Several men talked about their frustration
with their provider’s sole focus on the surgery and the
lack of resources or help with side effects from treat-
ment. Men who were dissatisfied talked about the lack
of support and help from their providers; while men
who were satisfied with their care commented on the
support and help they got from the provider throughout
treatment. Some men felt the provider did not really
understand them in terms of their priorities and their
feelings about sexual function. Some patients regretted
the particular treatment they received or that they re-
ceived treatment at all. The participants said the
following:

Man 17: “Uh, we’re alive, ok? I was Gleason 7. My
statistical life expectancy would be about 12 years,
you know, that’s average. Could be less, could be
more. If I did not get treatment. And, uh, my
mentality– and still is—I got it out, out of my body.”

Man 16: “I mean, this guy gave us an appointment
and sat down with us for two full hours in his office…
He sent me home and said do this kind of research
and to call him if I had additional questions. Well,
after I did a little bit of research, I did have additional
questions so I called and he called me back. I mean, I
couldn’t believe it. I got a call at home from a doctor.
And then he spent another 45 minutes after having
spent this two, two and a half hours with me – a half
hour after ___ (partner) left and then spent another
40 minutes with me on the telephone. I just thought
that was awesome.”

Man 1: “I think back. Maybe I shouldn’t have done it
(the surgery). And go with the shorter quality of life
rather than a long life – a longer life with the
situation.”

Partner 1: “Because he would always say, maybe I
shouldn’t have done that. And I’m like; you did it, so
let’s live on and not live in the past…It got better,
yeah. He felt like he was just – didn’t want to live
because it was – he didn’t feel like a man. He felt like,
oh, God, this is a mess.

Discussion
This study was carried out using an open-ended inquiry
into men and their partners’ journeys with sexual dys-
function after prostate cancer treatment. Unlike many
qualitative studies that interview with a semi-structured
model [7, 14–17] or focus-group model [18], an open-
ended question was used to learn the experiences of
men and their partners. The majority of the men under-
went surgical removal of the prostate (93%).The themes
were salient and common across men and partners.
Men emphasized the importance of education and

comprehensive information about sexual dysfunction
throughout the course of prostate cancer treatment.
Men described the need to be better informed about the
negative sexual side effects, in order to proactively man-
age the sexual dysfunction consequences more easily.
Yet, this reality was sometimes complicated by the fact
that some men were not ready to learn about sexual side
effects upon first hearing their cancer diagnosis, as M
Ball, et al. [15] found in a study of men post rectal can-
cer treatment. Nonetheless, similar to findings by M
Ball, et al. [15] and N Hanly, S Mireskandari and I
Juraskova [7], we found that men insisted that more
education at the outset and throughout the process
would alleviate anxiety surrounding side effects. The
men in our study articulated a clear need for compre-
hensive information before, during, and after prostate
cancer treatment. Men who felt well-prepared and in-
formed reported satisfaction with their care, while the
men and partners who did not feel well prepared and in-
formed were unhappy with the care they received.
Some men reported the importance of seeking out in-

formation on one’s own, through books, the internet,
and support groups such as Us TOO International. They
urged their fellow men and partners to do the same.
This finding is echoed in KA Krumwiede and N Krum-
wiede [17] who reported no complaints about a lack of
information. Rather, there was a proactive sense of men
seeking out information on their own, particularly from
men who had already gone through the treatment. This
helped men with treatment choices, as it did in our
study.
Not surprisingly, another major theme was the distress

and frustration caused by sexual dysfunction, which in-
cluded erectile dysfunction, changes in orgasm and
ejaculate, and penile rehabilitation and its accompanying
challenges. These frustrations affected both men and
their partners and led to a whole range of negative feel-
ings, most notably feeling like less of a man. However,
men often assumed their partners were more upset over
their sexual dysfunction than they actually were. Few
partners reported being upset about their male partners’
sexual dysfunction, although they were aware of the
men’s own dissatisfaction. Our study benefited by
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separately interviewing both men and their partners, as
we were able to directly compare what men said to what
their partners said. A small minority of men (n = 3) re-
ported a more intense climax after surgery, which they
found to be a positive experience.
The theme of negative emotions caused by sexual dys-

function is common in the literature [7, 8, 16–19]. In a
quantitative study, T Zaider and colleagues [19] showed
that regardless of level of sexual function, men who per-
ceive a loss of masculinity following treatment are more
likely to be distressed by ED. As most men tied their ED
to “feeling like less of a man,” our study confirms this
finding. Helping men deal with negative emotions, in-
cluding grief and loss, is an important part of care.
The psychological ramifications of sexual dysfunction

following prostate cancer treatment were articulated by
many participants. The majority of men we spoke to
reported psychological distress resulting from post-
treatment sexual dysfunction, including depression,
anxiety, and suicidal ideation. Some sought outside pro-
fessional counseling or prostate cancer support groups
to remedy their situation, and reported positive results
in this endeavor. Other studies in the field report similar
psychological ramifications as a result of sexual dysfunc-
tion [7, 8, 17, 18, 20]. Some men reported the same need
to seek outside psychological help, since the primary
care provider was not available for such services [7, 20].
N Hanly, S Mireskandari and I Juraskova [7] found not
only that the men in their study struggled with depression,
but this depression acted as a catalyst for psychological
distress due to un-related issues, such as retirement.
Offering comprehensive mental health services may be
beyond the scope of practice for many urology clinics, yet
having a strong referral network of mental health profes-
sionals and sexual therapists available will strengthen the
care and provide a team-based approach.
The frustration and psychological suffering from sex-

ual dysfunction led men to talk about the importance of
support and understanding from others. Others included
their partners, their families, and support groups like Us
TOO International. Communication was at the heart of
this support. Fueling the communication was a sense of
openness. Neither communication nor openness was
easily achieved. KA Krumwiede and N Krumwiede [17]
uncovered the same theme, with a particular emphasis
on the gratitude men felt for this support, especially
from partners. N Hanly, S Mireskandari and I Juraskova
[7], MW Kazer, J Harden, M Burke, MG Sanda, J Hardy
and DE Bailey [14], CJ Nelson, S Lacey, J Kenowitz, H
Pessin, E Shuk, AJ Roth and JP Mulhall [18] also found
this theme. At the heart of this support and understand-
ing from their partners, the men in our study spoke of
the importance of intimacy. Romantic relationships are
often driven by intimacy, but perhaps our more

surprising finding is that many men said that after diag-
nosis, and especially after treatment, they grew closer to
their partners. They were not romanticizing cancer, or
wishing it upon others, but some men did say that their
relationship to their partner is now better than it was
prior to being diagnosed. The process and possibility for
physical intimacy was an integral element of this post-
treatment emotional intimacy, as men and their partners
struggled to resume their sexual lives in the face of
men’s post-treatment sexual dysfunction. However, the
men reported greater concern with physical intimacy
and sex than their partners. To maintain physical intim-
acy, many couples turned to non-penetrative sex or
“outercourse,” such as oral sex, manual stimulation,
handholding, and cuddling. N Hanly, S Mireskandari
and I Juraskova [7], L Jakobsson, L Persson and P
Lundqvist [21] found a similar deepened relationship
with spouse. However, many partners in N Hanly, S
Mireskandari and I Juraskova [7] were unwilling to en-
gage in outercourse and less supportive with side effects
from treatment. Partners that interviewed in our study
were positive about outercourse and supportive with side
effects from treatment.
Finally, we found a range of experiences with treat-

ment and treatment provider satisfaction. Many men
were angry at their providers for being overly optimistic
about their post-treatment sexual and urinary functions.
Others felt wronged by a lack of care or attention by
their surgeons. Some of these men regretted their par-
ticular treatment or that they received treatment at all.
These findings were echoed in CJ Nelson, S Lacey, J
Kenowitz, H Pessin, E Shuk, AJ Roth and JP Mulhall
[18]. On the other hand, some men in our study
expressed no illusions about the role of the surgeon. The
removal of the cancer was the primary job. Other care
needs were met with a team based approach, including
doctors, nurses, and support staff. Some men expressed
deep gratitude towards their doctors and nurses for
meeting with them for extended periods of time and an-
swering all their questions and concerns with depth and
patience. These patients felt well-informed about all side
effects, including sexual side effects. N Hanly, S
Mireskandari and I Juraskova [7] also found that men
placed trust in doctors who provided ample info and an-
swered lots of questions. MW Kazer, J Harden, M Burke,
MG Sanda, J Hardy and DE Bailey [14] reported that
men cited their confidence in the healthcare team as one
of their reasons for a good recovery. Many men in our
study were satisfied with the reality of being cancer-free,
with or without sexual dysfunction. Even those men and
partners who were frustrated with sexual dysfunction felt
grateful to be free of prostate cancer. L Jakobsson, L
Persson and P Lundqvist [21] found men expressed a
similar gratitude for life, as well as anxiety about death.
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The health care team plays a crucial role in establishing
expectations for care and recovery, and guiding patients
and their partners through the journey.
Although this study involved a relatively large group of

men and partners from across the country, there were limi-
tations to this study. Men who had been treated for pros-
tate cancer were invited to speak about their experience
with sexual dysfunction from the clinic of the principal in-
vestigator and from prostate cancer support groups. Thus,
men self-selected to participate in the study and their views
may not represent the views of other men who did not
self-select to participate. Although the sample size is fairly
large for a qualitative study, this sample of men was rather
homogeneous in race, socio-economic status, and educa-
tion. The majority of the men in this study underwent sur-
gical removal of the prostate and this is consistent with the
most common treatment choice in America. Only 7% of
the men in this study had radiation without surgery. Add-
itionally, men were asked post-treatment to describe their
pre-treatment sexual function which can lead to recall bias.
Future research might include a more diverse sample of
men including more men who underwent radiation ther-
apy as a primary treatment. It might also be beneficial to
collect information prior to and following treatment.

Conclusion
This study provides qualitative descriptions of men's and
partners' journeys with sex and intimacy after prostate
cancer treatment. Prostate cancer survivors and their
partners report a need for accurate information about
sexual side effects before, during, and after prostate can-
cer treatment. Men and their partners want providers to
be sensitive to their sexuality and assist them in finding
appropriate help to deal with sexual dysfunction. Men
with sexual dysfunction after prostate cancer treatment
report not only frustration with sexual problems, but de-
pression and anxiety. Men identified support and under-
standing from partners, family, and prostate cancer
support groups as an important aspect of the healing
process. Involving and engaging partners when dissem-
inating information about intimacy and sex after pros-
tate cancer treatment is also important.
Understanding the impact of the anticipated side ef-

fects, like erectile dysfunction, and assisting patients
with treating erectile dysfunction, is imperative to treat-
ment satisfaction. Results of this study can be used by
healthcare providers to improve care and promote in-
timacy for the man and his partner by providing com-
prehensive information about sexual issues throughout
and after treatment and providing resources addressing
sexual dysfunction and depression and anxiety.

Abbreviations
ED: Erectile dysfunction; IIEF: International Index of Erectile Function;
SEAR: Self-Esteem and Relationship Questionnaire

Acknowledgements
Expertise in qualitative research methods was provided by David Victorson,
PhD, Northwestern University and the authors wish to thank him for his
help.

Funding
Funding was provided by the NorthShore University HealthSystem
Foundation and the William D. and Pamela Hutul Ross Clinic for Sexual
Health.

Availability of data and materials
The datasets generated and/or analyzed during the current study are
not publicly available due to the large size of the transcripts from each
interview and sensitivity and specificity of some of the information from
the interviews, but the demographic information and some of the de-identified
descriptions can be made available upon reasonable request to the
corresponding author.

Authors’ contributions
JA conceived the study, conducted interviews, analyzed the data, and
drafted the manuscript. NS conducted interviews, analyzed the data, and
drafted the manuscript. BL performed the statistical analysis. JP helped
analyze the data and draft the manuscript. ST helped draft the manuscript.
All authors have read and approved the final manuscript.

Authors’ information
Jeffrey Albaugh is the principle investigator and Director of Sexual Health at
NorthShore University Healthsystem. Inquiries can be made to Dr. Albaugh
by email at jalbaugh@northshore.org. Nat Sufrin is a student at The Doctoral
Program in Clinical Psychology, The City College of the City University of
New York, New York, NY, USA. Brittany Lapin is affliated with Cleveland Clinic,
Cleveland, OH, USA. Sandi Tenfelde is affliated with The Marcella Niehoff
School of Nursing, Loyola University of Chicago, Maywood, IL, USA.
Jacqueline Petkewicz is affiliated with NorthShore University HealthSystem.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not applicable- only de-identified data was used in the manuscript.

Ethics approval and consent to participate
All procedures performed involving human participants were in accordance
with the 1964 Helsinki declaration and its later amendments and the ethical
standards of the internal institutional research committee, NorthShore
University HealthSystem Research Institute. The study was approved by the
NorthShore University HealthSystem Institutional Review Board initially and
with ongoing yearly appraisal and approval. Informed consent to participate
was obtained from all individual participants included in the study.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1John and Carol Walter Center for Urological Health, NorthShore University
HealthSystem, 2180 Pfingsten Road, Suite 3000, Glenview, Illinois 60026, USA.
2The Doctoral Program in Clinical Psychology, The City College of the City
University of New York, New York, NY, USA. 3Cleveland Clinic, Cleveland, OH,
USA. 4The Marcella Niehoff School of Nursing, Loyola University of Chicago,
Maywood, IL, USA.

Received: 14 December 2015 Accepted: 31 May 2017

References
1. American Cancer Society: Cancer facts and figures. American Cancer

Society. 2017. Atlanta, GA, USA. Retrieved from https://www.cancer.org/
research/cancer-facts-statistics/all-cancer-facts-figures/cancer-facts-figures-
2017.html.

Albaugh et al. BMC Urology  (2017) 17:45 Page 8 of 9

https://www.cancer.org/research/cancer-facts-statistics/all-cancer-facts-figures/cancer-facts-figures-2017.html
https://www.cancer.org/research/cancer-facts-statistics/all-cancer-facts-figures/cancer-facts-figures-2017.html
https://www.cancer.org/research/cancer-facts-statistics/all-cancer-facts-figures/cancer-facts-figures-2017.html


2. Yarbro CH, Ferrans CE. Quality of life of patients with prostate cancer
treated with surgery or radiation therapy. Oncol Nurs Forum. 1998;25(4):
685–93.

3. Potosky AL, Davis WW, Hoffman RM, Stanford JL, Stephenson RA, Penson
DF, et al. Five-year outcomes after prostatectomy or radiotherapy for
prostate cancer: the prostate cancer outcomes study. J Natl Cancer Inst.
2004;96(18):1358–67.

4. Korfage IJ, Essink-Bot ML, Borsboom GJ, Madalinska JB, Kirkels WJ, Habbema
JD, et al. Five-year follow-up of health-related quality of life after primary
treatment of localized prostate cancer. Int J Cancer. 2005;116(2):291–6.

5. Mols F, Korfage IJ, Vingerhoets AJ, Kil PJ, Coebergh JW, Essink-Bot ML, et al.
Bowel, urinary, and sexual problems among long-term prostate cancer
survivors: a population-based study. Int J Radiat Oncol Biol Phys. 2009;73(1):
30–8.

6. Meyer JP, Gillatt DA, Lockyer R, Macdonagh R. The effect of erectile
dysfunction on the quality of life of men after radical prostatectomy. Br J
Urol Int. 2003;92(9):929–31.

7. Hanly N, Mireskandari S, Juraskova I. The struggle towards ‘the new Normal’:
a qualitative insight into psychosexual adjustment to prostate cancer. BMC
Urol. 2014;14:56.

8. Hedestig O, Sandman PO, Tomic R, Widmark A. Living after radical
prostatectomy for localized prostate cancer: a qualitative analysis of patient
narratives. Acta Oncol. 2005;44(7):679–86.

9. Creswell JW. Qualitative inquiry and research design: choosing among five
traditions. Thousand Oaks: Sage Publications; 1998.

10. Braun V, Clarke V. Using thematic analysis in psyhology. Qual Res Psychol.
2006;3(2):77–101.

11. Mulhall JP, Goldstein I, Bushmakin AG, Cappelleri JC, Hvidsten K. Validation
of the erection hardness score. J Sex Med. 2007;4(6):1626–34.

12. Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J, Mishra A. The
international index of erectile function (IIEF): a multidimensional scale for
assessment of erectile dysfunction. Urology. 1997;49(6):822–30.

13. Cappelleri JC, Althof SE, Siegel RL, Shpilsky A, Bell SS, Duttagupta S.
Development and validation of the Self-Esteem And Relationship (SEAR)
questionnaire in erectile dysfunction.[Article]. Int J Impot Res. 2004;16(1):
30–8.

14. Kazer MW, Harden J, Burke M, Sanda MG, Hardy J, Bailey DE. The
experiences of unpartnered men with prostate cancer: a qualitative analysis.
J Cancer Surviv. 2011;5(2):132–41.

15. Ball M, Nelson CJ, Shuk E, Starr TD, Temple L, Jandorf L, et al. Men's
experience with sexual dysfunction post-rectal cancer treatment: a
qualitative study. J Cancer Educ. 2013;28(3):494–502.

16. Iyigun E, Ayhan H, Tastan S. Perceptions and experiences after radical
prostatectomy in Turkish men: a descriptive qualitative study. Appl Nurs Res.
2011;24(2):101–9.

17. Krumwiede KA, Krumwiede N. The lived experience of men diagnosed with
prostate cancer. Oncol Nurs Forum. 2012;39(5):E443–50.

18. Nelson CJ, Lacey S, Kenowitz J, Pessin H, Shuk E, Roth AJ, et al. Men's
experience with penile rehabilitation following radical prostatectomy: a
qualitative study with the goal of informing a therapeutic intervention.
Psycho-Oncology. 2015;24:1646–54.

19. Zaider T, Manne S, Nelson C, Mulhall J, Kissane D. Loss of masculine identity,
marital affection, and sexual bother in men with localized prostate cancer. J
Sex Med. 2012;9(10):2724–32.

20. O'Brien R, Rose PW, Campbell C, Weller D, Neal RD, Wilkinson C, et al.
Experiences of follow-up after treatment in patients with prostate cancer: a
qualitative study. BJU Int. 2010;106(7):998–1003.

21. Jakobsson L, Persson L, Lundqvist P. Daily life and life quality 3 years
following prostate cancer treatment. BMC Nurs. 2013;12:11.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Albaugh et al. BMC Urology  (2017) 17:45 Page 9 of 9


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Sample/Study population
	Inclusion criteria
	Procedures
	Analysis
	Measures

	Results
	Theme 1: Importance of education/comprehensive information
	Theme 2: Frustration with sexual dysfunction
	Theme 3: Importance of support and understanding
	Theme 4: Importance of intimacy
	Theme 5: Psychological ramifications of sexual dysfunction
	Theme 6: Treatment/provider satisfaction/dissatisfaction

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Authors’ information
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Publisher’s Note
	Author details
	References

