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ABSTRACT 

Aim 

This study explores experiences of female partners of men who had a diagnosis of prostate cancer 

(PCa), with the aim of understanding the impact of PCa on females.  

Background 

Around 400,000 men across the UK are living with or beyond PCa, suggesting that 250,000 women 

will have a partner with PCa. Previous research has mostly used investigation. Few studies have 

focused specifically on female partners recruited independently of men, which is the focus of the 

current study. 

Method 

Using constructivist grounded theory (CGT), 24 face-to-face and two internet facilitated interviews 

were audio-recorded. Data were transcribed verbatim and analysed using an iterative technique. In 

keeping with CGT, the scoping review was conducted after analysing data. This focused on 

experiences and support needs of female partners.  

Findings 

A substantive theory of ‘The female co-survivor’ included 4 pillars, ‘negotiating the health system’; 

‘caring, supporting, and protecting’; ‘losing self’; and ‘retaining/regaining self’. Results indicate that 

women experience impacts on marital relationships, communication, socialising, self-esteem, and 

emotional well-being, which concurs with results of the scoping review. Of note, only eight out 188 

studies recruited women independently from men. However, current findings illustrate an unmet 

need, as  women require practical information on how to care for men across the trajectory of life 

beyond PCa, and have unmet self-care needs. The current work adds to the literature because it 

demonstrates the longevity of the impact of PCa on female partners, some for more than twenty 

years.  

Conclusion 

PCa affects female partners’ lives in a myriad of ways. Those PCa patients living beyond cancer often 

have access to support groups, but the opportunity for female partners to communicate about their 

experiences is limited. Women travel the pathway of cancer recovery with their male partners, they 

are co-survivors and require support to adjust to the changes and challenges that prostate cancer 

imparts on their lives. 
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Chapter 1     Background and Introduction 
 

1.0 Chapter Introduction 
The aim of this chapter is to provide the reader with an understanding of prostate cancer (PCa). The 

on-going debate and controversy over prostatic specific antigen (PSA) screening/the possible 

overdiagnosis of PCa is touched upon. The  variety of treatment options and their associated long-

term side effects are listed. Table 1.1 shows the multiplicity of treatment options which the patient 

and his partner may need to consider depending on the stage and histology of the disease. The 

chosen option and the long-term side effects resulting from the treatment can have a bearing on the 

patient, his partner, and their relationship. The impact of how the partner could be affected provides 

the rationale for the current study. The chapter closes with clear identification of the research aims 

and objectives and an overview of the structure of the thesis. 

1.1 Definition of Partners in the context of this study 
This study focuses specially on the impact of PCa on the female partners; statistics within the UK 

estimate that 61% of adults in the UK are partnered, 94% of whom are in heterosexual relationships 

(Office of National Statistics, 2018). While the diversity of human relationships is acknowledged, only 

female (assigned gender at birth) partners of men have been included in the current study. 

However, it is noted that transgender women also have a risk of developing PCa as the prostate 

gland is not removed during gender reassignment. Whilst the need for research exploring the impact 

of PCa on men in same sex relationships is warranted, Hill and Holborn (2016) and Doran, Beaver, 

Williamson, and Wright (2015) assert that people from Lesbian, Gay, Bisexual and transexual (LGBT) 

communities have different and specific psychosocial and psychosexual needs compared to 

heterosexuals. Such differences may arise due to differing attitudes and sexual practices. Indeed, 

Fish and Williamson (2018) asserted that heterosexist norms and systems may result in non-

heterosexual patients and their partners feeling alienated. Moreover, a specialist support group for 

gay/bisexual men and their partners, “Out With Prostate Cancer”, was founded by Sean Ralph in 

2013 because he recognised the specific and unique needs of this population. 

Previous research also shows that gender plays a significant part in the stresses an individual 

experiences when dealing with a cancer diagnosis, either as a patient or the partner of a patient 

(Ussher and Sandoval 2008, Broady 2015,  Pinks, Davis, and Pinks 2018,), with females 

demonstrating higher levels of stress and anxiety across numerous studies. Taking gender 

differences into account and being cognisant of the work relating to gay, bisexual and transexual 

minority populations, it was felt that this study should focus wholly on female partners. 
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The rationale for excluding male partners is discussed further in chapter 3.   

 

1.2 Prostate Cancer  
Cancer is a collection of more than 200 distinct pathologies, but they are unified by the characteristic 

of uncontrolled cell growth. Cancer can occur in any organ or tissue of the human body. The prostate 

is a gland that forms part of the male genitourinary system. The prostate transforms testosterone, 

produced by the testes, into dihydrotestosterone (DHT), the biologically active form of the androgen 

hormone. The prostate produces fluid that constitutes one third of the volume of semen. The fluid 

contains a variety of enzymes, one of which is prostate-specific antigen (PSA) the purpose of which is 

to thin the semen and prevent clumping of the sperm. Prostate fluid offers the appropriate 

environment for protection, motility and survival of spermatozoids. Contraction of the muscular cells 

of the prostate are responsible for the ejaculation of the seminal fluid.  Since the prostate is integral 

to both semen production and ejaculation, it is important to male fertility. 

The prostate gland lies in the lower pelvis, behind the pubic bone, below the bladder and 

surrounding the urethra. It is also in close proximity to the rectum (Trad 2016).  

1.2.1 Incidence, diagnosis and staging 
PCa is the most common cancer in men in across all four countries of the UK with a total of 48,693 

cases diagnosed in 2017 (Informational Services Division, 2017; Northern Ireland Cancer Registry, 

2017; Office for National Statistics, 2018; Public Health Wales, 2019)1. It is estimated that 1 in 6 men 

in the United Kingdom born after 1960 will develop PCa during their lifetime (Smittenaar et al., 

2016). It accounted for 26% of all male cancers diagnosed in the United Kingdom in 2016 and is the 

second leading cause of cancer deaths in males (Cancer Research UK, 2016). The number of cases 

diagnosed between 1995 and 2016 have risen by 41%. This can be partially explained by factors such 

as improved diagnosis, screening and biopsy, not to mention a general increasing longevity in the 

population. However, between 2006-2016, when these factors have been more stable, the European 

Age Standardised Rates for the UK have still indicated a rise of 4% in cases of PCa (Smittenaar et al,. 

2016). Figure 1.1 shows the incidence of PCa compared to the incidence of other cancers in 

European males. 

As with most cancers, the risk of developing PCa is related to increasing age; it is rare under the age 

of 40 and the risk rises rapidly over the age of 70, with the average age for diagnosis being 73. 

However, there has been a trend of increasing incidence in men under the age of 60, with a decrease 

 
1 2017 is the most recent available year of statistical information on PCa incidence in England. Scotland, Wales, 
and Northern Ireland have more recent statistics available. 
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in those over 80 years (Bleyer, 2020; Gupta, 2017). This has been mirrored across many countries 

and has given rise to a worldwide debate on the ‘over-diagnosis’ of PCa, as it can be an indolent 

cancer that older men die with rather than death resulting from clinically significant disease. It is 

estimated that at post-mortem there will be an incidental finding of PCa in 30% of men in the 50+ 

age group and this rises to 70% in men over 70 years old at time of death (Ilic et al., 2013).  Some 

health professionals therefore argue that too many men are being treated unnecessarily, and this 

results in lower quality of life (QoL) for these men since most treatments have a risk of long-term 

side effects  (McCaffery et al., 2019; Martin et al., 2018). That said, PCa can metastasise readily, 

particularly in younger men. It can cause significant symptoms and lead to death in some individuals 

within a short time frame if left untreated. Almost 12,000 lives are lost annually in the UK to PCa and 

it is estimated that there are an additional 280,000 men in the UK who have survived after a 

diagnosis/treatment for PCa. Encouragingly, 85% of men diagnosed in the 60-69 age group will live 

10 years or more beyond their diagnosis. In the UK, the mortality rate from PCa fell by 12% between 

2006 – 2016, so more individuals are now dealing with treatment side effects (National Institute of 

Clinical Excellence, 2019).  

There is a worldwide variation in the incidence of PCa, with the highest incidence in North Americans 

(particularly African Americans) and Europeans, while the lowest incidence is found in East Asia and 

Latin America (ref). For many years the trend was showing an increase in incidence and mortality but 

Culp et al. (2020) have recently reported a decrease and/or stabilisation in both incidence and 

mortality, particularly in high income countries. These changes have been attributed to changes in 

Prostate Specific Antigen (PSA) screening and improved treatment methods. 

There is no single definitive cause attributable to PCa, but it has long been evident that the vast 

majority of cases are hormonally dependent, as it never occurs in castrated men. It has been linked 

to dietary factors, such as intake of animal fats and red meat and thereby to obesity. A genetic link 

has been established in 5-10% of cases and those with a first degree relative with PCa have double 

the risk of developing it compared to those without family history. There is also an established 

genetic link with BRCA2 germline mutations increasing the risks five-fold, but this accounts for only 

around 2% of disease onset (Trad 2016). This has prompted research to identify more accurate tests 

to detect high-risk individuals with genetic susceptibility (Grönberg et al,. 2018) Work is also on-

going in examining in-utero factors. Smoking and alcohol consumption have been excluded as 

contributory factors, as have vasectomy and physical activity (Tobias and Hochhauser 2014). 
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Figure 1.1 Incidence of prostate cancer as % of all male cancers in UK 

PCa is often asymptomatic, hence the high rate of incidental findings on post-mortem. It is therefore 

frequently found at routine medical examination, if men attend for these, or as a result of PCa 

screening. Increased levels of PSA in the blood in isolation is not a definitive sign of PCa but can be 

utilised as an indicator that further investigation is required (Klaassen, 2019). PSA can be raised as a 

result of benign prostatic hyperplasia, or other non-cancerous conditions such as trauma or urinary 

tract infection. PSA levels also tend to increase with increasing age as a normal feature. The use of 

PSA as a screening tool has generated controversy  (Moyer, 2012; Ilic, 2013), as the use of PSA 

combined with digital rectal examination (DRE) in older asymptomatic men has a detection rate of 

around 1% for active cancers. The European Randomized Study of Screening for Prostate Cancer 

(ERSPC) 13 year follow-up study (Schröder et al., 2014) showed evidence that PSA testing reduced 

mortality by approximately 20% in the 55-69 age group and a later subgroup analysis demonstrated 

an even more significant reduction in mortality (Djavan et al., 2010; Schröder et al., 2014), however 

this was contrary to the findings of the prostate section of the prostate, lung, colorectal, and ovarian 

(PLCO) screening trial undertaken in the USA. The statistics from the intervention and control group 

within the prostate screening cohort in the PLCO trial, with a median follow-up time of more than 14 

years, showed no benefit of screening programme compared to opportunistic screening (Pinsky et 

al., 2017). The harms associated with PSA based screening have been debated at length, but the 

dichotomy remains. A Scandinavian study confirmed that routine biannual PSA screening reduced 

the risk of diagnosis of metastatic PCa by a factor of 1.8, but this was balanced by an increase in 

diagnosis of early stage PCa that might never have required intervention since the great majority of 

men with PCa diagnoses die from other causes (Parahoo et al,. 2013). This is supported by SEER 
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(2018); the 10-year risk of death from other causes in men diagnosed with PCa is almost 60% higher 

than death from PCa regardless of tumour grade (National Cancer Institute, 2018). PSA screening is 

not routinely available in the United Kingdom, but men can request the test in consultation with 

their GP, and it will be provided free of charge as part of the National Health Service (NHS). 

When active PCa has been diagnosed, PSA can be a valuable tumour marker as there is often 

correlation between PSA levels and the extent of the disease (Klaassen, 2019). It is particularly useful 

for monitoring response to treatment with decreasing PSA levels indicative of a good response and 

importantly, a sharp fall over a short time frame is associated with a good prognosis. During follow-

up, rising PSA levels can be a sign of PCa recurrence (von Eyben, 2022).  

PCa is often diagnosed as a result of men presenting with urinary tract infections or urinary 

obstructions. Due to the fact that PCa can be asymptomatic for a long time, some men may present 

with bone pain, particularly in the back or pelvis (Barsouk, 2020). Diagnosis of PCa is not always as 

straightforward as some other cancers. In addition to the clinical digital rectal examination and 

biochemical signs of elevated PSA, and despite the addition of trans-rectal ultrasound (TRUS) 

imaging, histopathology is essential for distinguishing between benign, indolent, and aggressive 

tumours. The Gleason system (Egevad et al., 2016) is still seen as the most valuable prognostic 

indicator for those with PCa. For this system, the growth pattern and degree of cellular pattern 

change is assessed and given a number from 1 (most like normal cells) to 5 (least like normal cells). 

Generally, six cores are collected for examination and the values of most prevalent grade and the 

second most prevalent grade are combined to give a score which could range from 2 to 10. Gleason 

scores greater than 6 are associated with a poorer outcome, this is assessed in combination with the 

amount of cancerous tissue in the biopsies. However, since biopsies in PCa are non-targeted to 

specific growth areas (unlike breast cancers for example), it is possible to have a ‘geographical miss’ 

for a tumour, resulting in a false negative rate of around 25% (Tobias and Hochhauser, 2014; Trad, 

2016); if there is persistent clinical suspicion these patients will be monitored.  It is also possible to 

find PCa precursor cells: prostatic intraepithelial neoplasia which will require on-going monitoring.  

1.2.2 Prognosis and treatment 
The natural progress of PCa may be slow and might never pose a threat to the man during his 

natural lifespan. However, clinically significant PCa is likely to progress rapidly and become fatal. The 

difficulties in distinguishing between the prognostic factors for clinically significant as opposed to 

non-clinically significant PCa can be difficult and can lead to over-treatment of the disease if 

physicians and/or patients are not completely satisfied that a decision not-to-treat is efficacious. 

Previous research estimates that 17% - 50% of PCa diagnoses would not cause morbidity or mortality 

if left untreated (Moyer et al 2012, Ilic et al., 2013). Research by Pathirana et al. (2019) suggests that 
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41% of PCa treatments in Australia are the result of overdiagnoses. This is comparable with the 

findings of Heijnsdijk et al., (2009), and although the latter study focused on the financial costs of 

overdiagnoses, some cognisance was afforded to the impact of chronic side effects resulting from 

such unnecessary treatments; the authors estimate that 5 -14% experience bowel problems, 23-48% 

of men treated have on-going urinary side-effects, while 40-74% will experience problems related to 

erectile dysfunction(ED)/sexual intimacy. McCaffery et al. (2019) emphasise the pressures men felt 

to have treatment once a diagnosis has been confirmed and the lack of information available to 

them on the option for active surveillance.  

Such over-diagnosis will impact not only the man who is undergoing unnecessary treatment but his 

immediate family too in terms of stress and worry, but particularly his partner; especially given the 

high propensity for the development of chronic side-effects related to the male reproductive system 

(Heijnsdijk et al., 2009). Avoiding unnecessary diagnosis/treatment is therefore imperative to both 

the man and his partner. 

PCa staging can be a complicated process because of the combination of Gleason scores, PSA levels, 

ethnic risk factors that result in variation in progression, familial risk factors, and age at diagnosis. 

Most cancers are staged using the universal TNM system, Tumour (T1-4), Node (1-3), Metastasis (M0 

or M1), but prostate cancers are often staged using the American Joint Cancer Committee (AJCC) 

Staging. This has four stages that take into account the Gleason score and other prognostic factors, 

previously described, alongside the TNM classification. Regardless of the staging system employed, 

the earlier a cancer is detected the better the prognosis. In the UK around 60% of men are stage 1 or 

2 when diagnosed, this results in 85% of men living 10 years or more beyond their diagnosis 

(National Institute of Clinical Excellence, 2019).  

A wide variety of treatments are available depending on the stage, grade, age, family history, and 

patient preference as can be seen in Table 1.1: Treatment approaches for PCa. The geographical 

location of the patient also has a bearing on likely treatments that can be offered as options. 

Deciding on the treatment option that best suits their lifestyle and future quality of life can therefore 

be difficult for men. NICE guidelines NG131 (2019) explicitly state that partners or carers should be 

included in the decision-making process, should this be the preference of the person receiving a 

diagnosis (sections 1.1.9, 1.1.12, 1.1.13 of the guidelines). Although the guidelines have been 

updated in 2019, the inclusion of partners has been unambiguous since at least 2008. 

1.2.3 Quality of life issues beyond diagnosis 
The vast majority of treatments have physical side effects, but it should be noted that psychological 

side effects are just as prevalent with reports of changes of feelings of masculinity, erosion of self-
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esteem, and disturbed body image. Even the option of ‘watchful waiting’ can have a significant 

impact on both the male and his partner and it has been shown that the diagnosis itself may cause 

sexual dysfunction (Katz, 2005). Sexual changes are unarguably the most common reported 

complication of treatment for PCa. In this respect, it is important that partners are made aware of 

the implications of treatment for PCa, since their lives will also be affected by the decisions made 

regarding treatments. Much research has concentrated on erectile dysfunction (ED), however other 

side effects are also common, as can be seen from Table 1.1. Long-term side effects of treatment 

can impact significantly on quality of life for both the person with cancer and their partner. Research 

has been undertaken to develop treatments that minimise or eliminate side effects and ensure 

minimal impact after treatment. New treatments are constantly emerging as a result of such 

research and will benefit men currently having treatment or those diagnosed in the future. However, 

given that 400,000 men in the UK are estimated to be living with or beyond PCa diagnosis (Prostate 

Cancer UK, 2019) many have had treatment prior to the development of the recent innovations to 

reduce side effects therefore many of those men (and their partners) will have experienced an 

impact on theirQoL. A cancer diagnosis does not occur in a vacuum. When someone is diagnosed 

with cancer, the effects are much further reaching than the person with that diagnosis. 

Repercussions can ripple out to the entire family and social circle, but it is the partner in particular 

who has to cope with concerns about their ability to provide the emotional and practical support for 

their loved one and, of course, the possibility of losing the other half of the couple (Grant et al,. 

2005; Ervik., et al. 2013; Papadopoulou and Schubach, 2020; Collaço et al,. 2021; Ihrig et al., 2021). 

Stressors on partners are present for the entirety of the cancer journey and although a large number 

of men will survive for many years post treatment, it can be difficult or even impossible to surmount 

the pressures and return to the pre-diagnosis concept of normality (Hanly et al., 2014; Williams. et 

al,. 2014; Katz, 2007; Langer et al., 2007). Couples then must redefine their relationships. The effort 

and scale of change required will vary between couples. A lot depends on the type of relationship 

before the diagnosis; sometimes these strains are too great and existing difficulties will be 

emphasised or multiplied and the relationship will not survive, for others such a life-challenging 

event will bring them closer together (Thaler-DeMers, 2001). Although couples face these challenges 

as part of a relationship, they are individuals and may identify different hurdles or priorities. 

Trajectories through the cancer continuum can be at a very different pace for each of the partners 

(Dagan et al., 2011; Fagundes et al., 2012; Segrin et al., 2012). 
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Treatment Pt group Advantages/disadvantages Early Complications Late Complications 

Watchful waiting All localised PCa or 
suspected PCa (NICE 
2008) 

No treatment therefore no physical side 
effects. PSA & DRE every 3-6 months.  
Psychological stress of having cancer diagnosis 
and not receiving active treatment 

N/A N/A 

Active 
surveillance 

Preferred treatment 
for low risk men, 
option for 
intermediate risk 
localised PCa 

PSA, DRE every 3-6 months, Multiparametric 
MRI (since 2019 [Likert scale 1-2 results from 
MRI no biopsy]) Likert scale 2+ from MRI - 
annual biopsies/repeat biopsies. Minimally 
invasive. May delay treatment to a time when 
co-morbidities limit options. No standardised 
approach. (START, ProTECT, PIVOT, PRIAS) 
Psychological stress of having cancer and not 
having treatment. 

Disease spread between 
surveillance. 
Infection and bleeding at 
biopsy 

  

Open Radical 
Prostatectomy 
(+/- nerve 
sparing) 

T1 & T2 with life 
expectancy > 10yrs 

Best long-term chance of cure but high 
morbidity & blood loss 

Infection, DVT, PE, rectal 
injury, blood loss. 

Incontinence, erectile 
dysfunction, anastomotic 
stricture 

Laparoscopic 
Radical 
Prostatectomy 
(LRP) 

T1 & T2 with life 
expectancy > 10yrs 
Not always suitable 
for obese, large 
prostate, previous 
abdominal surgery, 
need for nerve 
sparing. 

Post-op hospital stay 1-2 days but still major 
surgery and high levels of post op care and 
caution required. Temporary catheterisation 
required. 
Technically difficult technique for surgeons, 
long learning curve, limited availability. 

Urine leak, pelvic 
haematoma, infection. 

Incontinence, erectile 
dysfunction 

Robotic Assisted 
Radical 
Prostatectomy 
(RARP) 

T1, T2, T3 disease.  Reduced blood loss, reduced post-op pain, 
reduced scarring, earlier return to normal 
activity for patient. Reduced positive surgical 
margins, earlier regain of continence and less 
erectile dysfunction (dependent on Gleason 
score/clinical stage). Training is still difficult for 

  Long term complications are 
difficult to assess but appear 
to be fewer long-term 
problems and expected 
continence rates are in the 
order of 90% with erectile 
function in the order of 50-
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Treatment Pt group Advantages/disadvantages Early Complications Late Complications 

surgeons but easier than LRP. No large scale 
RCT’s. 
Expensive system.  

70% achieving penetrative 
intercourse. 

Brachytherapy Low & intermediate 
risk localised disease 
(T1 & T2) 

Trans-perineal implant under anaesthetic but 
normally only day case admission. Rapid return 
to normal activity. High tumouricidal dose 
confined to prostate.  Erectile function 
preserved. 

Initial reduction in urine 
flow. Diarrhoea approx. 
5% Pts 
Radioactive seeds may be 
dislodged and excreted in 
ejaculate. 

1% require Transurethral 
Resection (TUR) 

High Intensity 
Focused 
Ultrasound 

Low & intermediate 
risk localised disease 
(T1-T2c) Salvage 
after EBRT. 

Not suitable for large glands, or if calcium 
deposits in gland. Minimally invasive, 
anaesthetic required, day-case. Limited 
availability of HIFU. 

UTI, urethral stricture, 
transient incontinence. 

Difficult to assess accurately 
because of limited use. 
Urinary retention requiring 
surgery (2%), 
Erectile dysfunction (25-30%)  

Cryotherapy Locally advanced PCa 
(T2c-T3b), salvage 
after failed EBRT 

Lack of literature/clinical trials.   Erectile dysfunction (53-96%) 

External Beam 
Radiotherapy 
(EBRT) 

Low & intermediate 
risk localised disease 
(T1-T2c) 

Prostate position variable due to bladder/rectal 
filling. High tumouricidal doses to prostate 
possible but radiation dose to surrounding 
‘normal’ tissues.  

Cystitis, diarrhoea, skin 
erythema. 

Erectile dysfunction (40-
70%), urethral stricture, 
urinary incontinence (1-14%), 
proctitis, chronic diarrhoea. 
Radiation induced cancers 
within the pelvis 

Hormonal 
therapy 

Intermediate and 
high risk localised +/- 
EBRT 
1st line treatment for 
metastatic disease 

No surgical intervention required (good for 
those with co-morbidities). Controls local 
disease and mets. Typically needs to be 
continued 2-3yrs post EBRT 

Tumour Flare Gynaecomastia, penile 
atrophy, testicular atrophy, 
loss of libido 

Table 1.1 Treatment approaches for prostate cancer 
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1.2.4 PCa as a condition affecting the dyad  
Much has been written about the patient experience from the psychological perspective, and in the 

last few decades, cognisance has been given to the wider family and in particular to the partners of 

patients (Butler et al., 2000; Sinfield et al., 2008; Bruun et al., 2011). The literature indicates that 

women demonstrate higher levels of distress than men, regardless of whether they are the recipient 

of a cancer diagnosis or the partner (Harden et al., 2013). But very little research has been 

conducted on the views of partners in isolation from the person with cancer. Some studies have 

explored issues with a mixture of care-givers and people with cancer (Ussher et al., 2013) the 

majority of other studies actively seek out couples and explore experiences of the dyad (Galbraith et 

al., 2008; Chambers et al., 2013; Loaring et al., 2015; Manne et al., 2021; Kershaw et al., 2008). 

Since the most common long-term side effect of prostate cancer treatment is erectile disfunction 

(ED), the predominance of research on relationships is focused on sexual intimacy. Indeed, cognition 

of the impact of such side effects has seen PCa dubbed ‘the couples’ disease’.  But research 

demonstrates that a diagnosis of cancer, even if it is not directly related to the genitourinary or 

reproductive organs can imped sexual function or obliterate it completely.  The reasons for this are 

numerous: the actual cancer can cause physiological changes that disrupt sexual function e.g. testes, 

vagina, prostate, pituitary that in themselves may curtail sexual intimacy but cancers anywhere in 

the body can result in symptoms of pain, immobility, fatigue or reduced physical stamina (Cole, 

2006; Leibowitz, 2007; Cagel, 2009; Hawkins, 2009; Ussher, 2013; Bossio, 2021; Maharaj, 2021). 

Treatment can cause scarring, loss of function or toxicities that result in additional pain, erythema, 

peripheral neuropathies, vomiting and diarrhoea amongst other things. Medications can cause side 

effects that reduce libido, increase weight, change body shape. All of these can cause or greatly 

contribute to sexual dysfunction. Consider, in addition to these physiological factors, the 

psychological elements that accompany diagnosis and treatment for life threating conditions, such 

as anxiety, depression, fears of recurrence, loss of control and self-confidence, loss of earnings, 

worry about partners’ reactions and changes to oneself (Turner et al., 2013; Stephens et al., 2016; 

Guan et al., 2020; Akin-Odanye. et al., 2021; Muldbücker et al., 2021). 

The practicalities of dealing with a major health problem can result in gender role conflict. Despite 

living in a modern society where sexual equality is seen as a basic right, evolution still has an impact 

and social expectations still have a big part to play in gender identity (Hagedoorn et al., 2008; Lim et 

al., 2015). Being forced to step away from social norms can still cause distress, as ill health can 

require a change in gender roles.  For females this may mean relinquishing a caring role within the 

family, handing household duties to others, losing a sense of purpose if infertility is a side effect of 

treatment. For males, gender identity is often tied to their role as a provider and protector. The 
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social norm is to restrict emotions and place a high importance on sexual performance (Courtney, 

2009; Chambers et al., 2017; Thompson and Barnes, 2013). Gender role conflicts, and indeed any 

conflicts within the relationship, can also have an impact on QoL for both parties. 

Increased emphasis on QoL of those surviving cancer has resulted in a growing body of literature on 

such issues. A number of aspects of QoL have been addressed in depth, but healthcare professionals 

(HCPs) often ignore the impact on the relationship. This could be for a number of reasons: firstly, the 

health system is providing treatment for a person who is ill, not their partner, resources are already 

over-stretched. Secondly, HCPs often have little interaction with the partners and are not in a 

position where they can inquire about the partner’s feelings or difficulties. Thirdly, by opening up 

discussion on relationships they might well be expected to address intimacy or sexual activity. It has 

been documented that HCPs avoid discussing such issues unless addressing the biophysical aspects 

such as infertility, contraception, or advice on menopausal issues (Hordern and Street, 2007), as they 

consider sexual relationships to be a private matter. Many HCPs are embarrassed by the subject, are 

concerned about causing offence, or their own religious views and/or preconceptions mean that 

they find the idea of older people having sexual relations repugnant (Curlin et al., 2007). Some HCPs 

feel their training does not provide them with the skills and knowledge to explore such issues with 

patients (Dyer and das Nair, 2013; McCaughan et al., 2020a; McCaughan et al.. 2020b).  

In addition to the physical, psychological and emotional effects a diagnosis of PCa has on men, it has 

also been shown to significantly affect the partners of those diagnosed with the disease (Gray et al.. 

1999; Sanders et al.. 2006; Galbraith et al.. 2008; Collaço et al.. 2018; Harden et al.. 2009). The 

consequence of dealing with a diagnosis, treatment and side effects of PCa culminates in a change in 

the dynamics of relationships by impacting on the areas of intimacy, QoL, communication, and 

marriage quality (Sunny  et al., 2007; Chambers et al., 2013a; Hampton et al., 2013; Manne et al,. 

2021; Fagundes et al., 2012; Berg et al., 2008). Despite an acceptance that partners are the biggest 

source of support for those who have been diagnosed (Bruun et al., 2011; Klaeson et al., 2012) and 

agreement in the literature that partners should be included in every step of the process (Evertsen 

and Wolkenstein,  2010; National Institute of Clinical Excellence, 2019), these vital support givers still 

seem to be largely disregarded in decision making, rehabilitation, and follow-up (Sinfield, 2008; 

Bracher, 2020). This is important because the psychological distress of spouses can be greater than 

that of the PCa survivor (Lehto et al., Langer 2007, Ussher 2008, Chien 2020)  and that while 

caregivers initially find benefit in caring that this benefit is depleted at around 2 years (Cassidy, 

2013).  
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Since relationships are formed of more than one individual it is evident that from this perspective 

that cancer not only affects the person with the diagnosis, but also their partner. Studies should 

therefore consider the impact of a cancer diagnosis and treatment on partners of those with the 

condition. 

 

1.3 Rationale for study 
It has been documented that partners provide the greatest source of emotional and physical care for 

men with PCa, which can put a strain on relationships (Grant et al., 2005; Ervik et al., 2013; Lambert 

et al., 2021; Midtgaard et al., 2021). Couper et al. (2009) state that partners  experienced higher 

levels of psychological distress than the cancer survivor. The literature suggests that there is also a 

level of protective buffering (Langer et al., 2007) when couples are dealing with cancer, meaning 

that partners feel they need to protect those who have been ill, putting aside their own needs to 

support the person who has been unwell (Manne et al., 2021; Langer et al., 2007). This can be 

maintained for a limited period of time, but given the excellent survival statistics for PCa, it may be 

difficult to sustain such altruistic behaviour in the long term (Cassidy, 2013).  Some partners of 

cancer sufferers feel disloyal by discussing problems that are caused by the long-term side effects of 

PCa (Holmberg et al., 2001; Antoine et al., 2013). Ussher and Sandoval (2008), Broady (2015), and 

Pinks, Davis, and Pinks (2018)  examined the issues and needs of the spouses from the perspective of 

the gender of the caregiver. They all found that male and female caregivers have different needs. 

Exploring the needs of the heterosexual couple as a unit is unlikely to provide the full picture of the 

experiences and needs of these female partners because of the gender mix.   

It is commendable that in recent years the extent of side effects for men with PCa has been 

recognised and interventions have been developed to support couple partnerships (McCaughan et 

al., 2015; Wittmann et al., 2017; Chambers et al., 2019; Paterson et al., 2019; Chien et al., 2020; 

Bossio et al., 2021; Lambert et al., 2021; Northouse et al., 2007; Harden et al., 2009). However, such 

interventions have been developed as a result of exploration of the needs of the men with PCa, 

without examining the impact of the diagnosis and long-term psychological side effects of treatment 

on partners autonomously. Requests for female partners to participate in this research have 

repeatedly been via invitation through men with the condition (Malcarne et al., 2019; McCaughan et 

al., 2020a; Muldbücker et al., 2021; Northouse et al., 2007; Manne et al., 2015). No literature 

investigating support for couples has reported studies where female partners have been recruited 

independently and the ‘couple support’ approached from that direction. Hence previous research 

studies may be biased, in so much as men who are unwilling to take part in research themselves are 
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unlikely to pass on information or encourage female partners to participate in research. It is thought 

that some men might be too embarrassed by the induced physical side-effects to be comfortable 

with the prospect of his partner disclosing these to a researcher, clinician or other support person 

(Wenger and Oliffe, 2014; Pinks et al., 2018). Schover et al. (2002) suggests that men wish to avoid 

discussion about such emotionally charged issues. This contrasts with female partners who feel the 

need for discussions on the topic. Such a difference in approach could make recruitment of female 

participants through invitation by males’ problematic.   

Literature on the effects of breast, prostate, and colorectal cancers on partners (male and female) 

does show that although partners feel psychological strain, they are unwilling to seek help and 

support from primary care providers (Adams et al., 2012). In a study investigating the perceived 

emotional impact of breast cancer on patients and their partners, Dumitra et al. (2018) found that 

although both groups have similar anxieties and concerns, partners are less likely to seek 

information and support. In a study by Pinks, Davis and Pinks (2018) participants felt that they were 

ignored by the medical profession.  

Research by Langer et al. (2007) shows evidence of facial and lexical buffering when couples are 

interviewed together compared with partners interviewed about their experience of PCa in isolation. 

They suggest that such buffering, where facial reactions and language choice were constantly 

tempered / restricted, poses a psychological risk. Although some studies have explored aspects of 

the impact of PCa on female partners by either interviewing male survivors and partners separately 

after recruiting them as a couple, or by asking men to invite female partners to take part in research 

studies, there are likely to be biases inherent in the recruitment methods employed previously. It is 

also unknown whether there are influences in relationship type i.e., a very open relationship where 

all matters can be discussed openly versus a relationship where certain matters are never discussed 

or avoided, or whether being recruited via a partner with PCa impacts on the nature of what 

participants share. The impact of PCa on female partners of men with the condition therefore 

warrants exploration with women who have been recruited independently of their male partners.  

This research therefore aims to address the gap in the literature that has been noted in relation to 

identifying the specific experiences of female partners who have been recruited independently of 

men with the condition. 

 

1.4 Research Aims and Objectives 
To understand the impact of prostate cancer from the perspective of the female partners of men 

living with and beyond a diagnosis of prostate cancer. 
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Objectives:  

• To assess the impact of diagnosis/treatment/side-effects on the partner’s life. 

 

• To gain insight into the ‘experiences’ of the female partners of men who have had or who are 

undergoing treatment for prostate cancer.  

 

• To explore the type of support partners have accessed (if any) and how useful this has been. 

 

• To determine if there are gaps in the provision of support for partners and if so, make 

recommendations for improvement in service provision to this group. 

 

 

Prostate cancer is a prevalent condition that will affect one in six men in the UK. As with most 

cancers it is largely a disease of the older population, but more younger men are now being 

diagnosed with the condition. A myriad of treatment options are available, but none are without risk 

of side effects which can impact not only on the man but his partner. Given that treatment is often 

successful, men can live with side effects for many years. The most common side effects are ED, 

urinary incontinence and bowel problems. On-going side effects can impact not only the man but 

also his partner. Few studies have explored the impact of prostate cancer on female partners, 

particularly as an autonomous individual. This study therefore aims to give voice to the silent 

travelers on the prostate cancer journey – the female partner. 

 

1.5 Overview of the thesis 
This work has been compiled in six chapters to provide a detailed record of the background to the 

study, the philosophical stance of the researcher, and the current knowledge base on the subject. 

The work undertaken will demonstrate the gap in the literature related to the female partners of 

men living with and beyond PCa. It will then explain the processes undertaken to gather the data, 

discuss the findings of the study and how these findings sit in relation to extant theories. The 

researcher then proffers her theory of ‘The Female Co-Survivor in Prostate Cancer’ and the 

conclusion chapter summarizes the thesis.  

1.5.1 Overview of Chapter 1  
Chapter 1 provides an introduction to PCa in cataloguing the scale of the condition across the UK and 

the treatments available and the side-effects that result from those treatments. An explanation has 
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been established for why female partners are also impacted by their partners illness and recovery 

processes and the advent of the view of this cancer as a ‘couples’ disease’. In addition, it has 

demonstrated the rationale for exploring the impact on female partners separately and 

independently from the needs of the dyad. It also provides an outline of the thesis. 

1.5.2 Overview of Chapter 2  
Chapter 2 explains the methodological underpinnings of the work. It sets out the philosophical 

beliefs of the researcher, which ultimately dictate the choice of constructivist grounded theory 

(CGT). It provides a critique of the various iterations of Grounded Theory and justifies the 

advantages the researcher identifies in the approach proffered by Charmaz (2014).  

1.5.3 Overview of Chapter 3 
Chapter 3 explains the processes involved in designing the study, gaining ethical approval and 

undertaking the work. It explains the challenges associated with each of the steps and outlines the 

sampling processes. The demographic characteristics of the sample are summarized along with the 

steps that formed the analysis of the data which led to the definition of the four identified concepts 

and ultimately the theory of ‘The Female Co-Survivor in Prostate Cancer’. 

1.5.4 Overview of Chapter 4  
Chapter 4 offers a window into the experiences of the women who participated in the study and 

what their lives have been like as the partners of a man living with or beyond cancer. Through 

quotations, the often-silent voices of the women are articulated. The four concepts of ‘Navigating 

the health system’, ‘Caring, supporting and protecting’, ‘Losing self’ and ‘Retaining/regaining self’ are 

considered within the current data. 

1.5.5 Overview of Chapter 5 
The scoping review of the literature was undertaken after eighteen interviews had been conducted 

and the analysis phase had already demonstrated what were believed to be major categories. The 

scoping review was purposely delayed until late in the research process to avoid ‘forcing’ category 

development due to contamination with extant theories related to the subject.  The chapter 

explores the published literature pertinent to the topic of the impact of PCa on female partners in 

the ‘Western World’. It details the literature scoping approach embraced for this study, citing the 

reason for this choice rather than the more common systematic review approach. It provides a 

synthesis of the previously published literature since 2000 and offers further justification for the 

need for the current study.  

1.5.6 Overview of Chapter 6  
In chapter 6 the findings from chapter 4 are discussed and compared with the findings from previous 

studies. The four concepts of ‘Navigating the health system’, ‘Caring, supporting and protecting’, 
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‘Losing self’ and ‘Retaining/regaining self’ are considered and contrasts between these categories 

from the participant data and themes identified in published literature are evaluated. The 

appropriateness of the proposed theory is considered, and the limitations of the current study are 

discussed. The chapter also demonstrates actions that have resulted from the study, conclusions and 

directions for future research. 
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Chapter 2     Methodology 
 

2.0 Introduction 
The aim of this chapter is to explain the foundations for choosing a qualitative approach, justifying 

the selection of grounded theory, and providing a rationale for specific choice of constructivist 

grounded theory.  

 

2.1 Underpinning principles 
According to Guba and Lincoln “questions of method are secondary to questions of paradigm” (Guba 

1994, p.105). The author further defines a paradigm as a basic belief system based on ontological, 

epistemological and methodological assumptions.  In accepting this philosophy, a paradigm can then 

be viewed as a concept that establishes a route from ontological and epistemological tenets towards 

an appropriate method. Construction of a design framework requires an examination of all these 

facets.   

Since the purpose of qualitative research is to understand the human experience, perceptions, 

beliefs, motivations and behaviour, it is the methodological approach that will allow the researcher 

to yield information on the area of interest. However, Lincoln and Denzin state that   

“Qualitative research, as a set of interpretive activities, privileges no single methodological practice 

over another. As a site of discussion, or discourse, qualitative research is difficult to define clearly. It 

has no theory or paradigm that is distinctly its own” (Lincoln and Denzin, 2005 p.6).  

This does not mean that qualitative research is devoid of paradigms, rather that it is the myriad of 

choices that make it difficult to define (Lee, 2012). Yet when conducting qualitative research, it is 

critical to design studies in which the ontology, epistemology, methodology, and methods are 

logically integrated and aligned with the aim of the study (Staller, 2013). 

The aim of this research is to understand the impact of PCa from the perspective of the female 

partners of the men treated for the condition. The study has been approached from the perspective 

that humans vary in their beliefs, reactions and knowledge. Although this study is seeking to 

understand the experiences of women whose partners have had PCa, it is accepted that while they 

have shared a common experience, they are not a homogenous group. The ontological concept is 

then concerned with the subjective questions of there being multiple realities; how things really are 

for those who have experienced a relationship with a person with PCa, but since each individual will 

construct their own reality (although many may be shared), it is necessary to accept that reality is 
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different for each participant. From an epistemological perspective, knowledge will be created 

through the interaction of the researcher and the participants (Lincoln and Denzin, 2013). 

Constructivism is an acceptance that human intelligence interacts with the ‘real’ world and that each 

person’s perspective of the interaction can be different; therefore, reality is perceived to be 

subjective (Elkind, 2004). In this study, the researcher asserts that although reality is socially defined, 

how reality is understood by each individual is subjective; it is relative to how they experience it at 

any given time/place. Therefore, knowledge and truth are ‘constructed’ by each person. Given the 

stated aim of this project, a constructivist approach is apposite since relationships are an intense 

form of social interaction and this study explores the impact of PCa on female partners within 

relationships. Indeed, interacting with the researcher is also a social interaction and could/will 

impact on the participants concept of their own experience. 

 

2.2 Choosing a methodology  
 

2.2.1 Qualitative methods 
A preliminary search of literature examining the independent perspectives of wives / female 

partners of men with prostate cancer demonstrated a paucity of published work, particularly studies 

focusing on women recruited independently from men with the condition. Given that this is an 

underdeveloped area of study there is no defined theory which can be tested; this precludes 

quantitative studies and directed the researcher towards a qualitative design, taking an inductive 

approach that will generate rich data to inform a fundamental understanding of the female 

perspective of the prostate cancer journey. 

To this end, a number of qualitative methods of inquiry were considered; Tesch (1990) states that 

there are 27 qualitative research methods, hence selecting the most appropriate one was a 

challenge but given the previously identified philosophical standpoint (that the researcher believes 

in multiple realities for individuals with shared experiences and that the social processes people 

engage in, including being part of the research study, create those realities) phenomenology or 

Grounded Theory were most likely to yield high quality data that would produce useful information 

regarding women’s lived experience of the PCa journey.  

2.2.2 Phenomenology 
The philosophical underpinnings of phenomenology purport that there exists an essential perceived 

reality with common features, the goal is then to describe the meaning of the lived experience 

(Starks and Trinidad, 2007). Thus, phenomenology would provide a deep understanding of the lived 

experiences of women whose partners have travelled along the prostate cancer pathway. However, 
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given the emphasis on intersubjectivity (that groups of people will experience the world in 

fundamentally the same way, sharing the same meaning), the author felt that this approach might 

constrain the study. Phenomenology also requires the researcher to identify their views/bias and 

employ the process of ‘bracketing’ to set aside these preconceptions; the interviewer remains 

detached and neutral in the process - this does not marry with a constructivist philosophy. 

2.2.3 Grounded theory 
Grounded theory has its origins in symbolic interactionism. According to Charmaz (2014; 2016) its 

purpose is to explore meaning, as negotiated and understood through interactions with others in 

social processes.  Since this study is exploring partners views, interactions with others are an 

important aspect of the study.     

2.2.3.1 The Development of Grounded Theory  

The general understanding of Grounded Theory (GT) is that it is a methodology whereby theory 

emerges from the data. It examines ‘cases’ rather than variables. It permits the analyses of the 

experiences of people as a case and combines the cases to produce a theory of them as a unit 

(Borgatti and Ofem, 2010). Certainly, this was the aspiration of the founders of GT, Glaser and 

Strauss, as described in their 1967 book The Discovery of Grounded Theory. It is an inductive 

systematic approach of enquiry that is useful when the understanding and knowledge of a 

phenomenon are limited. It originated as a result of Glaser and Strauss’s work exploring the 

treatment of terminally ill individuals in their study Awareness of Dying (Glaser and Strauss, 

1966). They felt that generation of theory was subjugated by the primacy of verification and 

identified a necessity for an alternative approach; thus, was the birth of GT.   

While GT has its origins in Sociology, it has since been applied to a wide arena of study areas and, 

despite Strauss’s estimation that it took 20 years before GT enjoyed academic recognition (Denzin 

and Lincoln, 1994),  it has become a popular choice with healthcare professionals where studies 

often investigate social problems or situations to which people must adapt.   

Since its original inception there have been several iterations of GT. Although the varieties claim 

common origins in the work of Glaser and Strauss, the divergence is such that it can be questionable 

whether enough commonality remains, or the aspirations of the founders endure at a sufficient 

level, for the subsequent variations to use the term ‘grounded theory’ in their names (Charmaz and 

Bryant, 2007). 

Indeed, Strauss took a divergent path from Glaser on the maturation of GT. Strauss modified and 

refined GT to develop what is commonly known as Straussian GT (SGT). Glaser has remained 

steadfast and upholds the original as the only ‘true’ version, arguing that the other iterations cannot 
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be classed as grounded theory. The original is commonly referred to as Classical GT or less frequently 

Glaserian GT (GGT).  Constructivist GT (CGT) reflects the philosophies of Charmaz, who was a student 

of Strauss, but criticized his form of GT as overly prescriptive in its methods.  Her emphasis is on the 

co-construction of meanings between the participant and the researcher. Since the founding of 

GT many researchers have moulded it depending on their own lens. However, comparison of 

multiple approaches to GT is unwarranted in the current context as the three perspectives listed 

above are those which have influenced the author to the greatest extent and resulted in the final 

choice of methodology for this study.  

 2.2.3.2 Glasarian (Classical) GT (GGT) 

The overarching objective of GT, as developed by Glaser and Strauss at the inception of the 

methodology, was to foster a conceptual understanding of social behaviour grounded in the actual 

data they collected. Their main contention was that theory would emerge from the data. Following a 

GT methodology, the researcher is required to approach the study with a ‘tabula rasa’ so 

as not to contaminate the nascent findings with preconceptions (Glaser and Strauss, 1967). 

Decisions on type, form and direction of data collection are dynamic rather than preordained to 

facilitate fluidity. This was a stark contrast to the traditional research trajectory of peremptory 

theory formation, data collection, analysis, and theory validation or repudiation of the positivist 

approach.  

Glaser and Strauss proposed a constant comparative approach to data analysis; a systematic process 

that requires meticulous analysis on a line-by-line basis, that requires every incident to be coded. 

Codes are collated into categories and relationships between categories examined. The fluidity of 

the method then allows for refinement of interview questions or selection of specific participant 

types (theoretical sampling) to focus the study and avoid superfluous material. This is possible 

because of the simultaneous analytical processes running in tandem with the data gathering. Rather 

than waiting until all data has been gathered, the researcher employs an iterative technique of 

analysis, refinement of inquiry and direction of focus. The method also requires the researcher to 

record memos of their reflections on the analytical process and the data examined, these too will 

become part of the data. Only when the emergent theory has been identified should the researcher 

immerse herself in the literature in the field of study. By following this systematic procedure, the 

main concern of the participants will emerge in an inductive manner without being driven by a 

priori knowledge or deductions. Glaser and Strauss contended that because of the repeated 

oscillations between data collection, analysis, and theory formation that emergent theory will be so 

closely linked to the data from which it was discovered, that it cannot be superseded or repudiated 
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even with the collection of more data (data saturation) (Glaser and Strauss, 1967). It emphasizes 

conceptualization independent of time, place, and participants.  

2.2.3.4  Straussian GT (SGT) 

Despite the delayed popularity of GT both Glaser and Strauss felt strongly that they had 

demonstrated a rigorous and systematic procedure for qualitative research that contested the 

supremacy of positivist quantitative methods that prevailed at that time. However, 

the academic collaboration was short-lived and each published independently on the subject 

(Glaser, 1978; Strauss, 1987).  

Strauss, along with Corbin defined a more deductive approach to GT. It represents a much more 

formulaic approach to coding; Open coding, axial coding, selective coding resulting in the 

development of a conditional matrix. The open coding is as described in GGT and requires a line-by-

line analysis to produce categories with properties and dimensions. Axial coding is a complex process 

that links categories through the application of the paradigm model of five sub-categories (each of 

which has properties and dimensions) to allow over-arching categories to emerge. Selective coding 

then allows the identification of a core category. Once this core category has been established five 

steps are followed to produce a concept of reality that is grounded in the data. A conditional matrix 

is then produced that summarizes and integrates the previous steps. Its purpose is to act as “an 

analytic aid ….to assist the researcher in identifying the breadth of determining conditions and 

consequences of the study” (Strauss and Corbin, 1990 p.158) by examining a specific incident 

through the eight successive levels of the matrix. This in turn will allow a substantive or formal 

theory to be deduced.  

Strauss and Corbin see no requirement for the tabula rasa approach of GGT and encourage the use 

of literature at every stage of the study, interweaving it and even advocating some types as another 

form of data that contributes to the conceptual development of theory (Strauss and Corbin, 1998; 

Mills et al., 2006). They differentiate between “an empty head and an open mind” (Kenny and 

Fourie, 2015).  

2.2.3.5 Constructivist GT (CGT) 

Constructivism is an acceptance that human intelligence interacts with the ‘real’ world and that each 

person’s perspective of the interaction can be different; therefore, reality is perceived to be 

subjective (Elkind, 2004). Charmaz, as a student of both Glaser and Strauss was heavily influenced by 

their methodological approach to qualitative research, but her philosophical views did not marry 

with either of them. This led to another formulation of GT (Denzin and Lincoln, 2000).  
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Charmaz asserted that the heavily prescriptive techniques of Strauss and Corbin supressed creativity 

and advocated more fluidity. Her technique involved a two-stage process of open coding and 

refocused coding (Charmaz, 2014).The initial stage resonates with Glaser’s GGT by employing his 

two key questions; ascertaining the chief concern of the participants and how they resolve this 

concern. The second stage of ‘refocused coding’ identifies significant and recurrent codes which will 

become provisional theoretical categories. Through the processes of theoretical sampling, 

theoretical saturation and memo writing, substantive categories are identified and only at this point 

can theory be constructed. She stresses the necessity of comprehensive interviewing that allows 

profound evaluation of the meanings that participants attribute to their experiences. 

2.2.3.6 Commonalities and variances in GT 

The descriptions provided above offer a very brief explanation of the processes of each of the 

three main schools of GT. Whilst there is debate regarding the applicability of the term grounded 

theory to describe the evolved variations in the methodology (Glaser, 1992) the table in Figure 2.1, 

Grounded Theory’s essential methods highlights some similarities that are retained in later iterations 

of GGT. 

In its simplest form GT is a method of developing theory through close contact with the empirical 

world (Lincoln and Denzin, 2013) though the use of a constant comparative process. All three 

forms have this common aim. Identification of ‘procedural’ similarities and variations are relatively 

obvious, but paradigm shifts, and divergent philosophies have dictated the separate approaches. 

GGT could be seen as an antidote to the backdrop of positivist empirical superiority in research in 

the 1960’s. In contrast to the deductive techniques popular at the time, it offered an inductive 

process that allowed the natural emergence of theory whilst offering systematic, rigorous, 

replicative processes that the positivist body required (Charmaz and Bryant, 2007). Emphasis is 

placed on the tabula rasa and the requirement that the researcher limits engagement with literature 

until after theory formation to avoid preconceptions prior to the study and maintain objectivity. 

Glaser later acknowledges that a researcher’s perspective bring bias and cannot be dismissed, so 

recommended the researcher interviews herself and analyses it in the same way as participant data 

(Glaser, 1998). Although GGT has tones of symbolic interactionism (due almost certainly to Strauss’s 

influences) therefore authors have assigned a critical realist ontology and post-positivist philosophy 

to GGT (Bryant, 2003; Mills et al., 2006; Charmaz and Bryant, 2007; Ralph et al., 2015).  
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Figure 2.1 Grounded Theory's essential methods (adapted from Ralph et al., 2015)  

 

It is asserted that GGT is closely correlated with traditional positivism, as it implicitly assumes an 

objective, external reality; a neutral observer  who discovers data, reductionist inquiry of 

manageable research problems, and objectivist rendering of data (Charmaz, 2000; Kenny and Fourie, 

2015). Whilst Glaser criticized Charmaz’s evolution of GT he did not refute her assertion of the 

undertones of positivism. However, when approached directly on the matter, Glaser himself asserts 

that GGT is a general conceptualizing method that was discovered, not invented and he “does not 

ascribe to any particular paradigm leaning” (Nagel et al., 2015 p.10). He states that discussions of 

ontology and epistemology are unwarranted since GGT can be used for any type of data 

(Breckenridge et al., 2012). 

Perhaps Glaser’s ambiguity on philosophical underpinning arises from inconsistencies between the 

pursuit of objectivity and the subjectivity that arises during coding, conceptualizing and collating 

data which, despite the rigor of the process is determined to at least some extent by the 

analyst. Glaser’s adamant stance that GT should not be refined or adapted from the original is also 

suggestive of a positivist stance: there is one single method (truth) and this will not vary over time or 

situation.  

Charmaz assigns a positivist essence to SGT, substantiating her assertion by way of Strauss and 

Corbin’s presupposition of an external objectivist reality, simplified yet further by meticulous and 

formulaic coding in SGT (Charmaz, 2000). It is difficult to concur with this given Strauss’s roots in 

symbolic interactionist philosophy and together with Corbin they appear to be clear about their 
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relativist ontology and contend that the researcher strives for the closest representation of reality 

and that theories are ”interpretations made from given perspectives” (Strauss and Corbin, 1994 

p.279).  

In contrast to GGT, Strauss and Corbin felt that previous experiences of the researcher and on-going 

examination of pertinent literature enriched the work, but still cautioned against emersion in 

comprehensive literature, lest it should stifle conceptual theorising. The acceptance that the 

researcher was an active part of the research process reflects a post-positivist tenet in their work. 

They assert that one of the premises for the additional steps in SGT procedure was because they 

conceded the subjectivity of the researcher both before and during the study; they saw the 

additional steps in coding and analysis as a way of mitigating this and increasing accuracy. Such a 

formulaic approach was criticized by Glaser who contended that it resulted in the researcher 

“forcing” theory rather than allowing it to emerge (Glaser, 1992). Later Charmaz argued that SGT 

had embedded itself more deeply in a positivist paradigm rather than becoming attuned to the 

participant’s voice (Charmaz, 2000). Strauss and Corbin‘s rejoinder was that their intention was to 

assist the researcher and that they intended the method to be applied in a flexible manner, adapting 

it to the circumstances of the specific research needs (Strauss and Corbin, 1990). The willingness of 

Strauss (and Corbin) to refine GT demonstrates an underlying critical realism. Unlike GGT, 

SGT has evolved over time; in 1987 Strauss saw induction, deduction and verification as essential 

components of GT, in later work he espoused validation rather than verification (Strauss, 1987; 

Strauss and Corbin, 1998). Glaser asserted that neither deduction nor verification were needed as 

the constant comparative method ensured rigor (Glaser 1992). Charmaz agrees with Glaser that 

validation is ‘built in’ to all forms of GT as a result of the constant comparative analysis of data. She 

also asserts that the triangulation of data, and the search for negative case confirmations when 

conducting concurrent recruitment and analysis during the early phases of the study, means that 

research questions are fluid and focused on the experiences of the participants so that the resultant 

data is a co-construction. Verification is then the key in ensuring rigor in CGT. This is achieved by 

both checking the researcher’s interpretations with the participants and assessing against the prior 

and subsequent data (Charmaz 2014). Charmaz also suggests that researchers may demonstrate 

rigor by testing for inter-rater reliability of initial themes/categories through blind rating of a sample 

of transcript to themes by a second researcher (see section 3.5.1). 

Despite the fact that Charmaz was a student of Glaser and Strauss, she criticised aspects of GGT and 

SGT and asserts that a constructive paradigm contemporises the characteristics of both the original 

GGT and the subsequent SGT. She maintains that a constructivist approach extricates researchers 

from the rigorous coding and objectivity that are eminent in previous versions.  
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GGT avows that theory generation is an inductive process that emerges from the data, SGT avers 

that theory generation is a deductive process that is created from the data, CGT places the emphasis 

on the co-construction of theory resulting from interpretation and intuition of the researcher 

through interaction with the participant. Maintaining the participant’s voice is an essential feature of 

CGT. Glaser criticised this as an “unwarranted intrusion of the researcher” claiming that it “renders 

the researcher’s interactive impact on the data more important than the participants” (Glaser 2002, 

para 8).  

Despite the obvious conflicts between the constructivist paradigm and GGT, Charmaz retains aspects 

of the original method although in a more tractable framework; she identifies the central 

importance of Glaser’s two key questions, use of memo writing and in vivo codes. Yet Glaser decries 

the lack of conceptualization in CGT in favour of a more narrative style congruent with a 

constructivist emphasis on descriptive capture (Glaser, 2002). SGT shares the merit of description 

along with extolling the significance of the participant’s meaning in their exchange with the 

researcher. But CGT moves further than SGT by concluding with the researcher’s interpretation of 

how the participants construct their realities. 

 

  Glaserian (Classical) 
Grounded Theory  

Straussian Grounded 
Theory  

Constructivist Grounded 
Theory  

Philosophy  Critical Realism  Pragmatism  Interpretivism  

Strategy  Inductive  Deductive  Inductive / intuitive  

Theory generation  Emergent  Created  Constructed  

Rigor  “neither deduction nor 
verification needed” 
(Glaser 1992)  

Verification essential 
(Strauss 1987)  
Validation rather than 
verification (Corbin 
2008)   

Verification (Charmaz 
2006)  

Researchers Role  Neutral objective 
observer  

Subjective: integrated 
techniques to remove 
bias and instigate 
objectivity  

Integral to data 
interpretation  

 

Table 2.1 An overview of 3 grounded theory approaches 

CGT not only sanctions the use of literature throughout the study as in SGT but also advocates a full 

examination of the literature (although this is recommended after data analysis, as in GGT (Charmaz, 

2021; Charmaz and Thornberg 2021, p.309), consistent with contemporary understanding that 

research does not occur in a vacuum. The main aspects of each of the three approaches are 

summarised in Table 2.1. 
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2.2.3.7 Justifying a constructivist GT approach 

GT is a suitable methodology for studying problems or situations that require social interaction and 

adaptation. But GT has been refined over the last five decades along philosophically divergent paths, 

so to simply state that one is ‘using grounded theory’ is incongruous since the iterations are not 

transposable. It is necessary therefore to identify and align the methodology’s ontological and 

epistemological underpinnings with that of the researcher’s stance to ensure compatibility with 

the approach. This can prove difficult where the initiator has resisted stating a clear paradigm as 

with Glaser. It is therefore unavoidable to assign one’s own interpretation in this respect.  

The research environment has changed over the last half century. At the inception of GGT discussion 

of paradigms and philosophies was not required at the same depth. Ethical considerations have 

been redefined to offer greater protection to participants, researchers, and institutions. The 

opportunity to undertake a study with tabula rasa would seem an impossibility. This, in and of 

itself, would be reason to rule out GGT as an appropriate approach, but it has been discounted 

because of the assertion that there exists one truth that will emerge through interaction of the 

participant with an objective researcher who is independent of the process.  

SGT recognises the subjectivity of the researcher but introduces formulaic procedures to remove 

their input in the process of creating theory.  Although Strauss and Corbin advocate that the 

researcher can utilise or omit steps to satisfy their particular project, their relativist ontology is 

overshadowed by aspects of an objectivist epistemology. 

CGT espouses an inductive interpretive approach that assumes a relativist ontological bearing of 

plurality. Unlike SGT, it emphasises an epistemology that multiple social realities arise from the 

subjective meanings co-created through the interaction of researchers and participants; the 

researcher is inseparable from the data. As stated in section 2.1, Crotty (1998), Ghezeljeh and Emami 

(2009), and Creswell (2007, 2014) suggest that no distinction is required between ontology and 

epistemology when adopting a constructivist approach since the resultant data is a co-creation 

between the researcher and the participant. The researcher agrees with the suggestion that 

ontology and epistemology may be amalgamated.  However, Charmaz does stress that the 

participant’s voice must remain as the central focus, hence the supremacy of the participants voice 

in CGT is one of the strongest draws for the researcher in choosing CGT. 

Since the death of Strauss in 1996, Corbin has moved closer to a constructivist interpretation of GT. 

Such refinements of methodology and the changing face of research ethics over time are both 

evidence of the fact that there is no one true reality; the world around us reflects the fluidity that 

constructivism espouses. When a researcher interviews a participant, the participant’s 
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views, understanding and aspirations are integral to that moment and are a product of their 

interaction with that particular researcher (Lincoln, 1992).   

The purpose of the current research was to understand the impact of PCa on relationships from the 

perspective of the partners of the men treated for the condition. The ontological concept was then 

concerned with the subjective questions of reality; how things really were for those who 

experienced a relationship with a person with PCa, but since each individual constructed their own 

reality (although many may be shared), it was necessary to accept that reality was different for each 

participant and therefore ‘what was known’ was different for each.  

Emanating from a healthcare background (therapeutic radiography) the necessity to appreciate the 

subjective views of patients guided the researcher almost imperceptibly towards constructivism. 

Personal experience in working with patients shows that exactly the same information can be 

conveyed to individuals, but they will interpret it in different way (have different realities), likewise 

two members of staff could ask a patient the same question, but the response may be very different 

because of ‘how’ the patient interacts with that particular member of staff. Thus, the patient and the 

radiographer rely on their interpretation of social interactions and co-construct the meaning of that 

interaction. In conducting this study, the researcher was interacting with participants, gathering 

their experiences, and interpreting their responses. Although the researcher checked interpretation 

of her inferences with the participants, the interaction and the information they provided depended 

very much on the social processes established between the researcher and the participant. The 

researcher however contested that given the emphasis on subjectivity, it would be better to ascribe 

a doxology (what is believed to be true) (Goldman, 2001) rather than an epistemology (what is 

known to be true) to this paradigm since one can only construct one’s interpretation of meaning. 

Limited research into the effect of PCa on female partners of those surviving the disease and 

subsequent lack of theory on the impact on relationships of the non-cancer sufferer is evident from 

the current gap in the literature. Partners of men with PCa are likely to have diverse and 

heterogeneous perspectives and different constructions of reality that are dependent on a myriad of 

factors. A constructivist paradigm provides an understanding of “the world of human experience” 

(Cohen, 1994) and was therefore apposite for the current study. Although CGT acknowledges that 

emergent theory is the result of a co-construction of data, Charmaz highlights the importance of 

ensuring the emphasis remains centred on the participant. The focus on maintaining the 

participants’ voice is a key factor in the selection of CGT. 
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2.3 Chapter Summary 
Constructivist Grounded Theory is a methodology with its roots in symbolic interactionism. In 

accepting that researchers act in response to how they view the situation, there is an acceptance 

that there can be multiple realities and that knowledge is a co-creation derived from the interaction 

between the researcher and the participant. This was an appropriate methodology for a study 

exploring how a diagnosis of PCa impacted on the female partner. This methodology accepts the 

position that there can be differences in how couples will deal with the situation and there can even 

be differences within the couplet. Other social factors may also influence the woman’s reaction and 

coping mechanisms. 
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Chapter 3     Study Design, Sampling, and Data Collection 
 

3.0 Introduction 
This chapter provides clarification on the gathering and processing of data that constitutes the 

voices and feelings of women who are in a relationship with a man who has been treated for PCa. 

The study aimed to understand the impact of PCa on these individuals. To achieve this, the 

experiences of these women had to be explored. Previous studies have touched on this subject, 

through focus groups, telephone interviews, and questionnaires with women who are experiencing 

this situation (Chapter 5). However, such studies identified possible female participants through 

contact with men who had the condition, either from cancer registry lists or urology clinic 

attendance. Such methods introduced the possibility of bias in so much as men who were not 

themselves interested in taking part in research or those who had troublesome relationships as a 

result of PCa may not have passed invitations on to their wives/partners. There is also a possibility 

that women may have found themselves coerced into participation and therefore not provided full 

and frank information to the researcher.  This study therefore sought to elicit the views of women, 

who found themselves part of a PCa journey, and recruited them independently of their 

husband/partner. 

It was felt that face to face interviews with women was the most suitable method to gather 

information on this topic, as it allowed the researcher the freedom to explore subjects in a 

confidential setting that was appropriate to researching questions of social processes and individual 

experiences.  

The chapter also addresses the fundamental concept of ensuring quality in qualitative research 

studies. The researcher demonstrates how Charmaz’s requisite of four quality indicators have been 

addressed within the study. 

 

3.1 Study Design 
The study was first envisaged in 2014 as a result of separate interactions with two family members, 

each of whom was seeking information on how they could support their partners to deal/live with 

PCa and subsequent side effects of treatment. The researcher accepted that a qualitative approach 

was best suited to the topic, but her previous research experience was of quantitative methods. The 

supervisory team, on the other hand, were well versed in qualitative research and this opened up 

opportunity for new learning experiences for the researcher. The development of the study 

protocol, ethical approval, and specific focus of the study had many iterations across the trajectory 
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of the work. These changes resulted from the researcher gaining new knowledge, expanding her skill 

set, and refining her understanding through reading, discussion with the supervisory team, other 

researchers, doctoral training programmes, the input of women with direct experience of a partner’s 

PCa, and the opinions of men from the LGBT community. Feedback from those who reviewed the 

protocol and ethics panel was also taken on board, as were comments and guidance from assessors 

at the various timepoints during the presentations of work.  

The initial title and focus had been on psychosexual experiences of female partners, this was guided 

partly by previous research undertaken by one of the initial supervisory team and also by early 

exploration of the literature at time of registration as a doctoral research student in May 2015. The 

literature identified at that point demonstrated a lack of focus on partners as individuals and it 

largely centred on couples as a unit. Where the literature related to PCa, the predominant issue 

appeared to be associated with ED.  

Anatomical site Number of articles 

retained 

Prostate specific 41 

Breast 41 

Head & Neck 8 

Gynaecological 7 

Colorectal 6 

Testicular 3 

Lung 3 

Prostate & Breast combined 1 

Non-specific site/multiple sites 42 

 

The preliminary search, guided by the faculty librarian, was conducted prior to development of the 

research proposal. Literature searches were performed using the OVID database that gave access to 

All EMB Reviews, AMED, Embase, Ovid MEDLINE and PsychINFO. The search strings used were 

Partner* OR Spouse* OR wife OR Wives OR carer OR relationship* OR marriage AND cancer. The 

general term cancer was used as it was felt that information on how partners of people living with 

and beyond a cancer diagnosis at any anatomical site might be useful in providing background 

information. After removing duplicates from the 319 returns and limiting to English Language and 

work from 2000 onwards, 152 relevant articles were identified as listed in table 3.1. The literature on 

Table 3.1 Numbers of relevant articles addressing issues of partners of people living with and 
beyond a cancer diagnosis as returned 15 Oct 2015 
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the psychosexual experiences of female partners was used to guide the development of the research 

protocol and identify gaps in current knowledge base, which formed the basis for the initial ethical 

application. 

3.1.1 Ethical Approvals  
Application for ethical approval was submitted in line with university regulations and procedures 

(appendix 3.1). The initial application was submitted in August 2016 and concerned psychosexual 

experiences, but there was a change in focus (due to feedback from some women). The need to 

broaden the lens and consider impacts beyond psychosexual aspects was therefore incorporated 

into the ethical application.  

The initial review of the proposal by the ethics committee highlighted some areas that the 

researcher had not previously considered. Concerns were raised by the ethics committee regarding 

the content of the interviews; it was felt that since ED was the most common side effect discussion 

on sexual intimacy would be inevitable even if the focus was no longer primarily on psychosexual 

issues. They questioned whether the researcher was equipped to interview participants on subjects 

of a sensitive nature. The researcher availed of the opportunity undertake additional training on 

interviewing participants on sensitive subjects. Since the researcher had previously been employed 

for more than 15 years in a clinical environment imaging and treating patients in the oncology 

department, (which also included discussions associated with sexual issues) she had not previously 

considered that this would be a barrier to interviewing participants. However, the one-to-one 

intensive training that was undertaken with a person who coached reporters and journalists in 

interviewing on sensitive issues, proved extremely helpful; not specifically in the context of dealing 

with sensitive subjects, but more so in developing skills related to asking ‘open ended’ questions and 

becoming comfortable with participants need for silence/pause at certain times in the conversation. 

In the clinical environment the researcher had been conditioned to ask specific focused questions to 

extract important information in a time thirsty environment. The reversal of approach proved 

essential in this study. Although the researcher had previously undertaken a 2-day workshop in 

interviewing for qualitative data collection as part of the researcher development programme, the 

latter was a group class and provided basic skills; the one-to-one 2-day intensive training was able to 

offer specific focus on the researchers target demographic/subject and provide opportunity for role 

play with an unfamiliar subject taking the part of the potential research participant. 

Concerns were also raised by some members of the ethics panel as to whether it was ethical to 

speak to women about their experiences of their partners’ illness without having the approval of the 

person with cancer. During a thought-provoking debate, the researcher and some of the panel 

members argued that the study was seeking to understand the impact of the condition on the 
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women as individuals; it sought to understand the impact on them and their methods of coping with 

their situation. If men had to give consent for their partners to take part this would be unethical and 

undermine the whole rationale for conducting the study. The debate concluded with agreement that 

the study could proceed without approaching the men for consent. 

 

The initial application intended inclusion of same sex partners, but the decision was made to exclude 

them from the study in a revised submission. The ethics panel enquired whether their exclusion was 

wholly ethical. The researcher explained that the decision was made following personal discussions 

with two men who identified as homosexual and were also active qualitative researchers. 

Coincidentally their work focused respectively on cancers in the LGBT community, and prostate 

cancer in gay and bi-sexual men, so it was felt that they were well placed to offer guidance on 

whether it was appropriate to be fully inclusive of all partners. They suggested that in both their 

personal experience and with previous work they had undertaken (Hill & Holborn 2016; Doran and 

Beaver, 2015 ) which also included the formation of ‘Out With Prostate Cancer’ group, that men 

from LGBT community had different needs and experiences than females. They felt strongly that 

separate studies should be undertaken to explore the experiences of men who were partners to 

people with PCa.  

Approval for the study was granted in July 2017 (REC/16/0099). A revision in March 2018 

(REC/16/0099 Amendment No.1) allowed the widening of recruitment and contact with the only 

identified all female support group in the UK or Ireland. Due to women of presumed higher socio-

economic status being over-represented in interviews, a further amendment (REC/16/0099 

Amendment No.2) was granted 22 Nov 2018 to expand recruitment to include leaflet distribution at 

named Bingo Halls and in local newspapers to allow for theoretical sampling, an important aspect of 

GT.  

Access N.I. approval was granted prior to recruitment. 

3.1.2 Recruitment  
Mason (2010) undertook research to determine the ideal sample size for qualitative research 

involving interviews and determined that 31 was optimal. Predicting sample size in qualitative 

studies is a challenge. The notion of a priori sample size estimations for qualitative studies is 

criticised by Braun and Clarke (2019, p.202) as having “neopositivist-empiricist framings”. Rowlands, 

Waddell, and McKenna (2016, p.40) also suggest that sample size predictions in qualitative research 

are laden with "subjectivity and arbitrariness". It has been argued that comprehensiveness of data 

and field work should determine the sufficiency of the sample (Roy, 2015). Nevertheless, researchers 

are compelled to provide justification of sample size to “address demands from funders, reviewers, 
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and ethical clearance bodies” (Sebele-Mpofu, 2021, P.11). The researcher yielded to institutional 

convention and Mason’s research paper was used as a justification of the sample size required for 

this qualitative study and ethical approval was sought in line with her recommended sample size. 

However, given the study employed a CGT approach it was more important to consider sufficiency of 

data in terms of depth and quality, so it was recognised that fewer numbers might be sufficient or 

that additional participants might be required (Charmaz 2014). Indeed, in the current study 

recruitment was ceased after 26 interviews. 

Figure 3.1 provides a diagram of the research framework employed for this study. 

Purposive sampling was used to recruit women who had experienced a husband/partner being 

treated for prostate cancer and met the following criteria: 

• Female partners of men who were diagnosed with prostate cancer that was treated 

with the intent to cure the disease. According to Cancer Research UK (2020), 78% of 

men will survive for 10 years or more after a diagnosis of PCa, and it is considered as 

a chronic condition so the impact of treatment on their relationships and therefore 

female partners’ lives was likely to be protracted. The researcher also felt that 

stresses and issues related to palliative/end-of-life treatment would be different to 

those experienced by those with a longer projected survival. 

• Participants had to be over 18 and able to consent to the study, fluent English 

speakers (as no funding was available for translation). 

• Participants currently or previously had to have been in a relationship with a man 

with prostate cancer.  This allowed for the possibility that relationships may have 

broken down subsequent to diagnosis/treatment and there is a possibility that PCa 

may have triggered the separation. 

• Diagnosis had to be more than six months prior to participation in the study to allow 

initial shock and turmoil associated with the diagnosis to abate and also allow 

appreciation of what long term side effects accompany treatment. 

Previous studies exploring how partners were impacted by PCa utilised hospital records, cancer 

registries or urology clinics to inform men of the study and encourage them to recruit their partners. 

In order to reduce selection bias, this study approached women directly, however it was difficult to 

make contact with appropriate groups of women and doing so was one of the more challenging 

aspects of the study. Thus, participants were recruited using a mixture of approaches; social media, 

flyers sent to recreational groups, advertisements in local community newspapers, cancer support 
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organizations, and snowballing.  Since GT is interested in variance rather than frequency, theoretical 

sampling was employed to encourage variance across the participants. Recruitment took place
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Figure 3.1 Research Design Framework 
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throughout the UK and particular effort was made to attract women from across the social spectrum 

and all ethnicities. 

Prior to beginning full recruitment three females, whose husbands/partners had previously been 

diagnosed with the condition, provided feedback on the proposed study, which was initially focused 

psychosexual issues. All three had been approached independently and unanimously agreed that 

they were uncomfortable with the original proposed title, ‘An exploration of the psychosexual 

experience of partners living with men following a diagnosis of prostate cancer’, specifically with the 

emphasis on psychosexual issues. The original focus on sexual intimacy emanated from the 

preliminary literature searches. However, all three women reported that although there were 

sometimes problems with intimacy, there was a much wider array of issues. Having taken their 

comments on board and in discussion with the supervisory team, the focus and title of the study was 

amended, and interview schedule/prompts adjusted, as appropriate. 

Participation was on a self-selection basis; women who became aware of the study contacted the 

researcher either by telephone or email. The researcher discussed the study and sent information 

and a consent form (appendix 3.3) via email or post depending on the woman’s preference. 

Participants then either returned the completed consent forms by post or contacted the researcher 

again to state that they were happy to proceed and arrange a date/place for interview. Women who 

had not returned the consent forms by post brought the previously completed forms with them to 

the interview. Because the researcher was employed full time in another capacity and undertaking 

the study on a part time basis, there was usually a delay of 2-3 weeks (shortest time was 9 days, 

longest was 42 days) between the participant informing the researcher of consent and the interview 

taking place, this also allowed time for participants to reflect on whether they truly wished to 

participate or not. The researcher did not pursue contact with women who had asked for 

information but did not contact her again to arrange an interview. Whilst this may have resulted in 

the loss of some potential participants, the researcher wished to avoid women feeling pressured 

into participating.  

Confidentiality was assured at all times and the potential participants stated how, when, and where 

they wished to be interviewed and likewise how follow-up contact could be made for post analysis 

verification/member checking – this was by telephone/personal email in all instances rather than by 

personal meeting. 

Interviews with participants were conducted in a place of the participant’s choosing, this was to 

ensure they were comfortable with the setting. As CGT recognises the co-construction of knowledge 

between the participant and the researcher, the interviews were all undertaken by the same 
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researcher to ensure consistency across the study. Interviews were digitally recorded to assist with 

accuracy but also in an effort to avoid distraction during the interview and to allow conversation to 

flow freely. Notes were made immediately after each interview on participants demeanour, choice 

of venue, willingness to engage. The interviews were transcribed word for word by an independent 

experienced transcription secretary who is familiar with general data protection regulations (GDPR) 

and confidential nature of research study data and then recordings were played back as the 

researcher read through the transcript. Additional notes were made regarding speed, tone and 

clarity where appropriate, before analysis was undertaken. 

3.1.3 Sampling 
A combination of purposive, snowball and theoretical sampling was utilised. As per the approved 

protocol, advertisements were placed on social media, information distributed to cancer support 

charities across Northern Ireland and through Society of Radiographers members. Recruitment was 

slow and some participants who had initially consented withdrew prior to interview due to their 

husband’s disapproval of their participation (n=3). Another participant met with the researcher and 

was interviewed but later asked for the data to be deleted as her husband was unhappy with her 

participation, and tensions arose as a result of her taking part in the study. Her request was fulfilled 

in accordance with University ethical requirements and none of the information or memos from that 

interview have been utilised, and all were destroyed as per protocol. Although participants had been 

advised that they could withdraw participation in the study at any time (as stated on the participant 

Information and consent sheets; appendix 3.3), the researcher and the approving ethics committee 

had not fully considered the nature of the research methodology. The constant comparative method 

means that once coding/analysis of an individual’s data has been integrated into the ‘pool’ it cannot 

be expunged. In retrospect this should have been made clear to the participants. However, in the 

one case where the participant did retract data, this was possible as the request was made before 

transcription was completed and associated memos written after the interview were easily deleted. 

 

3.1.3.1  Purposive/Population sampling 

As is the norm with CGT, analysis was undertaken in tandem with sampling. Emerging categories 

from the first six interviews indicated that the husbands of three of the participants had accessed 

private healthcare and two further participants had suggested that their husband/partner should 

pay for treatment; it therefore felt appropriate to recruit participants who had not utilised or 

considered treatment outside of the NHS since only around 10% of the UK population have private 

health insurance (Laing Buisson, 2021). Whilst assessment of socio-economic status of the 

participants was not an objective of this research, and indeed specific questions were not fielded in 
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this regard, the researcher could not fail to recognise a pattern between the residential locations, 

educational level and/or occupations of the first six participants.  It was also noted that all six 

participants were Caucasian and of Irish/British descent. This led the researcher to specifically target 

potential participants from wider educational, occupational, and ethnically diverse backgrounds. 

3.1.3.2 Snowball sampling 

Some participants passed information to women who were known to them who also fitted the 

criteria for the study. Participants 5 and 6 were friends, participants 16, 17 and 18 had connections 

through hobbies and participants 20 and 21 had known each other for many years through their 

husbands’ common careers. While snowball sampling increased the number of participants, in 

retrospect it was not an ideal approach for CGT. This is because participants who knew each other 

had similar sociodemographic characteristics and outlooks, they also had discussed their experiences 

with each other, and so little variance was found across the data collected from these participants, 

this might have led the researcher to believe erroneously that theoretical saturation had been 

achieved. The reflective processes employed in memo writing was valuable as it alerted the 

researcher to the limitations of this type of sampling. 

3.1.3.3 Theoretical sampling 

The desire to sample across the population, as described previously, was not driven by an aspiration 

to ensure generalisation of the findings; this is not the goal of GT studies. Rather, it was in response 

to the emergence of potential categories during the early phases of the coding/analysis process.  

Primitive categories suggested that although healthcare is free in this country, women encouraged 

the idea of utilising savings (only one of the five who used/considered private treatment had health 

insurance cover) to ensure quicker/better care for men with PCa. Exploration of this category was 

required to understand whether this was because women wanted to be doing something tangible 

for their partners’ or whether they felt that they could afford to lose the money but not their 

partner. Seeking participants who did not have the same level of financial security could help to 

increase the depth of knowledge in this respect. Although the recruitment strategy of targeting 

potential participants through distributing flyers at Bingo Halls proved unsuccessful due to managers 

reticence to engage, advertisements in small local newspapers did prove successful in encouraging 

participation by women from a broader section of the community. The latter approach was 

suggested by a nursing colleague who had found this method of advertising particularly successful in 

attracting volunteers for egg donation at a local fertility clinic, she believed that people were more 

likely to read the small ads in local/free newspapers (personal communication). 

The underpinning philosophy of GT is symbolic interactionist theory. This encompasses concepts 

related to cultures, subcultures and social interactions (Stryker, 2008). This led the researcher to 
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question whether social and cultural differences impacted on women’s experience of PCa. 

Participants from communities outside of Northern Ireland, from a variety of educational 

backgrounds, and a range of cultural backgrounds were encouraged to participate by asking 

personal contacts from such groups to share information on the study and identifying possible 

sources through recreation clubs, social clubs, and centres for ethnic minority groups (REC/16/0099 

amendments versions 5 and 6). Unfortunately, an ethnically diverse sample was not achieved to the 

degree that was hoped; three of the women were born outside of the UK but had lived in the UK for 

a considerable time; seven years (Eastern European), twenty-three years (Australian) and forty-six 

years (Chinese). Additionally, a woman who was born in the UK but identified as Afro-

Caribbean/British formed part of the sample population. 

3.1.4 Interviews 
Interviews are frequently synonymous with qualitative research regardless of the methodology 

employed, but particularly so with a grounded theory approach (ref). In standardized interviewing 

the researcher asks the same set of questions in the same way to all participants. This assumes that 

the pertinent topics are known ahead of study development. Intensive interviews, on the other 

hand, “create an open an interactional space in which participants can relate his or her experience” 

(Charmaz, 2014, p. 57). In the current study, as in all types of GT, the researcher was seeking to 

understand what the participants identified as important topics to ensure the developing theory 

grew from the data, and so intensive interviews were adopted as the preferred approach. Despite 

the researcher’s reticence to impose presumptive categories or otherwise direct the participants 

towards specific topics, a preliminary interview schedule (appendix 3.2) was developed for two 

significant reasons; firstly, to comply with the requirements of the ethical approvals committee to 

safeguard participants, and secondly to clarify the ‘’domains of inquiry” (Karp 2009, p. 40). The basis 

of constructivist grounded theory is the co-construction of theoretically relevant concepts from 

within the data to allow emergence of theory. To this end a semi-structured format was adopted for 

the initial three interviews, guided by, but not wholly based upon, the preliminary literature. The 

interview schedule was deliberately broad and had open ended questions to allow the flexibility to 

delve deeper into specific subjects as the interviews progressed in ‘real time’ and to accommodate 

the reflexivity that is required to facilitate the development of new concepts that were previously 

unanticipated as the study moved forward.  

In order to stay true to the methodological approach and ensure the information gathered was truly 

‘grounded’ in the experiences discussed in the interviews, participants were free to dictate the 

location, length, and content of the interview.  
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As the researcher became more skilled in the interviewing process, her confidence in conducting 

more open-ended interviews grew. She became more adept at identifying nuances in language and 

with interpreting silences and omissions. Member checking was an essential part of ensuring her 

interpretations were correct. She also became less focused on the quantity of data and more 

concerned with the quality of the interactions.  

 

3.2 Data Collection 
Data collection took place between Nov 2017 and August 2020. Data from interviews with 26 

women were included. Data was collected primarily in the form of digitally recorded interviews, as is 

common with CGT research. This approach offers the researcher the opportunity for iterative 

comparisons between and across the interactions with participants. Some additional information 

was gathered during follow-up telephone calls/emails during verification processes after the initial 

interviews. An overview of the demographic data of the participants can be found Table 3.2. 

No time limit was placed on the interviews. The duration of interviews ranged between 18 minutes 

and 95 minutes (average time 47.7 minutes). Charmaz (2014, p. 86) states that placing arbitrary time 

limits on interviews can stifle data collection. Allowing the participant to draw the interview to a 

close was a lesson the researcher learned after bringing the first interview to a close prematurely. In 

the first interview the recorder was turned off and while thanking the participant general 

conversation developed during which the participant relaxed and disclosed information which would 

have been more conducive to analysis than the actual interview. As this information was not offered 

during the interview it was not used as part of the study.  

 

The majority of interviews were face-to-face interactions. Decisions regarding the location and 

method of interview were dictated by the participants, in consideration of the sensitive nature of 

the topic and to ensure a comfortable level of privacy for the participants. King, Horrocks, and 

Brooks (2019) suggest that establishing a comfortable, private, and quiet setting allows rapport and 

adds to the quality of the study. The last and penultimate interviews had to be accommodated in a 

form that adhered to social distancing regulations imposed by the Covid-19 pandemic. 

➢ 11 invited the researcher to their home 

➢ Two requested a meeting in researcher’s home as it was more convenient than the 

University 

➢ Three visited the University 

➢ Four met with the researcher in hotel rooms while she was travelling to collect data  
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➢ Two requested a meeting in a coffee shop of their choosing 

➢ Two requested Skype to fit in with their busy lifestyles 

➢ One utilised Skype because of social distance restrictions 

➢ One via Zoom because of social distance requirements.  
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Anne/ 

Billy 

65(55) 66(55) 37 2007 Sx Private/NHS White/British Retired Retired M 26 

Betty/ 

John 

80(68) 82(73) 54 2008 XRT NHS/Private White/British Retired Retired M 75 

Cora/ 

Tim 

53(48) 62(59) 37 2015 H/BT NHS/ 
Wife 
suggest 
Private 

White/Irish Working Working M 25 

Denise/ 

Gary 

68(65) 69(68) 45 2017 H/XRT NHS/ 
Wife 
Suggest 
Private 

White/British Housewife Retired M 42 

Elizabeth

/ Alan 

65(59) 71(67) 43 2014 Sx NHS White/British Retired Retired M 52 

Fran/ 

Greg 

60 (not together 
at diagnosis) 

69(53) 10 2002 H/BT Private White/British Working Retired P 42 

Gill/ 

George 

72(57) 82(69) 26 2005 XRT NHS White/Irish Working Retired M 58 

Hanna/ 

Vince 

49(37) 67(57) 24 2008 Sx Private W/Australian Working Working M 41 

Isobel/ 

Leo 

77(65) 74(64) 31 2008 H/XRT Private + 
NHS 

White/British Retired Retired M 31 
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Yvette/ 

Chris 

32(28) 57(55) 10 2016 Sx NHS Eastern Euro Working Working P 39 

Jackie/ 

Peter 

70(67) 75(74) 38 2017 H/XRT NHS Chinese/Irish Housewife Retired M 27 

Karen/ 

Paul 

55(40) 60(52) 30 2010 H/XRT/Ra NHS White/Scottish Working 
Retired/ 
Working PT 

Working/ 
Retired 

M 55 

Louise/ 

Ken 

79(70) 81(73) 60 2011 XRT NHS White/Irish Retired Retired M 95 

Margaret/ 

Patrick 

73(55) 74(56) 52 2000 Sx NHS White/Irish HM Working/ 
Retired 

M 73 

Nora/ 

Neil 

56(49) 71(65) 36 2013 Immuno NHS White/Irish Working Retired M 57 

Oonagh/ 

David 

61(59) 67(66) 3 2018 Sx NHS White/British Working Retired P 52 

Pat/ 

Denis 

56(54) 57(56) 30 2018 Sx NHS White/British Working Working M 41 

Queenie/ 

Phil 

78(69) 75(67) 49 2011 Sx NHS White/British Retired Working 
Retired 

M 45 

Rose/ 

Mike 

60(54) 69(65) 24 2014 H/XRT/ 
Ra/ 
Immuno 

NHS 
Wife suggest 
Private 

White/British Working Retired M 24 
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Susan/ 

Owen 

71(69) 74(73) 54 2018 Sx NHS White/British Retired Retired M 70 

Trisha/ 

Steve 

69(67) 70(68) 50 2017 Sx NHS White/British Retired Retired M 72 

Ursula/ 

Mark 

45(43) 49(47) 24 2017 Sx NHS White/British Working Working M 21 

Vicky/ 

Sean 

46(40) 56(51) 30 2014 XRT NHS White/Irish Working Working M 35 

Winnie/ 

Rod 

58(52) 60(56) 40 2014 XRT NHS AfroC/British Working Working M 18 

Xia/ Dan 62(59) 63(60) 34 2017 Sx/H/XRT NHS 

Private 

White/British Working Working M 48 

Zoe/Jack 55(53) 57(55) 33 2018 Sx Private White/British Working Working M 23 

 

Denotes women whose husband/partner attends PCa group     

Sx:surgery, H:hormone, XRT:radiotherapy, BT:brachytherapy, Immuno:immunotherapy, Ra:Radium M: Married, P:Partner,  AfroC: Afrocaribbean, 

WAustralian: white Australian, Eastern Euro: Eastern European  

Table 3.2 An overview of the demographic data (with pseudonyms for participants and their partners)
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3.2.1 Geographical Spread 
The participants were recruited from across the 

UK; because of the researcher’s location within 

Northern Ireland eleven of the participants were 

resident in the province. Two participants lived in 

Scotland and the remaining thirteen were spread 

across England (although one was employed 

overseas at the time of diagnosis but returned to 

UK for her husband’s surgery and has 

subsequently moved back to live in UK). No Welsh 

volunteers came forward, but personal 

connections in Wales were approached to try to 

garner interest within that region without any 

success.  

Figure 3.2 Map showing residential locations of participants 

(N.B. A single dot may represent a number of participants from the same area). 

 

3.2.2  Withdrawals and exclusions 
Individuals who consent to take part in research reserve the right to withdraw at any time, without 

providing any explanation for their decision. Three potential participants read the information 

sheets, discussed the study with the researcher via telephone and completed the consent form but 

withdrew prior to interview. Two of the women clearly cited that their husbands had asked them not 

to take part in the study. A third potential participant withdrew her consent prior to interview citing 

difficulties arranging a time due to her husband’s schedule. An additional participant asked for her 

interview to be deleted and data excluded. She had not discussed her participation with her husband 

prior to the interview and on doing so after the event she explained that he was not comfortable 

with her discussing his condition without his consent. The data from two further interviews were 

deleted due to failure to meet the inclusion criteria; one participant was under the impression that 

her husband had been diagnosed with PCa, but during the interview it became apparent that her 

husband had in fact been treated for benign prostatic hyperplasia (BPH). Another participant had 

discussed her husband’s radical treatment for PCa, but it emerged that unfortunately he had 

subsequently passed away due to a heart condition, a fact that was not disclosed during the 

telephone conversation with the researcher prior to interview and was not stated as an exclusion 
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factor on the participant information sheet. The possibility of this situation had not been considered 

in preparation of the study protocol. There was neither ethical approval, nor theoretical 

considerations for inclusion of a participant in this situation. Prior to interviewing subsequent 

participants, the researcher tactfully enquired as to the ‘current’ health status of participant’s 

partners.  

3.2.3 Closing data collection 
Authors suggest that data collection should cease when categories become saturated (Ghezeljeh and 

Emami, 2009). Saturation is said to enhance rigor, validity, quality, and credibility of a study, so 

consideration of whether saturation has been achieved is often seen as an indicator of quality in 

research studies. But the concept of saturation is a point much debated. The notion of saturation 

emanates from the birth of GGT and is described as “the point where no additional data are being 

found where the sociologist can develop properties of the category” (Glaser and Strauss 1967 p.61). 

Likewise, Urquhart states that saturation is reached when “there are mounting instances of the 

same codes but no new ones”  (Urquhart, 2013, p.194). While these definitions appear to be clear 

cut, other authors suggest that the concept of saturation is more complex and has wider application 

that just categories. Sebele-Mpofu (2020) suggests that there are three distinct types of saturation: 

data/information saturation, code saturation, and thematic saturation and that each must be 

considered. But other authors consider the concept of saturation as incongruous. Roy et al. (2015)   

argue that the frequency of a theme/concept is not as important as the significance of the 

contribution that it adds to the overall research. Whereas, O’Reilly and Parker (2013, p.190) clearly 

state that the “concept of saturation is inappropriate”. This marries with the statement by Low 

(2019, p.131), that saturation is “a logical fallacy, as there are always new theoretical insights to be 

made as long as data continue to be collected and analysed”. Whilst not an expert in qualitative 

research, the researcher agrees with the arguments against the concept of saturation. Because of 

the concept of co-construction of data, the researcher believes that even though participants might 

appear to offer the same narrative, the meaning can differ for each individual. The 

ontological/epistemological approach to this study is based on the concept of multiple realities, so 

the question of whether it is possible to actually achieve data, code, or theoretical saturation is one 

that the researcher believes is open to deliberation. Certainly, within this study, ‘patterns’ and 

‘repetition’ were noted and the commonalities and concordances allowed concepts to emerge from 

the data. It is likely that new/additional information would be discovered had additional interviews 

been conducted. However, the external limitations of finite timeframe for a research study in the 

‘real’ world, and the conditions laid down by ethical approval committees, impose constraints on the 

collection of data, which can render theoretical ambitions redundant. This study has benefitted from 
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rich data collection throughout and so it is not felt that the external restraints diminished the power 

of the work and concords with the assertions of Rosenthal et al. (2016) that, rather than 

generalisability, building a deep understanding of the experiences and perceptions of participants is 

the ultimate target of in-depth interviewing.  

 

3.3 Memo writing 
Across all iterations of GT, memo writing is an important aspect in the generation of theory. Some 

texts suggest memo writing as a process which should be undertaken after definition of initial codes 

(Saldana, 2016, p. 54), but memo writing in this study began in tandem with the collection of data 

and continued until the generation of theory, as suggested by Charmaz (2014, p.162). A variety of 

memo types were employed across the study (appendix 3.5), which ranged from simple hand-

written observations of interviews that were recorded immediately after the interactions, to 

questions that resulted in theoretical sampling and abstract diagrammatic ponderings (figures 3.3 

and 3.4).  Just as coding was undertaken in an iterative manner, so too the memos were revisited 

and updated throughout the work. The researcher was able to abstractly explore participants’ 

contrast of relationships pre- and post-PCa. Women described their pre-PCa relationships as the two 

individuals in a ‘shared’ space, in which each have a contribution to the relationship (figure 3.3). 

Many described PCa as a thunderbolt that hit the relationship. This concept was combined with the 

‘separateness’ and isolation women described in their relationships post PCa; they were no longer a 

dyad/single unit, PCa had shattered and split the relationship (figure 3.4). Many attributed this loss 

of ‘shared’ relationship to their partners concept of what constituted masculinity. Likewise, 

participants spoke of feeling silenced; shut out by men and ignored by HCPs, their voices continued 

to be unheard, they became ‘silent’ parties in the PCa journey. The abstract concept of the ‘ship’ was 

also emergent; female partners at the helm steering the course to find help for her partner in the 

form of medical treatments, support, practical solutions to long term complications – keeping the 

relationship and ‘him’ afloat. Other questions that arose through the memo writing process were in 

relation to age of participants, length of time in the relationship, state of relationship prior to PCa, 

family support, whether man attended a PCa support group, and loss of self. Just as analysis follows 

an iterative process and data is revisited throughout, so too were memos. The memos, served as a 

useful form of reflection and allowed the researcher to explore abstract conceptions of both the raw 

data as well revisiting/checking developing codes and concepts that had emerged in the process of 

analysis. 
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Figure 3.3 Diagrammatic memo on pre-PCa relationships 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.4 Diagrammatic memo on the impact of PCa on relationships 
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3.4. Coding 
The digitally recorded interviews were transcribed verbatim and analysed manually by the 

researcher according to the stepwise procedure described by Charmaz (2014) and Saldana (2016). 

Although a range of computer assisted qualitative data analysis software (CAQDAS) programmes 

such as NVivo are available, these tools can limit researchers’ ability to immerse themselves fully in 

the data. 

The main advantages of CAQDAS as stated by Zamawe (2015) is that the computerised data 

management tools offer transparency to anyone with access to the database. Such clarity is more 

challenging with less automated systems. However, both Zamawe (2015) and Wright-Bevans (2017) 

state that CAQDAS are not without disadvantages; the programmes themselves demand familiarity 

with the packages and the question arises of whether the software fits the chosen methodology or 

whether the data is compromised to fit the data management tool. Watts (2020) is more critical of 

the use of CAQDAS in qualitative research, arguing that such tools count the frequency of words and 

are therefore a quantitative method that offers no insight into the meaning of the words. The 

packages do offer the opportunity to quickly access specific information from large amounts of data 

and for multiple researchers to collaborate easily on projects. Given the scope and size of the 

current study, a more manual approach was apposite. This marries too with the ontological and 

epistemological underpinning of this study and with the principal of CGT to remain ‘close’ to the 

data.  

All coding was undertaken manually, using a combination of ‘MS Word’, highlighters on printed 

transcripts, and a scissors-based process of cutting and grouping (all printed hard-copy material was 

stored in a locked cupboard during the process and shredded after use to ensure compliance with 

data protection).   

3.4.1 Iterative Coding and Analysis Processes 
Fig 3.5 outlines the steps which form the analysis process for this study. 

The participants voices were maintained by the use of direct quotations within the analysis where 

appropriate (pseudonyms were assigned to both female participants and their male partners). 

The first three interviews were undertaken within a short timeframe. All three were transcribed 

verbatim by an expert typist, experienced in working with confidential data. The completed 

transcripts were read along with the recordings to ensure accuracy. The transcripts were re-read 

along with the recordings a second time to note changes in tone and speed, and other indicators 

which might be of significance. Notes/memos made immediately after each interview were also  
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Figure 3.5 Diagrammatic representation of data analysis and theory development cycle 
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 examined along with the transcripts. Line-by-line coding was then undertaken. The process of line-

by-line coding “contains correctives that reduce the likelihood that researchers merely impose their 

preconceived notions on the data” Charmaz 2014 p.125). The process of writing memos was a 

continuous one and so additional memos were written/rewritten until the culmination of the study, 

when the theory was developed. 

A summary of what the researcher believed the participant to be conveying during the interview was 

prepared. As analysis took place in tandem with data collection, the researcher used the emerging 

insights within each of the subsequent interviews, so not only was the data collected a co-

construction between the individual participant and the researcher but also encompassed the ‘new 

learning’ that the researcher had gained from previous participants. The researcher used this ‘new 

learning’ to seek deeper understanding of specific areas, but always allowed participants to relate 

their own experiences.  Participants were asked to verify the essence of the data as interpreted by 

the researcher and invited to add any additional information or delete anything they thought might 

not fully represent their intentions. The first three interviews were coded as a single task, later 

interviews were transcribed individually after each took place and the process of checking against 

previous transcripts and memos, described in the paragraph above, was applied respectively. 

Focused codes became apparent through the constant comparison between data. This process was 

repeated numerous times and categories began to emerge. After eleven interviews had been coded 

primitive categories emerged (Table 3.3) These codes and categories guided the literature search for 

the scoping review (Chapter 5), and subsequent interviews. 

A total of twenty-nine categories were apparent across the full extent of the interviews (different 

colours were assigned to each category and used to highlight data identified as contributing to 

individual codes within the transcripts as the researcher read and re-read the interviews). These 

were later condensed down to eight core categories during ensuing iterative comparisons (Table 3.3 

Fig. 3.6). 

The emergent categories remained identifiable but were incorporated into four concepts of: 

(i) Losing self 

(ii) Caring, supporting and protecting  

(iii) Navigating the health system 

(iv) Retaining/regaining self  
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Figure 3.6 Merging of multiple codes into emerging and core categories 

 

As noted during emergent category identification, the categories and concepts are wider than those 

identified in subsequent exploration of dyad focused research studies, thus confirming the views of 

the three women who had reviewed the original study proposal. They reflect closely the themes 

identified through the scoping review that will be discussed in Chapter 5 but went further in 

providing a greater depth in understanding the impact of PCa on a female partner, particularly from 

within the UK healthcare system. They provide additional categories and concepts that do not 

appear in the previously published literature. 

 

3.5 Ensuring the ‘Quality’ in Qualitative Research  
In quantitative studies criteria of internal validity, external validity, reliability, and objectivity are 

easily identified and, if the measures meet certain statistical thresholds, offer assurance to readers 

that a study is of acceptable quality; the results are reliable. The concept of quality (alternatively 

labelled as rigor or trustworthiness) in qualitative research is more difficult to determine. Guba and 

Lincoln (1989) offered the term ‘trustworthiness’ to describe acceptable quality in qualitative 

research. They suggest that trustworthiness consists of credibility, transferability, dependability, and 

confirmability and that these constructs are equivalent to the concepts of internal validity, external 

validity, reliability, and objectivity; the criteria that have been recognised as benchmarks in 

quantitative research. Demonstration of achievement of Guba and Lincoln’s idea of trustworthiness 

has been largely accepted as a stamp of quality by journals, assessors, and funding bodies and are 

rarely called into question. Creswell (2013, p.253) however suggests that “qualitative researchers 
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should engage in at least two of them in any given study”, to indicate rigor/trustworthiness. Morse 

(2015) questions the appropriateness of Guba and Lincoln’s terminology and posits a return to 

previous terminology of reliability, validity, and generalizability as indicators of quality in qualitative 

research. The debate is further extended by the opinions of other authors (Table 3.4) who each 

suggest variation in the criteria that should be applied. Some argue that criteria should be applicable 

across the whole field of qualitative research (Morse, 2015; Tracy, 2010) while other suggest that 

the inhomogeneity of qualitative methodological approaches require differing and specific quality 

indicators (Glaser 1978, 1998; Strauss & Corbin 1998; Charmaz & Thornberg 2020). Cohen & 

Crabtree (2008) reviewed the measures commonly used to demonstrate quality in qualitative 

research studies; while they identified seven common quality indicators across all types of 

qualitative studies they accepted that there was merit to be found in each of the two schools on 

thought on whether unified criteria was / was not necessary. They state, “Reviewers and researchers 

need to be aware of the seven criteria for good qualitative research, but also they need to be aware 

that applying the same standards across all qualitative research is inappropriate” (Cohen and 

Crabtree 2008, p.336). However, the variation in the number/type of quality indicators is not 

necessarily as diverse as table 3.1 might suggest. Although Charmaz and Thornberg (2020) list only 

four criteria; 1. Credibility, 2. Originality, 3. Resonance, 4. Usefulness, the checklist and guidelines 

provided (p.321), offer 13 steps that recommend achievement of criteria stated explicitly in other 

authors more extensive lists of essential evaluation criteria. However, despite Charmaz providing 

checklists in her book (Charmaz 2014, p.337), in the paper authored with Thornberg (Charmaz and 

Thornberg 2020), they emphasize that that the guidance is simply a resource and not a substitute for 

rigorous engagement with the research processes and methods. Given that this study utilises a CGT 

framework, the guidelines suggested by Charmaz (2014, p.337) have been adopted across the 

entirety of the study, with all/some criteria being applied at multiple points. 

3.5.1 Credibility 
Charmaz defines ‘credibility’ as ensuring the researcher has gathered sufficient depth of data to 

allow systematic comparisons throughout the research process, and thereby conduct thorough 

analysis. The constant comparative approach employs the simultaneous collection and structured 

analysis of the data, providing systematic structure and rigor. In CGT the emphasis is on depth and 

richness of the data rather than the quantity. The fact that data collection and analysis are 

undertaken in tandem offers the researcher (particularly a novice qualitative research, as was the 

case in this study) the opportunity to identify codes and properties that need to be explored further. 

The iterative process thereby bolsters the credibility of the work. The inclusion of theoretic sampling 
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further increases the credibility (section 3.1.3.3) as does the process of member checking. Member 

checking addresses two of the four indicators of quality listed by Charmaz: credibility and resonance. 

 

 

Table 3.3 Demonstrating the coding progression process 

Focused 
code 
no. 

Emerging categories Core Categories Theoretical 
categories/Concepts 

17 Feeling isolated/ignored/shut out • Being Isolated 

• Absorbing the personal 
significance of an alien 
condition  

• Changing self to 
accommodate PCa 

Losing self 

9 Needing support 

23 Loosing out to cancer 

24 Feeling the burden 

19 Feeling guilty 

1 Information seeking • Getting to know PCa 

• Struggling with the health 
system 

Navigating the 
healthcare system 2 Challenge of Health 

literacy/lacking health knowledge 

3 Hearing “Cancer” diagnosis / 
coming to terms with cancer / 
learning to live with cancer 

6 Coping 

10 Acknowledging length of journey 

4 Poor HCP behaviour/ poor 
communication from HCPs 

7 Failing NHS 

5 Dealing with unexpected 
complications 

8 Reinforcing gender norms • Acknowledging the 
importance of the 
masculine persona 

• Actively caring and 
supporting 

Caring, supporting, and 
protecting 11 Accepting stigma of PCa 

12 Maintaining his need for ‘secrecy’ 
/ privacy 

28 Minimising his defects/protecting 
his masculinity 

13 Caring for a loved one 

18 Taking control 

27 Offering support 

14 Doing what everyone else expects 

15 Coming closer together/family 
pulling together 

16 Acting as a couple 

21 Feeling included 

20 Self-care/being and 
individual/thinking of self 

• Finding Support 

• Being ‘me’ 

Retaining/ regaining self 

29 Trivialising PCa/Ignoring his 
diagnosis 

22 Trusting HCPs 

25 Finding support 

26 Seeing the positives of the cancer 
diagnosis 
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As previously described, the interviewees were offered the opportunity to respond, discuss, add to, 

or delete sections of their interviews. Charmaz’s process of verifying the researcher’s interpretations 

with the participant ensures trustworthiness and helps eliminate research bias (Penny, 2009). The 

time lag between interview and verification was at minimum four weeks. This was due to time 

pressure of both the researcher’s full-time occupation and the capacity of the professional 

transcription service. The maximum time lag was seven weeks due to a combination of transcriber 

and participant holidays. After reading the transcription a number of times the researcher contacted 

the participant via her previously identified medium (twice this was via email, remainder of times 

was via telephone). The researcher provided a summary of what she understood the participant to 

have shared. Minor changes were made to one transcript where the participant felt there should be 

more emphasis on how her coping strategy had caused negative impacts on the extended family. All 

other participants concurred that the researcher’s understanding reflected their experiences as they 

had intended. Delaying the time between interview and verification raised both positive and 

negative possibilities; It allowed the participants time to reflect on the interview process and 

reconsider some of the topics that arose, but it might also have allowed that time diluted their 

recollection of contributions. Member checking also gave the researcher the opportunity to check 

whether taking part in the study had caused any latent distress to the participants (in which case the 

distress strategy drawn up as part of the  protocol would have been initiated appendix 3.4), but no 

one  reported delayed distress as a result of the interviews, rather participants reported interviews 

as a cathartic experience.  

Credibility was also addressed through the process of inter-coder reliability/consistency; blind 

analysis of a random sample by a second researcher who was neither part of the supervisory team 

nor involved in the collection of data.  Creswell and Poth (2018, p.264) place intercoder consistency 

as evidence of reliability in qualitative research. An online random number generator was utilised 

and transcripts number 1, 12, 13, 14 and 24 were selected. Furthermore, transcript 23 was also 

verified by the independent researcher; the primary researcher felt a particularly strong emotional 

connection with this participant and was concerned that it might colour the analysis of this 

interaction. A detached, independent view assured that the primary researcher’s feelings did not 

skew the coding and analysis. The same process of generating initial and focused codes (as described 

in section 3.4.1) was undertaken by the second researcher prior to her defining themes. Discussions 

then ensued to compare the categories and concepts emerging in the primary researchers rendering 

of the data with the themes identified by the second researcher. Despite some differences in  
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Author(s) Glaser (1978, 
1998) 

Guba & Lincoln 
(1989) 

Strauss & Corbin 
(1998) 

Cohen & 
Crabtree 
(2008) 

Tracy (2010) Morse (2015) Charmaz & 
Thornberg 
(2020) 

Overall 
goal 

Quality Trustworthiness Quality Quality Quality Rigor Quality 

Application Methodology 
Specific  

All qualitative 
studies 

Methodology 
Specific  

All qualitative 
studies 

All qualitative 
studies 

All qualitative 
studies 

Methodology 
Specific 

Evaluation 
criteria 

1. Workability 
2. Relevance 
3. Fit 
4. Modifiability 

1. Credibility 
2. Transferability 
3. Dependability 
4. Confirmability 

 

1. Quality of 
Data 

2. Plausibility & 
value of 
theory 

3. Adequacy of 
research 

4. Empirical 
grounding of 
theory 
 

1. Ethics 
2. Significance 
3. Coherence 
4. Methods 
5. Reflexivity 
6. Validity 
7. Verification 

1. Worthy topic 
2. Sincerity 
3. Rigor 
4. Credibility 
5. Resonance 
6. Contribution 
7. Ethical 
8. Meaningful 

coherence 

1. Reliability 
2. Validity 
3. Generalizability 

1. Credibility 
2. Originality 
3. Resonance 
4. Usefulness 

 

Table 3.4 Quality indicators in qualitative research 
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terminology, focused codes and categories were corroborated between both researchers (Appendix 

3.6). 

The second reviewer employed a process of Thematic Analysis (TA) in with which she was familiar. 

Given that CGT is a co-construction between the participant and the researcher it would have been 

impossible for the second reviewer to fully embrace the same methodology in the confirmation 

process. TA, on the other hand, can be described as a tool rather than a methodology (Holloway and 

Todres, 2003), and as such can be applied across a spectrum of study types. Despite the fact that 

CGT cannot be replicated fully by a second researcher, Charmaz (2014) still supports confirmation of 

findings by a second researcher (although does not address how this should be implemented). 

Frequently intercoder consistency is reflected in terms of percentage agreement but the content of 

intercoder disagreements can be equally, if not more valuable than the ultimate degree of 

consistency, and O’Connor and Joffe (2020) agree that discussion of differences is a valuable 

process. Denzin (1978) advocated the use of multiple perspectives to interpret the results of studies 

and asserts that such theory triangulation is a beneficial method of ensuring rigor and quality. The 

exploration and comparison of literature across the field and with the results of this study, as 

documented in subsequent chapters is also a method of data triangulation, that adds to the 

credibility of the work.   

Credibility is yet further demonstrated through the consistency of documentation and adherence to 

protocols which can be seen through the attached appendices and detailed recording of the data 

and procedures. Maintaining an audit trail in research studies is a requirement of the University for 

quality assurance purposes, but also allows supervisors and examiners to track the processes that 

have been undertaken and offer guidance to novice researchers when appropriate.  

One of the major components of credibility is the researcher’s demonstration of reflexivity. As 

Charmaz and Thornberg (2020, p. 315) state when defining how a research might achieve credibility  

“Constructivist grounded theory requires reflexivity throughout the research process.” Although 

reflexivity is cited as a guiding standard in qualitative research, as Colbourne and Sque (2004) 

acknowledge, the definition of reflexivity and moreover, how the researcher can achieve it, can 

appear ambiguous. Reflexivity is associated with self-reflection. As a HCPC registrant, the researcher 

is required to demonstrate that she is a reflective practitioner as part of the requirement of 

maintaining registration  – but reflexivity goes beyond the concept of self-reflection.  Reflexivity is 

generally accepted as the ability of the researcher to examine how her own perspectives, values, 

preconceptions and presence impact on both how the participant interacts with the researcher and 

how the researcher interprets the data (Hunter et al., 2011; Charmaz, 2014). Reflexivity of the 
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researcher is an important aspect in all GT, but particularly in CGT since the 

ontological/epistemological perspective acknowledges that data is a co-creation between the 

researcher and the participant. In this research the need to change the focus of the study at an early 

stage highlighted the need to avoid presumptions, such as those held initially that the largest impact 

on female partners would be of a psychosexual nature, and also that dealing with PCa would have a 

wholly negative impact on female partners. As a result of this encounter at an early stage, the 

researcher was wary of imposing preconceptions on the study. The researcher’s background in 

treating patients within the radiotherapy and nuclear medicine departments offered experience of 

relating to a wide range of people with an open mind. The additional training in sensitive 

interviewing techniques undertaken at the suggestion of the ethics committee helped to bolster 

these skills. The researcher also employed a range of memo writing techniques, as previously 

described, during the iterative rounds of coding; written notes, diagramming, composition of data 

poems, and repeated playback of the recordings, offered further opportunities to explore the data 

from different perspectives.  

Likewise employing intercoder consistency fostered reflexivity and dialogue which helped to assure 

the researcher that preconceptions, and variations in connectedness she felt with some participants, 

had been identified and ‘set aside’.  

3.5.2 Originality 
The second criteria of originality can be considered from multiple perspectives; that is, does the 

work offer new insights, provide novel conceptualization of the data, establish a theory of social 

significance, or does it refine / extend current practices (chapter 6). The researcher is not aware of 

any previous study in the UK that has explored the independent experiences of female partners of 

men with PCa who have not been recruited either as part of a dyad or required the consent of men.  

3.5.3 Resonance 
Resonance, as explained by Charmaz and Thornberg (2020, p.317) “demonstrates that researchers 

have constructed concepts that not only represent their participants’ experience, but also provide 

insight to others.” Resonance is partially achieved through member checking. Although Morse 

(2015) states that member checking will not achieve reliability or validity, Charmaz suggests that this 

process can enhance the quality of the work since it addresses the co-constructed nature of the 

work, the move from the “explicit world of words” to “the implicit world of meaning” (2014 p.98). 

Resonance is also realised through extensive data collection, theoretical sampling, and by 

considering the ‘audience’ for the study. In this study the audience has been a mixture of academic 

researchers, support service providers, but most importantly women who are experiencing living 

with and supporting a partner with PCa. The researcher believes that some of the strongest evidence 
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for achievement of resonance was through the presentation of the study findings at newly formed 

support groups for female partners. These groups had a mixture of women who had contributed to 

data collection and those who had not taken part in the study. Collecting feedback from these 

groups was not an aim of the study and was therefore not recorded, however the dissemination of 

findings was welcomed by the women and no criticisms were received to indicate that the 

researcher had misrepresented the experiences of those who had participated in the study. In 

identifying the concepts at that were important to the participants, and sharing their previously 

unheard voices, other women in the same situation were able to identify with the participants and 

recognise their own story mirrored in the results. 

3.5.4 Usefulness 
The fourth and final criteria Charmaz cites as an indicator of quality is ‘usefulness’. She suggests that 

the study should clarify the participants understanding of their everyday worlds, explore generic 

processes, generate further research, and form a foundation for policy development/practice 

improvements. In chapter 6 the researcher makes recommendations for further research and 

discusses the formation of female only support groups. At the outset of this work the author could 

only identify one female partners support group: a sub-group of a mixed PCSG. At the conclusion of 

this study, and indeed as a result of it, many women have felt empowered to set up additional 

female support groups (two in-person groups, one online group). The researcher also acts as 

moderator for a Facebook group that she created which overcomes issues of access to local ‘in-

person’ groups.  

 

 

3.6 Chapter summary 
This chapter has described the processes undertaken by the researcher to initiate the study from 

conception through to the analysis process. Qualitative research has been criticised for lack of rigour 

and reliability. The researcher hopes that by clearly defining the processes undertaken within the 

current study, the quality of the work is clear to the readers. The concepts and categories mentioned 

within this chapter will be discussed in depth within chapter 4 and demonstrate the development of 

substantive theory of ‘The Female Co-Survivor in Prostate Cancer’. 

  



60 
 

 

Chapter 4     Developing Theory: “The Female Co-survivor in Prostate 

Cancer”  
 

4.0 Introduction 
As described in chapter 3, analysis of the results was an iterative process that consisted of numerous 

rounds of coding, recoding, and identification of categories that led to four overarching concepts. 

This chapter seeks to explore the rich data that participants shared during their interviews (to 

maintain anonymity pseudonyms have been assigned to each of the participants and their partners). 

The four concepts stated at the end of the last chapter are explored in more depth to unpack the 

areas that the women identified as important discussion points. Each of the four concepts is 

therefore broken down into the categories that contributed to them, with quotations utilised to 

validate the researcher’s construction of data while maintaining participants’ voices. 

The four concepts explored within this chapter are: 

• Navigating the health system 

 

• Caring, supporting and protecting  

 

• Losing self 

 

• Retaining/regaining self 

Although four concepts were identified, there is much overlap across and between them. This is 

consistent with the multiple dimensions we all experience in our lives; no parts are totally separate 

from other parts and just as cancer does not occur in a vacuum for the person with the condition, 

the impact on women’s lives has multiple facets and touches many areas simultaneously. The 

relationships between the emerging (provisional) categories, core categories, and main concepts can 

be seen in the mind map, figure 4.1. 

 

4.1 Navigating the Healthcare System 
Cancer is  uncontrolled cellular proliferation within the body, with the aim of cancer treatment  to 

arrest these processes. However, dealing with a cancer diagnosis and side effects of treatment 

requires consideration of more mundane and practical processes and this was highlighted by the 

participants in the current study. Although it was the male who had the cancer diagnosis, it was 

most often the female partner who took responsibility for persuading the man to go to seek medical 

care, research  
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The Female Co-Survivor 

Losing Self 

Retaining/Regaining Self 

Being isolated 

Navigating the health system 

Caring, supporting, and protecting 

Getting to know PCa. 

Finding support 

Being me 

Changing to accommodate PCa. 

Struggling with the health system 

Acknowledging the importance of the masculine persona 

Actively caring and supporting. 

Self-care/being an individual. 

Ignoring/trivialising diagnosis 

Trusting HCPs 

Finding support 

Seeing the positives of PCa diagnosis 

Information seeking 

Hearing cancer diagnosis 

Health literacy/lacking knowledge 

Poor communication from HCPs 

A failing NHS 

Dealing with unexpected complications 

Acknowledging length of trajectory 

Coping 

Feeling shut out 

Needing support 

Feeling guilty 

Feeling the burden 

Losing out to cancer 

Reinforcing gender norms 

Accepting the stigma of PCa 

Maintaining his need for secrecy/privacy 

Minimising his 'defects'/protecting his masculinity 

Caring for a loved one 

Taking control 

Offering support 

Doing what everyone else expects 

Coming closer together 

Acting as a couple 

Feeling included 

 

(different colours/line types have been employed only to ease following connections between categories/concepts/theory) 

Figure 4.1 Diagram representation of relationships between categories and concepts 
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the treatment options, provide practical care during/post-treatment, and offer the emotional and 

practical support during and beyond the treatment. 

(i) Concerns about the NHS    

Concerns relating to the capacity of the NHS were expressed repeatedly throughout the study from 

the very first interview. Three of the first six participants interviewed indicated that they sought 

some, or all of, their treatment on a private basis. As mentioned in Chapter 3 this led to theoretical 

sampling in an effort to explore the phenomenon of paying for treatment in a system that is free at 

point of care. Concerns about the NHS were evident throughout the study and were not confined to 

a particular region of the country. Out of 26 interviews, three participants reported that their 

partners held private medical insurance, five self-funded for part or all of their care, and three other 

participants suggested to their partners that they consider paying for treatment. Participants cited a 

variety of reasons for looking to private care; waiting lists were too long, they felt that their concerns 

over complications related to treatment were being ignored, they wanted a second opinion, or they 

had undertaken their own research and felt that the options offered under the NHS were not the 

optimum choice for their partner. These concerns are exemplified below, with Anne and Billy 

expressing anxiety about the delay between referral from their GP and seeing the hospital 

consultant. After seven-week wait they booked privately (no health insurance).  

Anne: “we ended up goin’ privately for an initial consultation so it wasn’t much longer after that 

[treatment commenced]…” 

However, anxieties about waiting times were not confined to referral times at the start of the cancer 

journey. Betty explained how her partner John required an operation for a stricture caused as a 

result of previous radiotherapy treatment for PCa. They had no health insurance, but felt frustration 

at the waiting times especially after all that John had gone through with treatment, the feeling was 

that he deserved better. 

Betty: “– now, we’re going privately through this TURP operation because it was going to be…a 

waiting list for the NHS.” 

As shown by Hannah below, those who had private medical insurance experienced no delay in 

accessing diagnosis and seamless treatment.   

Hannah: “Yeah, so it was private, all covered under private.  So, we had an appointment with the 

specialist, and I think because he had private health insurance, that was covered, and pretty much, 

the operation was organised within I think 10 days. I think it was pretty quick.” 
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However, at times, due to budgetary constraints, NHS treatment was seemingly rationed, this 

change in treatment was frustrating and there was a sense of being ‘let down’ by the system, as 

explained by Rose.  

Rose: “He goes for injections every six months, [it] was every three months, and then they go, “We 

[referring to the NHS doctor] can’t afford the three months – we’re putting you on something slightly 

different, but obviously just as good, that’s every six months,” so you go…okay…  And I’m like, 

“Couldn’t we just pay for the thing for every three months?” because that feels better to me.” 

Rose and Mike were told that NHS couldn’t afford to continue with the treatment, despite the fact 

that it had been working well for him on a three-monthly basis. In order to maintain this 

improvement, they wanted to pay for the injections themselves, but were advised that he would 

have to have all of his treatment privately and could not just pay for the parts of treatment that they 

were choosing. Despite Rose pointing out that Mike was in a lot of pain and very fatigued with the 

alternative (6-month) medication, the consultant insisted that it was “just as good” as the previous 

treatment.  

Inconsistencies, frustrations, and disappointments with NHS treatment plans were also experienced 

by Xia and Dan. They had initially been told that radiotherapy was the treatment that could offer a 

cure, but then this option was removed without explanation. They subsequently paid to see 

consultants at two different radiotherapy centres, as exemplified by Xia’s account of their journey to 

get treatment. 

Xia: [relaying a conversation with an NHS based consultant], ““Oh, it’s disappointing you can’t have 

radiotherapy,” and we said, “Pardon? We were told that he was going to have radiotherapy.” But we 

didn’t accept it, and I was Googling and I decided that we would get other [private] opinions, and we 

did.  We went to xxx at (trust name redacted)**, em… And we also went to the (trust name 

redacted). We saw Professor xxx. That was private as well. Both of them said, although it wasn’t an 

easy radiotherapy, it was certainly possible, and we decided that we would go to the (trust name 

redacted) to do the radiotherapy.”  

Xia and Dan decided to pay for radiotherapy and requested Dan’s notes from their local NHS centre. 

At that point the NHS consultant offered radiotherapy at the original centre, but they had ‘lost faith’ 

in the staff there because of the four-month delay and lack of explanation over the denial of 

treatment. Dan was then referred for radiotherapy at his chosen treatment centre on the NHS which 

he accepted. Here there was a sense that not only had Xia and Dan to overcome cancer, but they 

also had to fight against the NHS to receive potentially curative treatment. Other couples also 
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reported concerns with NHS treatment and the options available to them from the service for 

various reasons.  Unlike Xia and Dan, Isobel and Leo initially  opted for NHS treatment, but due to 

temporal concerns ultimately moved to the private healthcare sector .  

Similarly, another couple used savings to fund private treatment; Zoe and Jack were living overseas 

at the time of Jack’s diagnosis. They decided to come back to the UK for Jack’s surgery because they 

felt the standard of treatment was superior. As UK citizens they were fully intitled to NHS treatment, 

but they used their savings to pay privately for treatment as they needed certainty on the timings. 

Oonagh discussed utilising the private sector to reassure her and her partner that the NHS treatment 

offered was truly the best option for her partner’s PCa. 

Oonagh: “So, we decided to do that, so we got, em, a private appointment to see this guy, who was 

just…absolutely wonderful, who was just wonderful.  He actually said exactly the same as the first 

surgeon that we saw…” (no health insurance) 

Cora’s suggestion was to pay privately because of the four-month delay and frustration at failures in 

the system. 

Cora: “I wanted him to go private but we don’t have any insurance since he retired from work and he 

wouldn’t hear of us paying for it.  … it turned out the scan results were lost…. He had to wait to have 

another scan then and then wait again for the results.” 

The concept of utilising financial resources, which might be replenished at a future time, to protect 

their irreplaceable partner emerged as a strong category and marries in with the concept of ‘caring, 

supporting and protecting’. By pouring shared resources into ensuring the best possible care is 

achieved in an expedited manner, women are demonstrating the importance of ‘his’ well-being.  It 

also has some resonance with the themes of ‘taking control’, and ‘retaining self’; by making 

decisions to pay for treatment, women were being included, and were retaining a role as an active 

component of a couple – the illness becomes something that is tackled by both the man and woman 

together, it is a joint problem rather than being ‘his’ problem. All authority is not being surrendered 

to the HCPs and there is more likelihood that ‘she’ will be included by the doctors (and other HCPs) 

and her partner.   

(ii) Hearing the diagnosis 

Other issues raised in relation to care related to the way doctors and other health care professionals 

imparted the news of the diagnosis. Delivering such news is undoubtedly a difficult task and people 

are so different that one approach will not be acceptable to everyone, but multiple participants 

commented on their dissatisfaction with the way this news was relayed. Some couples felt the 
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communication skills were lacking because the HCP was too abrupt, confusing or the person relaying 

the diagnosis avoided mentioning the word cancer at all.  

Trisha “But I will say, you get assigned a specialist nurse.  She gave Steve the diagnosis – the doctor 

doesn’t, and we were under the impression……  And she really didn’t ever mention cancer.  She was 

just telling us about the Gleeson Score and where it was on the Gleeson Score and…then it kind 

of…transpires that, oh, you’re talking about cancer…  So, yeah…  So, no doctor contact at all, not…” 

Xia and Betty had a contrasting impression to Trisha’s of how their partners’ diagnosis was delivered 

too brusquely, as did Denise, but she was further confused by differing opinions between the 

urologist and the oncologist. 

Xia: “As far as the clinical oncologist was concerned, her job was to tell us what the chemo involved, 

and it wasn’t to counsel us through the fact that, all of a sudden, he’d just been given a death – it felt 

like he’d been given a death sentence. So, we came out of that and we stood in the carpark and we 

just cried because…it had been terrible news, with no wrapping at all.” 

Betty: “And I thought that the young oncologist that we saw that particular day, em [laughs], there 

was no such thing as breaking the news gently.  It was just, bang, that’s it, you know?  That was it.” 

Denise:” when we first went to see the urologist, I know he was conscious that my husband was from 

a medical background so he probably didn’t want to, you know, sugar-coat anything, but, em, he was 

quite abrupt in how he told him. He said, “Just go, make the best of what there is”, and that’s it.  I 

thought, that’s unnecessary.” 

This information was contradicted when Denise and Gary (and their daughter) met with the 

oncologist and he was offered radical treatment, so Denise was left feeling very confused.  

Others were given reassurance during the consultation or by GP afterwards. 

Isobel: “He also was told that he would die with it, not of it, and that was somehow a relief in a way.” 

Gill: “No, I think…I think it was quite reassuring that the GP had said it was unlikely to be what killed 

him in life. I suppose…we both had a great deal of faith in our GP, and I think that was probably, in a 

way, a sort of a fairly comforting, eh, piece of information, yeah.”   

(iii) Being excluded by HCPs 

Women frequently reported feeling excluded or ignored by HCPs. While they recognised that it was 

their partner who was the patient, they still felt the need to be included in the consultations. They 

felt that the fact that their partners had invited them into the consultation meant that the men 

wanted them to be part of the process, but HCPs did not always take this into consideration despite 
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the NICE guidance (NG-131, 2019). Many of the participants in the study drew a comparison with 

how HCPs behave towards males when women are in receipt of ante natal care during pregnancy. 

The participants pointed out that when they were pregnant their husband/partner was encouraged 

to play an active role during the ante natal care, birth and post-natal period. Explanations were 

provided to the couple across the whole trajectory and questions were typically invited equally from 

both partners. Participants felt that the PCa journey is also a shared ‘couples’ experience that was 

frequently denied due to HCP’s avoidance of sharing information with them. Women who 

participated in the current study recalled HCPs being reticent to invite them into consultations 

and/or speaking only to the man during the consultation. Just as pregnancy impacts both parents, a 

diagnosis of PCa impacts both members of a couple; this has been established by previous research 

which has resulted in the development of the NICE recommendations (2019).  

Oonagh: “He had to ask if I could come in. They didn’t automatically say, “And are you coming too”? 

The surgeon that we saw certainly wasn’t inclusive because we saw the nurse, who was lovely, em, 

very lovely, but I knew that she was probably on a…you know, that she was time-limited, and, em, 

also, I don’t know…I felt that she didn’t really…felt quite uncomfortable by some of the questions that 

I asked really. … if I did ask some things, that I would notice that she would perhaps answer me by 

looking at David, as opposed to looking at me really.  So, I felt that I had to…not ask too much 

because the…you know, ultimately, it was about him.”  

The surgeon’s attitude and lack of inclusivity was why Oonagh and David decided to pay for a second 

opinion. 

(iv) HCPs presumption of female partners as carers 

At other times however health staff assumed that women would take on an active role in the man’s 

care; men who had surgery were typically discharged home with catheters in place the day after 

surgery, and women cited that they were given little if any information on how to manage the care, 

how to empty catheter bags, or indeed how long the catheter would be in-situ.  Products such as 

catheter bag stands and incontinence products were not always provided or discussed. Participants 

also stated that information on who to contact if problems arose (particularly at weekends and 

holiday periods) was either not provided or inaccurate.  

Susan “A friend had already told me I’d need a nightstand for the catheter bag because she’d nursed 

her mum, so she’d lent me a nightstand. 

Trisha and Steve didn’t realise that he had complications that required intervention until he had an 

appointment with the physiotherapist a few weeks after being discharged from hospital as neither of 

them had ever had surgery before. 
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Trisha: “He was in an awful lot of pain, but we didn’t know that it wasn’t really normal,..” 

(v) Information and resources 

Referring back to the NICE guidelines (NG-131, 2019), recommendations 1.1.1 – 1.1.4 deal 

specifically with providing information to patients and their partners/carers. Focus is on providing 

information tailored to individual needs and providing guidance to additional resources. In some 

cases, this was fulfilled but the majority of the participants cited this as an area that required 

improvement. Those who were particularly satisfied with the information and support were those 

who had been offered information about prostate cancer support groups prior to making decisions 

about treatment pathways, and it was at such groups that they found the information that they 

needed.  

Trisha: “The one thing I will say though, and [….]  probably said the same, when you’re diagnosed, 

you get the blue pack from the (region name redacted), em, Prostate Cancer Support Group.  Without 

that, I don’t think we would have had a clue, but there was quite a lot of information in there from 

Prostate Cancer UK” 

Others felt that they were left without guidance on the decisions they needed to make around 

treatment. Some spoke of being overwhelmed by the amount of literature they were given to read. 

Most were assigned a named nurse (a specialist nurse) and advised they could ring to ask for support 

and guidance, however everyone who took part in the study found that although this offered 

comfort and a feeling of support, when they actually tried to use the service it was simply a recorded 

message asking them to leave a contact number for a returned call at a later time. 

Yvette: “You only ever left a message and then somebody would go through the messages once a day 

and phone you back, and if you couldn’t pick up the phone, that was it, you then went back to square 

one – you had to phone again, leave a message, and hope that you were somewhere with reception 

when they phoned back. That’s not a criticism of any individual, it’s just the way the system worked, 

but you could never get information very quickly, and you never got the same nurse calling back.” 

Some participants were given contradictory information; Elizabeth and Alan were initially advised by 

the registrar that he would be put into an active surveillance programme but was told by the 

consultant at the next appointment that:  

Elizabeth ““Oh, we don’t do watch and wait.”  So, this girl had given us duff information,” 

Information relating to side effects and aftercare was not always relayed using terminology familiar 

to a lay person, or knowledge was assumed which resulted in misunderstandings later in the PCa 

journey. Participants had to learn a new language to follow what was being said. Two participants in 
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particular related stories about pelvic floor exercises; Margaret explained how she and her friends 

had returned home to find her husband lying on the floor turning from side to side, when they asked 

what he was doing he simply said he was told he had to do ‘pelvic floor exercises’. Ursula explained 

how presumptions made by the surgeon left her unclear as to what was meant by pelvic floor 

exercises. 

“ I do remember the surgeon being a bit condescending because they’d been telling him to do his, 

em, pre-op, they were telling him to do, em, pelvic floor exercises, em, but we didn’t know what 

pelvic floor exercises were, you know.  So, we looked online and [they’ve not] had any information, 

and it were just kind of…well, we don’t know what they are.  So, at the next appointment, we said to 

the surgeon about it then, “What are these pelvic floor exercises?” and he were scathing towards me 

and said, “Well, you’ve got two children, you should know,” and I said to him, “But my children are 

adopted, you know, so don’t make assumptions,”   

Information on how, where, and what products would be necessary post treatment were also 

severely lacking or the process of getting products meant negotiating between primary and 

secondary care which causes delays and means multiple appointments to deal with a single issue: 

Ursula: “you can go and see a specialist nurse […], but then you have to go back to your GP for a 

prescription, so it’s a bit… There’s loads of different stages so..” 

Oonagh speaking about incontinence products:  

“No, he has to buy them, yeah, yeah, a lot of – that has been a real bone of contention, the things 

that we’ve had to buy.  We went through a period when…  He wasn’t given the best advice, but he’s 

got a friend, ironically, who was diagnosed at the same time as him, who lives in another area of the 

country, and he was giving us little sort of like tips like buy baby nappies and cut them in half, so I’d 

be up sort of like sewing nappies so all the things didn’t come out [laughing], and, you know, little 

practical – it saved quite a lot of money really.”   

This sense of exasperation in trying to source help was also relayed by other participants. 

Xia:  “And he found out afterwards that, if he got a penis pump, a pump, earlier, that would have 

helped, but when he did try and get one, the GP said, no, he couldn’t have it on the NHS, that wasn’t 

allowed, and he tried again – and we bought one privately in the end,” 

Yvette described how she used her knowledge of products and past experience as a nursing assistant 

to help avoid Chris having to go upstairs to the bathroom (which he found very difficult) when she 

had to leave him alone while she went to work. 
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Yvette: “We got a few pads from the hospital, I had to buy the rest, but… the best thing I bought him 

was the urine bottle.”  

Some hospitals had Maggie’s centres or Macmillan Support Services available, but women were 

unaware that they could access these services. Many participants assumed that services were only 

for patients or for those who were caring for loved ones who were at ‘end of life’ stage of the 

pathway. There also appeared to be misconception that support services advertised help for ‘carers’ 

in their literature and these women did not define themselves as carers; they were wives/partners. 

Their definition of carer was, as mentioned above, someone who was looking after a person with a 

terminal condition. Thus, the choice of the word ‘carer’ rendered the support services invisible to 

most of our participants.  

(vi) Getting on to the pathway 

GPs did not escape criticism either, as three women explained that their husbands had to insist that 

doctors did a PSA test and prostate examination, or that the need for prostate cancer testing was 

dismissed by the GPs, raising anxiety and anger at the healthcare system. It caused women worry 

and concern about the quality of care throughout the rest of the pathway. Women were often the 

person who recognised that their male partners had underlying problems and persuaded men to 

seek medical attention – it left women feeling that their concerns were being ignored from the 

outset. 

Yvette: “his father had prostate cancer, and…., em, when he [Chris] went about five years before 

that, the doctor had talked to him about it and said, “Well, you know, if you’ve got no symptoms and 

if – the test results are not that reliable, you get false-negatives and false-positives,” “  

When Chris was diagnosed a few years later he had stage 3 disease Ursula: “he [GP] said he were in 

two minds whether he should even test him [Mark], em, so I says it’s a good job he did really.” 

Mark was only 46 when he asked the GP for a prostate examination but had an older brother with 

the condition so felt it was necessary despite his young age. 

Yvette and Ursula, like many of the other women in this study had suggested and encouraged their 

partners to seek medical attention. 

 

4.2 Caring, supporting and protecting 
The most obvious evidence of female partners caring, supporting and protecting their partners 

within the study arose from the fulfilment of physical care needs during and after treatment. This 

was particularly true for those who underwent a surgical intervention, but the care offered extended 
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beyond the immediate diagnosis and treatment phase of the illness. The chronic nature of PCa for 

many men means that this phase of the pathway can be extended for a considerable time. This can 

be seen from table 3.1; the earliest diagnosis of the partners of women in this study goes back to 

2000. The carer benefit model (Cassidy, 2011) shows that whilst initially both parties gain from 

providing care and having care provided for them, there is a finite limit on the sustainability of such a 

dynamic. Tensions can also arise from a conflict of the woman feeling like it is her ‘duty’ to care, and 

perhaps that society will condemn her for failing to fulfil her gender role, while many men see the 

need to be cared for as weakness. Thus, we encounter the dichotomous impact of pre-defined 

gender stereotyping. 

There are many areas of overlap with concept 1 above (Navigating the Healthcare system); while 

supporting men through treatment and beyond, participants described the necessity to be ever 

mindful of respecting men’s privacy, autonomy and masculinity. Women sometimes felt that their 

attempts to care for their partners were rejected by their male partners causing some women to feel 

unwanted or shut out – concepts which overlap with category 3 in section 4.3. 

(i) Offering support and taking control 

The stereotypical male approach to illness and well-being that certain masculine norms can 

discourage males from seeking help from others while facing physical illness and emotional distress 

as highlighted by Chang and Yang (2021), can necessitate the woman taking the responsibility for 

diagnosis, appropriate choice of treatment and long-term QoL. Chris abdicated all responsibility for 

researching the topic to Yvette and then asked her for a summary. While Yvette found this stressful, 

she was included in the decision making and in Chris’s overall cancer journey. 

Yvette: “So, I was the one who was researching and panicking and being scared and reading up all 

the information and eh [laughing]…rating the…all the different treatments and choosing “This is 

impossible”, “This is, okay, acceptable”, “This one might be”, and the day before his appointment, 

actually that evening before his appointment, he said, “Well, so what does the paperwork say – 

which one are we going to go for”? “ 

(ii) Protecting her husband 

There were a number of aspects that arose within this category: protecting her husband by 

persuading him to go and seek medical advice, paying for additional/faster treatment options, and 

seeking information are areas of overlap discussed within section 4.1, but women also demonstrated 

protecting in terms of being happy for him to undergo the best treatment option available 

regardless of whether that meant their physical relationships would suffer.  
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Anne: “We were told that he might have difficulty where sex was concerned and I said well that 

didn’t matter as long as he was still with us, the consultant’s opinion was, actually it does matter but 

we just thought,.. you know it’s more important for him to be still here.”  

Likewise, women demonstrated a protective attitude when it came to safeguarding their partners’ 

masculinity; many of the participants understood the social stigma of impotence and loss of what 

their partners feel is the very essence of being a man. They maintain a silence around the subject 

and put his need for privacy ahead of their own need to seek support which would involve taking 

about the problems and stresses they feel – sometimes this means not involving outsiders, 

sometimes this even means not talking about it with each other. 

Karen: “I wouldn’t want to discuss that with my friends because that’s Paul’s dignity, do you know 

that way…?” 

Karen’s husband has a blog where he does post about PCa, but she explained that that is all done on 

his own terms, she felt that was very different from her talking with colleagues or friends. 

Other participants discussed how their partners never talked to them or anyone else about PCa 

because it was a completely taboo subject. 

Louise: “he doesn’t like you talking about it, and he wouldn’t let you talk about it in front of anybody 

or… That’s why I couldn’t have brought you to my house.”.  

Louise went on to relate how her husband Ken moved into the spare bedroom after 51 years of 

marriage and now insists on doing his own washing. She suspects it’s because of the incontinence 

problems as they had very traditional roles and he never did any housework related tasks prior to his 

diagnosis. 

Louise asked for the interview to be undertaken at a location away from her home, some of the 

other participants were comfortable with the interview taking place at their own homes but Anne, 

Denise and Winnie were all very conscious of what time their partners were due home and rushed 

to wind up the sessions when it came close to their partners expected return. Anne’s husband Billy 

returned while I was still there, and her tone and openness changed. 

In addition to protecting her husband’s masculine image and his well-being, women are often 

simultaneously charged with protecting children and family members from worry and upset. This 

balance can place a huge burden on women, particularly where there are step-children and/or 

complicated family dynamics; Isobel explained that Leo was estranged from his children from his 

previous marriage and while she felt that they should be told about his diagnosis (particularly his 
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son), he was against making any contact with them, this caused conflict between the couple but to 

appease Leo she kept silent. Likewise, there had been arguments and a previous period of 

estrangement between members of Nora and Neil’s family, but unlike Isobel’s partner, Neil felt it 

was important that he resume family connections despite Nora’s objections. Nora ultimately agreed 

to the family being welcomed in their home.  

(iii) Encouraging men to take responsibility for own health 

There were many examples of participants encouraging men to take responsibility for their own 

health and wellbeing. Women often linked men’s reticence to go to GP, follow advice from HCPs, 

and attend support groups to gender norms. Again, the issue of gender stereotyping/masculinity 

came to the fore. Women, despite not wishing to be labelled as ‘carers’ recognised symptoms 

associated with PCa prior to diagnosis or, something unusual in their partners even if they were not 

knowledgeable about PCa.  

Karen: “So, the first thing that I noticed, which really nobody’s ever asked, which was not in all the 

prostate stuff, was that I started to notice that there was no semen whatsoever, and that was really 

strange, right?” 

Paul waited for a few months before finally going to the GP. This was an issue echoed across the 

study where, even when women had pointed out that something was ‘not right’, men needed 

persuasion to finally attend the doctor. 

Margaret: “…Patrick thought he had a few symptoms, and then I said, “Why don’t you go and see 

about it?”….. …and I took it out of the paper and I said to him – it was after a few weeks, and I said to 

him, “Look at that in the paper. Why don’t you go and look at it?” [referring to newspaper 

advertisement for a ‘manvan’, mobile male health screening charity] 

Even after diagnosis and treatment, men still put the burden of seeking help and support on the 

shoulders of their female partners. Steve was having problems after his surgery and eventually 

Trisha called PCUK. She was trying to describe what he had told her, finally she managed to get him 

to see that it was better if he spoke to them himself thereby reducing the burden she felt in seeking 

support for Steve when not fully confident that what she was relaying was exactly what Steve was 

experiencing: 

Trisha: “I think I spoke to them once, but after that, I said, really, because he wasn’t very keen to 

contact anyone, I said, “Really, it would be easier if you ring, you know, because you can describe 

everything,” and then he got sort of…reasonably confident with ringing.”   
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The physiological position of the prostate gland as part of the male reproductive system and link to 

masculinity and virility appears to multiply the taboo around seeking medical intervention. Women 

in the study often contrasted this with their experiences of having children and the female 

physiology of menstruation, so felt they were more open about bodily functions. 

Women also tended to be the catalysts for men utilising PCa support groups. 

Xia: “But, again, it was me that encouraged him to go to that. He…he won’t remember that – he’ll 

think it was him that decided, but it was me. After a little while, I said, “Do you know, I think you 

might be able to get some help just talking to people.”  I said it a couple of times and he didn’t want 

to do it, but I think that was because there was too much information coming at us – it was just one 

more bit of information, and, actually, that was a really important one.” 

Within this study partners of men who attended support groups reported better and more open 

communication with their partners. However, without further research it is unclear whether 

attendance at the group helps to dispel the taboos around talking about PCa or whether the fact 

that some men are willing to attend a group mean they are more likely to communicate openly 

about their cancer journey anyhow. 

 

4.3 Losing Self 
This was one of the major themes to emerge during the study. A cancer diagnosis is undoubtedly a 

time of stress and anxiety for both patients and their loved ones. The chronic nature of PCa, thanks 

to a plethora of treatments, means that although women have the comfort of having their partners 

survive for lengthy periods beyond diagnosis in many cases, they are ever mindful that cancer is 

lurking in the background. The emphasis of much research has been on the loss of intimacy in 

relationships and at the inception of this study, was intended to be the primary focus. However, as 

mentioned in chapter 1, the feedback from women who reviewed the initial proposal indicated that 

impact on women was broader and so the study was amended. The analysis of the interviews 

corroborated the opinions of those three women who reviewed the proposal.  Within the concept of 

‘Losing Self’ the extent of emotional, practical and physical impact can be appreciated through 

women’s feelings of loss across multiple aspects of life. Women felt loss within their relationships 

because their partners had excluded them, they felt loss within their social groups because they had 

to maintain partners’ privacy and confidentiality, they felt loss in terms of not being able to find 

support and understanding from HCPs, and they felt loss in the eyes of society because they could 

not maintain the altruism of offering unconditional and uncompromising care to their partners for 

extended periods of time. Other losses were more tangible; the loss of careers by acceding to 
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partners requests to spend more time with them, loss of financial stability, loss of hobbies and 

interests due to long term side effects from PCa rendering their partner unable to participate, and 

loss of their time to attend appointments and care for their loved ones. The convergence of these 

multiple losses give rise to a feeling of losing the person that they were prior to their partners 

diagnosis of PCa.  

(i) Isolation/loss of physical and emotional connection in relationship 

Many participants described feelings of isolation both within their relationship with their partner 

and across their wider social groups. A number of participants related how their partners had 

excluded them from sharing their diagnosis and cancer journey, others ascribed the feelings of 

isolation to their partners’ requests for secrecy and discretion around discussing the stresses and 

problems associated with treatments and side effects of PCa. 

George had not told Gill that he was going to the doctors or having biopsies, rather he told her he 

was going away golfing and booked himself into a hotel the evening he had the investigations done. 

Gill: “the first I ever knew of it was he was…had got the choices of…I think it was an operation or 

radiotherapy, and that was the first I ever knew he was even going to the doctor. “ 

Sean had not told his wife that he was having tests for PCa either, relented and allowed Vicky to 

accompany him to the hospital but did not include her in the consultations. 

Vicky: “I went with him to the hospital, but he wouldn’t let me go into the doctor or anything.  And I 

saw some women going in with their husbands, and I said to him, “Hey, Sean, look, why can’t I go in 

with you?” and he says, “Because there’s no reason to – I’m an adult.”” 

This meant that she was unaware of the side effects of the hormone therapy he was receiving and 

felt both shut out and hurt by being excluded and was at a loss to understand that his libido had 

been eradicated by the treatment; she thought he had just lost interest in her, which caused deep 

tensions within their relationship. 

Karen summed up her feelings of isolation in the following sentences: 

“Because I suppose it’s just feeling – the biggest thing for me is the isolation because I can’t speak to 

anybody about it” 

(ii) Loss of social support mechanisms/lack of HCP support 

Many participants described how they relied on being able to discuss problems with friends and 

family as a way of coping with stressful or challenging situations in their lives. However, it was not 

always possible for women to utilise their usual support networks for a variety of reasons. Some 
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women cited that because of their partner’s requests for privacy they had either been asked by men 

not to discuss his problems with other people, or only with a selected set of people, but these were 

not always the people who were able to offer support to the women in this study: 

Rose: “So, I’m not supposed to tell people.  I’ve told one person that I haven’t told him about,…” 

Rose felt that she had to seek support from her friend, but this has left her with feelings of guilt and 

disloyalty towards her husband. It has also placed a barrier between her and her friend now, as Rose 

feels she cannot have her friend in the same company as Mike for fear he will realise that her friend 

knows.   

Even when male partners do not object to women disclosing to others, women can feel that others 

do not fully understand their difficulties because they are not knowledgeable about PCa and so she 

is excluded from other conversations and jokes. 

Karen: “I think I maybe discussed it a couple of times…  In fact, I actually remember vividly somebody 

being really insensitive at work, going, “Oh, that’s a disease where you can’t have sex.”  I’ve never 

forgotten that, yeah, because obviously I was 47 at the time. So, it’s not something that I can discuss, 

and it’s not something… Occasionally, I’ll say a wee snippet, do you know that way, when all your 

friends are having a laugh and a giggle and are all having all the sexual talk and I’ll just go, “Whoa!”” 

But lack of understanding was not just exhibited by peers and partners, Hannah and some of the 

other women specifically discussed with their doctors how PCa impacted on them; the stress and 

issues that ensued from trying to cope with the changes it imparted. Understandably, confidentiality 

in relation to the men’s condition meant that doctors could not discuss the men’s health but with 

the exception of Louise, when women asked for help with their problems, GPs prescribed 

antidepressants for the women. Although Jackie felt that antidepressant medication was 

appropriate and found it useful, five other women declined scripts as they felt that they wanted the 

cause of their problems addressed rather than utilising medications that would mask the symptoms. 

Three of these women opted to pay for private counselling sessions, the fourth one ultimately found 

counselling through a local cancer charity after taking part in this study, the remaining woman has 

been given contact details for support services but has been unable to access counselling at this time 

because of the limited provision. Women in this study were acutely aware of pressures on provision 

of services and some stated that they had not approached any of the charities/support services 

because they felt that they were not entitled to utilise them or were concerned about taking up 

resources offered for those who were more seriously ill. 
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Vicky: “he doesn’t have cancer anymore, so why would I do that?... I thought it was for people that 

were like seriously ill and, em, having to get carers and everything in because it always says carers.”   

(iii) Loss of role in work and at home 

Karen, and two other women in the study left work as a result of their partners’ PCa. While Elizabeth 

and Gill cited that this was a decision they made to spend time with their partners and improve the 

quality of life of both partners in the relationship, Paul asked Karen to leave work. She felt the 

decision was imposed on her and deeply regretted and resented losing that part of herself.  

Karen: “So, I gave up my job and have not coped well with it at all, hated, hated, hated being retired 

….it’s just not what I was ready to do.  My job kept me sane. Put my uniform on and there I was, no 

matter what, I could do that, because I had years of practice at it.  Once that was taken – Once that 

was taken away from me, I lost my whole identity. I lost all my coping.”   

Hannah did not leave work but relayed a recurrent exchange between her and Vince that typifies 

how the change in her relationship with her husband coloured how she saw her role within their 

household. 

Hannah:  “Look, I’m not your mother, I’m not your housekeeper – I’m just feeling like that’s how I’m 

being treated. You know, I want to be your wife. I don’t want to be just your housekeeper and I don’t 

want to be just looking after you when you’re sick. I want more than that.” 

(iv) Dichotomy of loss in survivorship 

Participants in the study expressed their concerns about losing their husbands to PCa when the 

cancer was diagnosed and at certain timepoints within the treatment and survivorship pathway. But 

few realised that life would be so different as a result of PCa, even though some of their partners 

were now ‘cancer free’. Their partners had survived cancer but in doing so the men had changed and 

the relationships they had pre-PCa had also changed. The lengthy trajectory of PCa for many couples 

resulted in contradiction of feelings; women were glad that their partners were now cancer free or 

that the condition was being managed as a chronic illness, but the side-effects of treatment and on-

going efforts to adjust to life with/after PCa meant accepting significant changes in their 

relationships. 

Louise explained how life after PCa was completely different for them now because even after more 

than 50 years together Ken had cut himself off from her and would not communicate. 

Louise: “There was stages – and I’ll be honest about this – there was stages through that that I 

actually totally disliked him, could nearly say hated him, because he wasn’t coping with it and you 
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daren’t have said a word about it and you can’t tell him anything – “I don’t want to hear it, I don’t 

want to know!”” 

Karen and Paul communicated much more openly than many of the couples, but she did feel the loss 

of physical relationship very acutely at times. Their philosophy throughout their marriage had been 

that they would never go to bed on an argument, they used sex as a mechanism to repair 

disagreements. 

Karen: “no matter if it was one or two in the morning, that was how we made up.  So, see now, when 

we argue, because this has been eight years, that’s where I find it really difficult, because you can’t 

have any of that closeness.” 

Vicky related how the cancer had completely changed her husband, although he had survived PCa, 

she had lost the relationship and the husband she previously knew. 

Vicky: “but I swear to God, his brain has been affected more than any other bit of his body, and he’s 

just…he’s just a completely and utterly different man.” 

Winnie described how PCa had impacted her and Rod. Because of his long-term side-effects causing 

diarrhoea, their eating habits had totally changed because she didn’t think it was fair of her to eat 

foods that he could not, so she was now restricted to very plain foods for the majority of her meals. 

They used to enjoy going for long walks and regularly went to the cinema, but both of those past-

times have been abandoned. 

Winnie: “I mean, he would have to be walking somewhere where there were toilets and not in the 

forest like we used to or along the river. I really miss that.  I miss the cinema … Rod isn’t the same, 

but I’m probably not the same either, and I shouldn’t get annoyed – it’s not his fault. It’s not my fault. 

But…it is a shame.” 

Hannah talked about how her interest in herself had changed because of the loss of the physical 

relationship and her husband’s loss of interest in her as a sexual being. 

Hannah: “You do blame…you blame yourself, because you think, oh, maybe I’m not being more 

understanding, I should be more thoughtful, I should feel, you know, why should I be feeling angry 

and frustrated?  You know, I feel guilty about that. You feel really…and it does affect you.  You don’t 

care about yourself anymore because no one’s paying you any attention.” 

Other aspects of their lives had been impacted too. Holidays and travel were curtailed or no longer 

an option for some of the participants, either because of husbands’ physical problems or because of 
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men’s change in attitude and lack of interest in many aspects of life. This sometimes resulted in loss 

of visits to children and grandchildren who lived in other countries. 

Betty: “Our daughter lives in Wales and the other one lives in Canada, and we had Christmas on our 

own … We don’t see our grandchildren or anything. But, em, I’m sorry now that we can’t get over to 

Wales.” 

Vicky explains how Sean’s reticence to go on holiday also impacts on how she socialises with their 

friends. 

Vicky: “He won’t even consider going away on holidays … And that’s not fair to me like because I love 

going on a wee holiday, and like we used to go to Benidorm or somewhere – don’t you laugh, love, 

but we used to go to Benidorm and it was brilliant, and like a couple of our friends used to go with us. 

There was about six of us used to always go away together, and even if we couldn’t all go, at least 

another couple used to come with us. But we can’t even do that anymore.” 

Although Louise and Ken have been on a few cruises that were bought as presents from their 

children, Ken only went to please the family, he was not really interested in the holiday. Louise 

explains how his attitude to all aspects of life has changed: 

 Louise: “We went out for drives, out…done everything together, went on holidays, done all sorts of 

things…  We don’t do any of that now...[he] just seems to have lost interest in life.” 

Queenie summed up her multiple feelings of loss in a short sentence, 

“you know, you lose, you lose that, you know, that man really afterwards.” 

(v) Fulfilling Societal Expectations 

Although society has changed in many respects over the past century with many women being more 

independent, having careers, and the development of equality legislation, participants in the study 

still felt external pressures to adhere to traditional roles. Section 4.1(iv) addresses how HCPs 

assumed women would undertake caring responsibilities for men, likewise women in this study felt 

that the wider society had expectations that women would offer unconditional care to someone 

who had a cancer diagnosis. They cited that despite changes within their relationships, they had to 

maintain a façade of coping and caring to satisfy societal expectations. 

Vicky was very open during her interview. She explains that her relationship with Sean is so different 

now that on a number of occasions she packed a bag to leave but the pressures of society judging 

her for leaving a husband who had cancer forced her to stay. 
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Vicky: “It is just not the same life at all. He is just not the same person, and I’m at my wits end with it 

all. I just don’t know what to do at all. To be honest with you, there have been times where I’ve 

packed my bag.” 

When asked why she decided to stay Vicky said she had thought about the questions that family and 

friends would ask if she left and run through conversations that she anticipated: 

Vicky: “… they’d say to me, “Why did you leave?” and I’d say, “Because he’s not himself,” and they’d 

say, “Why is he not himself?” and I’d say, “Because he has cancer,” and then I’d look like a bitch from 

hell.  So, I can’t leave him, can I? I’m stuck here now because everybody else would think I’m terrible 

if I leave him because he had cancer. “   

 

4.4 Retaining/Regaining Self 
All of the participants in the study felt that PCa had impacted their lives in some way, but several 

women were able to retain their sense of self while others succeeded in finding support that allowed 

them to adapt to their altered normality. The ways in which women achieved this varied according 

to their personal coping mechanisms, the family and professional support available, and their 

partner’s prognosis/longevity of their journey.  Preliminary categories that feed into this main 

category included finding support, caring for self, seeing the positives, and adjusting to life after PCa. 

There are many points of convergence between this category and the previous three major 

categories listed within this section, in so much as the opines women offered within this category 

are often the antithesis of that cited by those who are struggling most with the repercussions of PCa.  

(i) Finding support 

Some of the women who took part in the study explained that they had been able to come to a 

comfortable acceptance of changes to their relationships, their partners’ on-going side-effects, their 

changing role, or how society judged them. They appeared to achieve this through support from 

their partner’s willingness to allow them to share the PCa journey. Where men were open about 

their illness and side effects and acknowledged that it was something that impacted both parties in 

the dyad, women were able to maintain their self-confidence. Unlike the participants discussed in 

section 4.3(i), when couples approach the illness as a partnership then women understood that men 

had not rejected them or lost interest in them, rather it was the illness/side-effects prompting the 

change in their relationships. While neither Anne nor her husband Billy had any outside support, 

because they were able to talk openly, they found that just being able to confide in and support each 

other was all the support they needed. Some participants found that inclusion made it easier to 

come to terms with changes or at least to be confident in seeking other sources of help and support. 
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Likewise, if men were willing to seek support through a group or had no objections to people outside 

of the couple knowing about PCa, then women were able to source help from a wider group of 

people. Fran was able to connect with other female partners at the PCa support group that Joe 

attended. In Joe’s PCa support group wives/partners meet separately, and many women have 

reported back to Fran that they have found this very helpful. 

Fran: “they’re so nice about how the group helped them, which…I mean, we weren’t really sure how 

we’d helped them, but apparently we had, so that was really good.” 

Isobel was able to find support from her long-standing group of friends because a number of men in 

the group had previously been treated for PCa. She describes how her husband Leo was able to joke 

about his treatment within their group of friends and that help to normalise everything. 

Isobel: “… but he’s laughing about it too, and he says, “I’ve got these female hormones,” he said, “I’ll 

be borrowing high heels and dresses!”  So, you know, the group of us who were all…we’ve been 

friends for so, so long, you know maybe 50 years.”  

Ursula’s husband was in the unique position of coming from a very large family where many of the 

siblings were diagnosed and received treatment within a short timeframe. They were able to utilise 

family support. 

Trisha and Denise both relied heavily on their daughters for support, Denise even invited her 

daughter to join her while she was taking part in the study interview because she finds her such a 

great support. 

Louise was the only participant who mentioned the comfort she got from her deep religious beliefs. 

She is very active within her church and her faith has helped her through very tough times, although 

she also benefits from professional counselling. 

(ii) Caring for self 

The women who appeared to be adjusting best to the changes that resulted from their partners’ PCa 

were those who were able to maintain a sense of self and to carry on with tasks and activities that 

allowed them a level of independence. Many of the participants continued to work after their 

partners diagnosis, this allowed them to maintain their friendships and a sense of normality. Betty, 

at age 73, went on holiday to India with her friend of the same age while her daughter looked after 

her husband. She also feels very much that she should continue to do all the things she did before 

her husband got PCa and some other co-morbidities. 
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Betty: “I have a life to lead too, and I, em, I…I’m not in the house that much actually, now it’s getting 

on in the day.  I get up and I go out. I swim twice a week. I go to the gym.  John used to come to the 

gym with me and sit on the bicycle – that’s all he did, but he can’t do that now because the catheter 

is so very uncomfortable for him, peddling like that.  And, em, I go to bridge classes, I play bridge, etc.  

That takes up a good bit of my time. I’m a novice and I’ll always be a novice.  I’m quite busy…” 

Ursula was at an important juncture with her studies and maintained the momentum rather than 

taking leave of absence. She felt this was an important coping mechanism for her. 

Isobel explained that she felt it was important that, although she was taking Leo to all his hospital 

appointments for radiotherapy and chemotherapy, that she maintained her lifestyle where possible. 

Isobel: “And he would doze in the afternoon, and I just…I did my own thing, always, as did he  

because he was interested in hockey and things like that and has lots of friends in hockey circles.  

That sounds as though we led separate lives – we didn’t, you know, we were a very together couple, 

but we each have our own interests.”  

Karen took early retirement from work at Paul’s request, but soon found that it was not the right 

thing for her. After much contemplation she decided to return to work as her professional persona 

was an important part of who she was. She felt guilty and selfish for making the decision to go back 

to her job in the NHS but felt that she owed it to herself to be happy.  

With some of the other participants, what could at first appear to be ‘caring for themselves’ might 

be interpreted as denial of their partner’s condition. This was most obvious with Queenie who talked 

about maintaining her own independence.  

Queenie: “And then it’s sort of friends and I keep just going and I just go out and do something… ”  

but later in the interview admitted:  “I think I was just in complete denial”. 

(iii) Seeing the positives 

Despite the shock and fear associated with a diagnosis of cancer, many of the participants reflected 

on positive aspects of such a condition. In particular the majority of the women said the prospect of 

losing their partners to the condition made them feel more grateful for having had their partners in 

their lives. They also said that they appreciated each other more since the diagnosis and many of 

them made more concerted efforts to spend time together, do things that they both enjoyed or go 

on more holidays. Being able to care for partners when they were ill was also seen by some women 

as an opportunity to bring the couple, and in some cases the whole family, closer together. 
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Anne had just recovered from breast cancer when Billy was diagnosed with PCa, she explained that 

since then, they view things differently. 

Anne: “yes it made us really appreciate still having each other, ye know, I think most marriages go 

through ups and downs and sometimes we’re not always very mature and we maybe have silly 

arguments about things ye know, and ye hold a wee grudge about it but it makes you just think ye 

know, see what’s important in life and be more be more tolerant, more appreciative of what you do 

have” 

Nora found that she was less concerned about the cost of holidays and other things that her and Neil 

would have previously seen as ‘treats’. Since his diagnosis they embraced every opportunity that 

comes their way. 

Nora: “… “What do you mean, can we afford it?  We’re doing it!”  … we went on the Thursday to the 

Tuesday, came back from the States on the Tuesday, and flew out to Tenerife on the Friday.  And 

that’s just what we do now.” 

Denise and Cora both found positives in the impact that hormone treatment had on their husbands.  

Denise: “… oddly enough, the hormone treatment, I found him less aggressive, less angry…. he 

seemed to be a bit kinder, actually, than he was, yeah.”  

(iv) Adjusting to life after PCa  

Regardless of whether women were describing PCa as a positive or negative force on their lives, all 

participants accepted that their lives after PCa were different from prior to the diagnosis. Even those 

women who felt that their partners had recovered well from treatment and had few or no on-going 

side effects, still felt the impact of stress and anxiety when it came to time for check-ups or scans.  

Ursula: “You know, it’s just back to normal now, so you can see that progression, and that’s took – it 

has took about two years. ……if he goes for his follow-ups, when he goes for his surveillance, his 

bloods and then he goes for his appointments, I’d say that’s probably the only thing whereby you’re 

kind of reminded of what happened I suppose really” 

Some women saw the diagnosis as an impetus to change other aspects of their lives. Zoe left the 

career she had been doing for the previous twenty-five years and began training for a career in the 

NHS, as she felt she wanted to be in a position to help others.  Because of Neil’s diagnosis with PCa, 

Nora became involved with the Macmillan cancer experience panel and is on the Steering group for 

Cruse. This helped her feel she was giving something back to society and helping those who would 

face the same journey as her and Neil.  
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4.5 Theory development 
The aim of CGT is the emergence of a substantive theory that is grounded in the data as stated by 

Chun Tie et al. (2019, p.7)  

“The results of a GT study are communicated as a set of concepts, related to each other in an 

interrelated whole, and expressed in the production of a substantive theory.” 

The four concepts discussed within this chapter led to the development of a conceptual model of the 

‘Female journey through PCa’ (Figure 4.2), which culminated in the development of the theory of the 

female as a co-survivor.  

Prostate Cancer 

Diagnosis 

Navigating the 

healthcare 

system 

Caring, 

supporting, and 

protecting 

Losing self 
Retaining/regaining 

self 

PCa Co-survivor 

Figure 4.2 Conceptual model of the female journey as co-survivor of PCa 
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Chapter 5 offers a scoping review of published literature to provide an overview of the existing 

knowledge base in relation to how PCa impacts on the female partner. While this chapter has shown 

the impact of PCa on the study participants, the scoping review offers the opportunity to determine 

whether the current study offers unique insight into how females experience the PCa journey and 

therefore if the data fully support a substantive theory of the female as a co-survivor in PCa. 

 

4.6 Chapter Summary 
The iterative analysis of the twenty-six interviews gave rise to a number of categories and four 

concepts. Although these categories have been separated there are areas of convergence and 

commonality across the concepts and the categories that informed them. At the outset of this work, 

the original focus of the thesis had been on psychosexual impact of PCa on female partners. The 

author was disabused of this by the three volunteers who reviewed the initial topic guide. The views 

of those three women have been mirrored across the interviews that form the study. While physical 

relations were an important factor, it can be seen from the data gathered from the 26participants, 

that the categories are much broader for female partners than the initial literature search suggested. 

Concerns about capacity within the NHS, lack of information, HCPs attitudes, needing support, 

understanding the lengthy trajectory of the condition, being the main/only support for their 

husbands’, and how to adjust to changes in their lives coalesce to result in a complex series of issues 

that must be negotiated. This suggests that many females are impacted by PCa and could therefore 

be considered co-survivors. Chapter 5 contains a summary of the published literature to consider the 

proposed theory against the existing knowledge and demonstrate how the current study has added 

to the knowledge base.  

  



85 

 

 

Chapter 5     Scoping Review of the Literature 
 

5.0 Introduction 
This chapter explains the choice and timing of the scoping review. It charts and reviews the previous 

works which have been published in relation to the female experience of living with a man who has 

been treated for/is living beyond PCa. Since a CGT approach has been taken to allow theory 

development from the data, a similar approach has been undertaken in exploring the literature; a 

broad variety of works have been included to offer a scoping review of the subject. The search was 

originally undertaken in August 2019, to ensure currency of literature the search was updated in July 

2021. 

 

5.1 Background 
In undertaking a PhD study, it is necessary to firstly develop a research protocol that establishes an 

identified gap in the current body of knowledge. Some familiarity with the literature is required in 

order to fulfil this requirement prior to development of the research protocol. However, it is 

common for the researcher to then undertake a full systematic literature review to demonstrate 

thorough awareness of the field.  

For the current study, the researcher explored the literature to the extent required for the 

development of the research proposal. The terms “Prostate AND Cancer” combined with “Wife OR 

Spouse OR Partner” (appendix 5.1) were used to find relative literature on the topic which had been 

published in the previous 5 years, guided by the faculty librarian. At that juncture the returned 

literature showed a paucity of studies that recruited female participants independently of their male 

partners. It was then assumed that a full systematic literature review would be undertaken as the 

next step, as is the standard practice in many research studies. 

At that time the researcher was naïve to the full range of typologies available for information 

synthesis. Through the Researcher Development Programme training was undertaken and the 

knowledge of the researcher increased. An awareness of alternative methods of research synthesis 

was garnered, and the complexities of applying the appropriate tool for both the research question 

and the methodological paradigm of the study became apparent. Gilleece et al. (2019) described 27 

different approaches to research synthesis (appendix 5.2), although the five most commonly utilised 

approaches have been defined by Tricco et al. (2018) as Systematic reviews, Meta-analyses, Rapid 

reviews, Scoping reviews, and General (overview) reviews.  Through training workshops, reading on 

the subject, and in discussions with the faculty librarian it was agreed that a scoping review was best 
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suited to this particular topic since the preliminary search mentioned above (appendix 5.1) 

demonstrated literature that focused almost exclusively on the impact associated with psychosexual 

issues. Given that input from women who had “lived experience” of a partner with PCa suggested 

that such a focus was too limited, exploration of a much wider breadth of literature was necessary.  

Scoping reviews are appropriate for topics where information is emergent, or the research question 

is complex or broad and not amenable to a more precise systematic review (Peters et al., 2015; 

Levac, 2010). A scoping review can provide an initial understanding of the potential size and breadth 

of the available literature base. Although it has been argued that they are preliminary tasks to be 

followed by more rigorous process, since they lack quality assessment (Grant et al., 2017), the 

Joanna Briggs Institute (JBI) and other authors agree that they are valuable stand-alone entities that 

offer the opportunity to assess a heterogeneous body of information (Peters et al. 2020; Colquhoun 

2016; Arskey & O’Malley 2005). Gough et al. (2012) state that cognisance must also be afforded to 

the theoretical underpinning of the study aligned to the review as well as the type of research 

question being posited to ensure choice of appropriate literature synthesis approach. The concept of 

the scoping review marries well with the GT approach adopted for the study; the purpose of 

employing CGT is to permit a broad scope that allows theory to emerge from the data by avoiding a 

narrow or specific question. The scoping review also offers the flexibility to examine a wide field of 

research rather than focusing on a specific concept or type of literature. Just as CGT is iterative, the 

iterative nature of scoping reviews allows for inclusion of new insights, and reworking of the 

research question. Arksey and O’Malley espouse the same non-linear approach (as that of data 

analysis in CGT) that accommodates changes in search terms and possibly variation of aims (Arksey 

and O’Malley 2005; Dijkers 2015).   

Most commonly researchers will conduct a systematic literature review prior to recruitment of 

participants, but in employing a CGT methodology, Charmaz (2014) does not advocate a full 

examination of the literature until after analysis is complete.  

The scoping review for the study was initiated after 14 interviews were completed and was then 

worked on in tandem with the subsequent interviews. While this does not concur with post data 

timing advocated by Charmaz (2014), time constraints for completion of PhD and slow recruitment 

in this study required initiation of the exploration of the literature at that point. Deferring the review 

until after data collection, or at least at a point when data collection was advanced,  reduced the 

possibility of bias in directing participants towards topics of interest already covered by previous 

studies. This however did raise the possibility of bias in mapping the contents of the previously 

published literature to concord with study findings. Having identified this risk, the researcher was 
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conscious of the need to avoid imprinting findings of the current study onto previous work or indeed 

only looking for those particular concepts in the work of others. It was felt that this was a more 

palatable risk than infecting primary data gathering with concepts from other works had the 

literature been explored prior to the interviews. 

Although a scoping review is broad and can include many types of literature, it is not without 

structure. To ensure the quality of the review, the researcher complied with JBI guidelines and 

utilised the JBI System for the Unified Management, Assessment and Review of Information 

(SUMARI) software to demonstrate rigor (Peters et al., 2015). A scoping protocol was developed 

prior to implementation of searches and registered with JBI database for reviews in 2018. However, 

changes to JBI database criteria meant that they now only registered reviews undertaken within 

affiliated institutions. The (unchanged) protocol has subsequently been registered with Open 

Science Framework (Gilleece et al., 2020) and can be viewed in appendix 5.4. 

 

5.2 Review Methods 
Arksey and O’Malley’s methodological framework for undertaking and reporting scoping reviews 

was employed for this study (2005). The methodology suggests six steps to the process; however, 

step six is optional and dependent on the purpose of the work, therefore the first five steps were 

followed. The steps were summarised by Levac et al. (2010) and can be seen in Table 5.1. 

To ensure no previous scoping review had been undertaken on this topic, a preliminary search of 

PROSPERO, MEDLINE, the Cochrane Database of Systematic Reviews, and JBI Database of Systematic 

Reviews and Implementation Reports was conducted, and no current reviews on the topic were 

identified. Specific search terms were used for Medline and Cochrane databases while general 

search was conducted using only 'Prostate' for PROSPERO and 'Cancer' for JBI. 

The objective of the scoping review was to identify previous work that illuminates the topic of the 

impact of PCa on the female partners of men previously treated for the condition. 

As the main purpose of employing a scoping review typology is to explore the extent, range, and 

nature of a field of interest, a broad research question is apposite. As can be seen from appendix 5.4, 

the question for this scoping review was: 

“What is the current understanding of the experiences and support needs of female partners of men 

living with and beyond a prostate cancer diagnosis?” 
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1: Identifying the 

research question 

Identifying the research question provides the roadmap for subsequent 

stages. Relevant aspects of the question must be clearly defined as they 

have ramifications for search strategies. Research questions are broad in 

nature as they seek to provide breadth of coverage. 

2: Identifying 

relevant studies 

This stage involves identifying the relevant studies and developing a decision 

plan for where to search, which terms to use, which sources are to be 

searched, time span, and language. Comprehensiveness and breadth are 

important in the search. Sources include electronic databases, reference 

lists, hand searching of key journals, and organizations and conferences. 

Breadth is important; however, practicalities of the search are as well. Time, 

budget and personnel resources are potential limiting factors and decisions 

need to be made upfront about how these will impact the search. 

3: Study selection Study selection involves post hoc inclusion and exclusion criteria. These 

criteria are based on the specifics of the research question and on new 

familiarity with the subject matter through reading the studies. 

4: Charting the 

data 

A data-charting form is developed and used to extract data from each study. 

A 'narrative review' or 'descriptive analytical' method is used to extract 

contextual or process-oriented information from each study. 

5: Collating, 

summarizing, and 

reporting results 

An analytic framework or thematic construction is used to provide an 

overview of the breadth of the literature but not a synthesis. A numerical 

analysis of the extent and nature of studies using tables and charts is 

presented. A thematic analysis is then presented. Clarity and consistency are 

required when reporting results. 

6: Consultation 

(optional) 

Provides opportunities for consumer and stakeholder involvement to 

suggest additional references and provide insights beyond those in the 

literature. 

 

Table 5.1 An overview of Arksey and O'Malley’s framework for scoping reviews  

 

Since a scoping review, by its definition, can accommodate a variety of heterogeneous materials, the 

review considered a range of work that included female partners of men who are currently living 

with or beyond PCa.  It examined literature that described the experiences of female partners or 
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couples, where the female partner’s experiences were clearly stated as distinct from the experiences 

of the dyad. 

5.2.1 Inclusion and exclusion criteria  
 

Inclusion Criteria 
Where male partner has had confirmed PCa diagnosis for 6 months or longer 
PCa treated with radical intent 
Female partners’ experiences reported solely or separately from dyad/man’s experiences 
Work referring to medical system in Western World country 
From year 2000 onwards 
English language 
 

Exclusion criteria 
Works referring to same sex partners 
Works exploring specific ethnic issues 
 

 

Table 5.2 Scoping Review Inclusion/Exclusion Criteria 

  

As can be seen from table 5.2 only studies from countries in the western world (as defined by World 

Population Review, 2020) were included in the current scoping review. Studies from developing 

countries were not included as health service provision and support is likely to vary considerably in 

such locations.  Due to the language proficiency of the reviewing team, only studies published in 

English were utilised.  Works reporting research on combined cancer types (e.g., breast cancer, PCa, 

colorectal cancer) were included provided the outcomes relating to PCa were clearly reported and 

could be extracted separately from the other cancer types. The studies had to report on partners of 

men who were at least 6 months post PCa diagnosis as this is the time frame of interest within the 

main study. This lag time beyond diagnosis was set to allow time for the initial shock of diagnosis to 

pass, the realities of life beyond PCa to be absorbed and for long-term/chronic side effects to 

emerge (Bernell and Howard, 2016) define ‘chronic condition’ as an illness which lasts longer than 

three months. Studies focusing on specific ethnic issues or same-sex partners were excluded as 

these were seen as raising concepts beyond the context of the current study. Studies published since 

2000 were included, as the research study to which the review contributed explores the experiences 

of females whose husband was living with or beyond prostate cancer. Given the average age for 

diagnosis of prostate cancer is 70 years it is unlikely that the male partners of any participant would 

have been treated before the year 2000. In addition to the age group treated, it was recognised that 

the translation of recommendations from research studies into protocol development and clinical 
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practice can be lengthy; including studies from 2000 allowed time to ascertain whether practice had 

changed as a result of the previous research over the twenty-year period of the review. The protocol 

was developed prior to undertaking the scoping review and the decision to limit the timeframe to 

2000 onwards was further justified after the search was run in the Scopus database – the facility to 

explore a graph of number of publications by year yielded additional information that few papers 

were published prior to 2000 (figure 5.1). 

 

 

 

Figure 5.1 Number of publications per year related to female partners on Scopus database 

5.2.2 Publication types 
This scoping review considered studies that focused on qualitative data including, but not limited to, 

designs such as phenomenology, grounded theory, ethnography, qualitative description, action 

research and feminist research. Quantitative research studies, both experimental and quasi-

experimental study designs of all types, including controlled trials were included. In addition, 

analytical observational studies including prospective and retrospective cohort studies, case-control 

studies and analytical cross-sectional studies were considered for inclusion. This review was also 

open to descriptive observational study designs including case series, individual case reports and 

descriptive cross-sectional studies. Given that this was a scoping review, systematic reviews 

and ‘text and opinion’ papers also fell within the inclusion criteria, as Dijkers (2015) suggests that 

collating opinions of researchers/experts in a particular field is also justified in scoping reviews. 

5.2.3 Review methodology 
The proposed scoping review was conducted in accordance with the JBImethodology for scoping 

reviews (Peters et al., 2015), following the Arksey and O’Malley framework for scoping reviews 

process detailed in table 5.1. 
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5.2.4 Search strategy  
The search strategy aimed to locate both published and unpublished studies. An initial limited search 

of Medline and Scopus was undertaken to identify articles on the topic. The search strategy was 

guided by the subject librarian at the academic institution, the text words contained in the titles and 

abstracts of relevant articles, and the index terms used to describe the articles were used to develop 

a full search strategy for Embase, Medline, PsycInfo, and Scopus (Appendix 5.3). The search strategy, 

including all identified keywords and index terms were adapted slightly for each included 

information database source to fulfil the search methods for each specific database.  

5.2.5 Information sources  
The databases searched were OVID Medline, Embase, PsycInfo, and Scopus. Full text of a wide range 

of publications is available through Ulster University library. Where full text was not available, 

articles were ordered from the British Library, or personal contact was made with authors via email 

or ResearchGate to retrieve information, particularly with regard to conference presentations, 

posters and dissertations. Reference lists were hand searched and Google Scholar was also utilised 

to ensure all possible sources were explored. 

5.2.6 Study selection 
As required by the JBI methodology employed, two researchers independently undertook a search 

of the databases, all identified citations were collated and the list imported into the 

Refworks database where the de-duping facility enabled duplicates to be removed. Titles and 

abstracts were then screened by the two independent reviewers for assessment against the 

inclusion criteria for the review. Potentially relevant studies were retrieved in full, and their citation 

details imported into JBI SUMARI, Version 5, 2017 (Piper, 2019). The full texts of selected citations 

were assessed in detail against the inclusion criteria by each of the two independent reviewers. 

Reasons for exclusion of full text studies that did not meet the inclusion criteria was recorded in 

SUMARI and can be seen in Appendix 5.3. A third reviewer was available to arbitrate any 

disagreements between the first two reviewers; however, all divergence of opinions was mediated 

without need for recourse to the third party. The results of the search have been reported in full in a 

Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA) flow diagram (Tricco 

et al,. 2018) Figure 5.2. The original scoping review was undertaken in August 2019, to ensure 

currency the search was updated following the same procedures on 30 July 2021 whereby an 

additional 14 eligible papers were included.  
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Figure 5.2 PRISMA flow diagram of search and study selection process    

Number of records identified  
through systematic searches   

( PsycInfo= 253, Scopus = 227,  
Embase= 17, Medline= 8)         

N=505   
  

Number of additional records  
identified through other sources   
( web searches, google scholar)   

N=11   

  

Number of records after duplicates  
removed   
N=4 23   

  

Number of records  
excluded               

N=171   

Number of records  
screened (title and  

abstract)                 

N=423   

Number of articles  
excluded on reading full - 

text                   

N=7 8   

Number of full - text  
articles assessed for  

eligibility              

N=252   

Number of articles included    

N=17 4     

Number of  eligible  articles identified  
in  updated search   30/07/2021   

N= 14   

Number of articles included    

N=1 88     



93 

 

 

5.2.7 Data Charting and summarising search results 
Data was gathered and charted from the papers included in the scoping review using the standard 

data charting tools within the SUMARI software which have been developed for specific data types 

(appendices 5.4-5.10). The data charted included specific details about the population, concept, 

context, study methods and key findings relevant to the review objective. Authors of papers were 

contacted to request missing or additional data and opinions, where required. The search results 

were then summarised “descriptively narratively”; an essential step which differentiates a scoping 

review from a mapping review according to Schmucker et al., (2013, p.1391). 

 

5.3 Returned Studies 
The returns from database searches were assessed by two researchers independently (TG and TF), in 

accordance with JBI requirements. The SUMARI system was utilised to provide rigor and structure to 

the scoping review.  Some controversy exists on whether quality appraisal should be undertaken as 

part of a scoping review; Daudt, van Mossel, and Scott (2013) indicate that scoping reviews should 

utilise some form of quality assessment while Whittemore et al. (2014) suggest that the decision on 

whether or not to include quality appraisal rests with the reviewer. Although JBI base their approach 

to scoping reviews on work by Arksey and O’Malley (2005) and Colquhoun et al. (2014), all of whom 

state that quality assessment should not form part of a scoping review.  However, in order to engage 

with the SUMARI software, completion of the appraisal tool is a required step. Although no articles 

were excluded on grounds on quality, completion of the appraisal tools within the SUMARI software 

highlighted areas for discussion between reviewers that helped to ameliorate differences of opinion 

on whether some works should be included or discarded on grounds other than quality.  The PRISMA 

flow chart in figure 5.2 provides information on the process. Details of the excluded studies and 

reasons for exclusion can be found in appendix 5.5. 

5.3.1 Search Results 
In employing a scoping review, the researcher is seeking to grasp a wide perspective of the topic 

area. The search results have therefore been explored in terms of the geographical spread of the 

literature, the type of participants included in the studies, the recruitment methods employed, and 

an overarching synthesis of the information retrieved. Given the wide expanse of typologies, works 

were firstly charted in separate groups (appendix 5.4 – 5.10), before synthesising the full scope of 

information. 

Synthesising information from a wide range of study methodologies can be challenging. By its 

nature, a scoping review includes multiple study types, and this scoping review followed that path of 

action to generate both breadth and depth of understanding. Complexities associated with synthesis 
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of such diverse paradigms have been addressed to a large degree by the techniques suggested for 

the production of mixed methods systematic reviews. Harden (2010), and Stern et al. (2021) are 

among those who have proffered procedures by which results from seemingly divergent 

methodologies can be integrated. 

Harden’s (2010) suggestion employs a meta-ethnography approach. She states that because the 

underlying logic of meta-ethnography is interpretation as opposed to aggregation, key concepts can 

be translated within and across studies rather than ‘pooling’ findings. This results in a product which 

is a new interpretation of the range of studies (Harden 2010). In work with Evidence for Policy and 

Practice Information and Co-ordinating Centre (EPPI-Centre), Harden utilised a 3-stage process for 

information synthesis; statistical meta-analysis of quantitative studies, thematic synthesis of 

qualitative studies, and then combined the two. 

Stern et al. (2021) offer two possibilities for integrating work from differing paradigms: convergent 

integrated approach or convergent segregated approach. The former requires the researcher to 

transform data from all sources into a mutually compatible format; either by converting qualitative 

data into quantitative data i.e., quantitizing it, or converting quantitative data into qualitative data. 

They suggest qualitizing is undertaken by assigning themes, categories, typologies, or narratives to 

the quantitative data. JBI guidance asserts that qualitizing is less error prone than attributing 

numerical values to qualitative data. The convergent segregated approach requires the researcher to 

perform separate qualitative and quantitative syntheses and then integrate the two sets of findings 

in a similar manner to the method outlined by Harden (2010). Interestingly, while most researchers 

differentiate between qualitative and quantitative data, Onwuegbuzie and Leeche (2019), in 

addressing the topic of qualitizing data assert that in the constructivist paradigm “data are ultimately 

social (co)constructions and that qualitative and quantitative data do not exist independently of our 

construction of them. They assert that data are basically qualitative and that “numbers are just 

another form of qualitative codes” (Onwuegbuzie and Leeche, 2019, P.102). They argue therefore 

that if all data represents socially constructed information, then an integrated qualitized approach is 

justified. They suggest that this is achieved by assigning codes, categories, themes, and narratives to 

the data.  

Having explored methods outlined above it seemed appropriate to follow the convergent integrated 

approach whereby all data was ultimately qualitized to allow synthesis. As previously explained, 

charting methodological approaches separately in the first instance helped structure the returns and 

eased familiarity with all data. It is important to note, that although differing methodological 

approaches were charted separately, they were not synthesised as different data types i.e., 
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statistically for quantitative data – as would be the case in convergent segregated approach. The 

process of qualitizing all data was then initiated since the current study employs a 

constructivist/qualitative methodology (Onwuegbuzie and Leech 2019), and JBI recommend 

qualitizing rather than quantitizing (Stern et al. 2021) and JBI protocols have been embraced in the 

scoping of the literature.  

5.3.2 Geographical spread of returned publications 
Criteria for this scoping review included literature from countries that fell within the description of 

“Western World” as defined by World Population Review (2020). Results indicated the impact of PCa 

on partners of men with the condition has been recognized globally as an area of concern that 

requires further research. The range of countries and number of articles can be seen in figure 5.3. 

The USA generated the largest number of included studies (91), this was not surprising given that 

USA has the largest population of the “Western” countries at 325 million. Canada (37 million) and 

Australia (25 million) had similar numbers of publications at 23 and 22 respectively. The UK, despite 

its larger population (68 million) returned just 19 articles, suggesting limited UK research in 

comparison to other countries. 

 

        

 

 

 

 

 

 

Figure 5.3 Volume of research papers by country 

 

The number of publications from other European countries was lower, but this may be because the 

review only included articles in the English language; to check whether the limitation could be 

ascribed to the language exclusion, the search was run again with the limitation for English Language 

omitted, this demonstrated only a small number of returns in other European languages (figure 5.4). 

USA and Canada both returned a large selection of literature focusing on ‘couples’ (Grant, Hart and 

Walker, (2005) explained that the phrase ‘couples disease’ was coined in USA back in 1997). 

However, despite the recognition that PCa impacts on both members of the ‘couple’ research into 

the impact of PCa specifically on female partners has been considered to a much lesser extent.  

Figure 5.4   Literature returns when not 
limited to English Language 
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5.3.3 Participant characteristics and participation rates 
Where participant characteristics were described in papers, the majority reported them to be well-

educated, middleclass, Caucasians. Because of the preponderance of these characteristics, some 

researchers did specifically target their work toward ethnic minorities (Bamidele et al., 2019a; 

Bamidele et al., 2019b; Williams, 2015; Ka’opua, 2007). Of the 188 studies within the scoping review, 

only 8 (figure 5.5) identified information that was collected from/about women independently of 

male partners i.e. the man with PCa did not invite the woman to take part, the man did not have to 

consent to the woman being recruited, or the man and woman did not to have to participate 

together (Blank and Adams-Blodnieks, 2007; Docherty et al., 2007; Bottorff et al., 2008; Bennett and 

Pearce, 2012; Heins et al., 2013; Hamilton et al., 2016; Ihrig et al., 2019 Lepherd et al., 2016). Even 

within these eight studies it was only possible to confirm that the participants were female and 

providing independent information on their experiences of PCa in 4 of the studies, since only these 

four studies utilised face-to-face or telephone interviews. One of these four studies (Docherty, 

Brothwell, and Symons, 2007) had 12 participants of which only three were female. The participants 

were split into two focus groups with one female and five men in the first group and two females 

and four men in the second. This may have resulted in the female voice being minimised or 

‘drowned out’ by male dominance within the focus groups. This highlights an important gap in the 

current literature. It is not possible to develop a full and unbiased understanding of how PCa impacts 

on women if the only information available is limited to the views of women whose male partners 

are willing to consent to them participating or where the males are themselves willing to take part in 

research studies as part of a dyad. 

The utilisation of digital communications is becoming more commonplace, and three studies used 

online data collection methods. Blank and his team (2010) examined the posts of people utilising an 

online cancer support group (for multiple cancer types) to assess how individuals make use of such 

resources.  The posts focused on the need for informational support, but they did not provide an 

insight into the experiences of females as they traversed the PCa journey. The researchers estimated 

that 29% of posts were from female partners of men with PCa, however it was not possible to 

ascertain actual numbers of female partners involved as they could post multiple times (Blank and 

Adams-Blodnieks 2007; Blank et al. 2010). Given the anonymity of digital forums, consideration must 

also be given as to whether the views / questions were independently posted or indeed whether 

they genuinely came from partners. Confirmation of identity while utilising such methods is 

challenging and must be considered.  

Rather than scrutinising the posts within forums, Ihrig et al., (2019) surveyed users of online support 

group for PCa in Germany to assess anxiety and depression, information seeking behaviours, fear of 
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Figure 5.5 Number of studies with mention of female partners since year 2000 identifying 
those which did not require the consent of men with PCa 

recurrence, and QoL using standardised instruments. The study included female spouses. Although 

the online forum had 3,357 registered users (patients, family, friends, and carers), only 769 

members completed the SurveyMonkey questionnaires of which 686 were patients. Of the 769 

members who completed the survey some were described as ‘family members’ (N=83) and this 

number included the 27 female spouses who are assumed to have completed the survey 

independently of male partners (Ihrig et al., 2019) . Results showed that the ‘family and friends’ 

group (which included spouses) had higher levels of anxiety and depression than patients.  

Hamilton et al., (2016) made different use of digital communication by utilising PCa-related email 

listservs and social media adverts to recruit participants for an online survey. The team were 

successful in recruiting 64 female partners although it is not clear if these were all recruited 

independently of the 206 men with PCa, as participants were also asked to invite their 

spouse/partner to participate; subsequently it emerged that 12 couples took part in the study which 

was exploring whether there were differences in dyadic adjustment to PCa depending on whether 

men were prescribed hormone treatment or not, so the study focused on the female perspective of 

dyadic functioning rather than on the female as an individual (Hamilton et al,. 2016). 

Heins et al., (2013) had previously taken a different approach to studying the impact of cancer on 

partners by accessing General Practitioners records. In the Netherlands each household has an 

identifying number and by cross referencing the records of patients with cancer codes, the partners 

188 returned 
articles

8 studies which 
did not require 

any 
consent/input 
from men with 
PCa to gather 

information from 
female partners

4 studies which 
used direct 

telephone/face-
to-face 

interviews to 
gather data 
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were identified indirectly. The specific cancer codes showed that 705 partners of PCa patients were 

included (one quarter of the cohort). The results showed an increase in GP visits by partners of men 

with PCa. These women had an increase in somatic symptoms between 6- and 24-months post 

partners cancer diagnosis and although this study does not assess the experiences of female 

partners across the trajectory of PCa, it does identify some aspects of the impact of PCa on female 

partners (Heins et al,. 2013). 

Of the four studies, where independent recruitment of female participants was confirmed, Bennett 

and Pearce’s study (2012) had the largest group of independently recruited women, with 61 

participants from PCSGs in Australia. The participants completed a survey, eight subsequently took 

part in a focus group and an additional two of the original number provided detailed written 

accounts of their experiences (personal communication). In the mixed methods study 41% indicated 

that they were receiving no support of any kind, and 47% reported that their partners were reluctant 

to communicate about cancer. In the interviews women raised the difficulties they had in accessing 

suitable information and their inability to fully share their concerns with their partners.  

Bottorff et al. (2008) recruited female partners from PCSGs in Canada. Interestingly he had hoped to 

recruit one female from each of the 13 groups, but women were so eager to take part that 20 

participants were interviewed. The study showed that women’s behaviours were guided by 

traditional female gender roles: nurturing and caring, facilitating social connections, and the desire 

to share emotional experiences. Importantly the study also highlighted that joining a men’s group 

focused on PCa was not straightforward for most of the women; there appeared to be an 

undercurrent of anxiety as to where women fit in. Women participating in the study identified their 

own need to understand and manage their personal experience of PCa. 

Lepherd and Graham (2016) used media advertising in Australia to recruit participants 

independently for their study which explored the concepts of finding hope and optimism in a PCa 

diagnosis. The participants were a mixture of heterosexual couples (N=10), men whose female 

partners were not taking part in the study (N=10), and women whose male partners with PCa were 

not taking part in the study (N=10). The researchers conducted telephone interviews with 

participants. Although the authors sought to garner positive aspects of men’s and women’s attitudes 

to PCa trajectory, the results were not reported as distinct male/female reactions and were difficult 

to separate out. And although they specifically recruited women/men/couples they did not highlight 

differences between the groups.  
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Docherty, Brothwell and Symons (2007) also recruited participants independently (both male and 

female) through PCSGs but despite a membership of approximately 100, only 12 members 

participated in the focus groups, of which three were females and wives to men who were members 

of the group (Docherty et al., 2007), While Docherty reported findings from wives in the focus 

groups, the topic revolved around the wives knowledge of PCa symptoms, treatment options, 

treatment side-effects, how the women helped the men in terms of information seeking and support 

rather than the impact on them as individuals. . The mixed nature of the groups may have impacted 

on the contributions the females shared with the mixed sex group. 

These latter four studies together had a total number of 94 female participants across all of the four 

studies. 

Recruitment of partners independently of those with PCa is challenging and may explain why there is 

a paucity of literature that directly reports on independently recruited female partners. The 

challenge arises because it is difficult to identify women whose spouses have PCa within the general 

population, hence it is easier to recruit through PCa patients at clinics or via cancer registries. This 

then poses issues of whether the man will consent to a researcher contacting his partner and 

therefore introduces the possibility of bias. Indeed, some ethics boards impose such indirect 

recruitment methods on researchers citing privacy rules (Dagan and Hagedoorn, 2014).  

As previously mentioned, a number of the studies included within this review (N=103) discussed the 

impact of PCa on female partners as a result of investigation of the couple. This too can introduce 

bias as both members of the dyad have to be willing to participate. In a study by Neese et al. (2003), 

25% of men who took part refused permission for their partners to be contacted, this was the only 

study within the scoping review that clearly stated refusal rates.   

Recruitment to studies involving PCa couples/dyads was not without challenges either. Some studies 

reported the recruitment rates, while other researchers did not specifically address this issue, or 

were unable to assess recruitment rates because of the methods employed in gathering data. Where 

recruitment rates for women were reported, they were extracted from the studies (Table 5.3). 

Researchers who employed face-to-face explanation and recruitment methods appeared to have the 

highest levels of recruitment. 

5.3.4 Synthesising findings of the returned studies 
As explained in section 5.3.1, to offer an overarching synthesis of all of the returned literature in the 

scoping review, the researcher followed the process of qualitizing the data to allow for integration of 

the knowledge. An inductive thematic approach was employed based on Braun & Clarke’s steps for 

analysing qualitative data (Braun & Clarke, 2006). Onwuegbuzie and Leech (2019) state that a range   
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% of 
women/ 
couples 

Recruited 

1st Author No. 
participant
s 

Focus of 
Research 

Method of Recruitment 

8% Shindel 
(2005) 

90 women Sexual Medical chart review; mailed 
questionnaires to men to give spouse 

9.5% Feltwell 
(2004) 

12 women Psychological Urology clinic patents: mailed 
questionnaires to men to give spouse 

11.4% Mayes 
(2009) 

28 couples Sexual Urology clinic patients: mailed 
questionnaires for men/spouses 

12% Ervik 
(2013) 

9 women Psychological
/other 

Men at outpatients clinics, coping 
seminars, PCSGs to invite spouses to take 
part 

12% Docherty 
(2007) 

3 women, 
9 men (not 
couples) 

Health 
Literacy 

PCSGs 

14% Karlsen 
(2017) 

7 couples Sexual Men at urology clinic (recruitment 
difficult, wanted RCT but had to go with 
single arm) 

19% Myers Virtue 
(2015) 

132 
couples 

Combination 
physical and 
psychological 

Identified men at 4 cancer centre clinics 

22% Elliott (2015) 6 couples Psychological 
/other 

Referral of men from specialist healthcare 
professionals 

22% Winters 
Stone (2014) 

59 couples Sexual and 
psychological 

Mailshot to men identified at cancer 
registry 

27% Grondhuis 
(2019) 

160 
couples 

Sexual Separate mailshot to men identified 
through cancer registry and their partners 
but both had to agree to participate 

37% Regan (2014) 42 couples Psychological Urologist explained study to men 
attending clinic 

40% Dieperink 
(2016) 

8 couples Sexual and 
psychological 

Through men attending as outpatients and 
patient’s association (4 day residential stay 
at rehabilitation centre – free of charge) 

46% Chambers 
(2015) 

121 
couples 

Psychological At patient’s hospital appointment (74% 
were recruited prior to treatment) 

49% Rivers (2011) 12 couples Sexual Through cancer registry (contact method 
not stated; $100 per couple incentive) 

50% Wood (2019) 80 couples Psychological Through oncology clinics and PCSG 

54% Gray (2000) 32 couples Combination 
physical and 
psychological 

Referral by urologist 

63% Hyde (2018) 427 
couples 

Psychological Pre-existing cohort from previous study 

 

Table 5.3 Demonstrating variation in dyad/female partner recruitment levels from studies 
where participation rates were stated 
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of techniques or methods which result in codes, categories, and themes, can be utilized to qualitize 

data. Although Braun and Clarke’s approach is more commonly employed for analysing data in 

qualitative studies, it was felt that it lends itself well to qualitizing information from the mixture of 

study typologies included within a scoping review. Firstly, the returned literature was divided into 

seven different categories for ease of comparison due to the large numbers of pieces of literature 

included. 

The charts related to each of these categories are depicted in tables in appendix 5.7 – 5.13. After 

familiarisation with the contents of the publications an inductive thematic approach was then 

employed in synthesising information from within each of the charts into sub-themes, before 

eventually comparing the sub-themes across and between the varying methodological charts and 

classifying them into themes.  

 

Table 5.4 Phases of Thematic Analysis (Braun and Clarke 2006)  

 

5.3.4.1 Surveys/Quantitative studies 

The literature reporting the results from studies where quantitative methods were employed 

reflected the largest portion of the returns from the literature search. In all, seventy-five 

publications were identified in which a quantitative approach was adopted. These studies mainly 

emanated from USA (N=46). The remaining studies were spread across ten different countries apart 

from a study by O’Shaughnessy et al. (2015) which was an international online survey and gathered 

data from men and their partners who attended PCa support groups in Australia, UK, USA, Ireland, 

South Africa, and New Zealand.  

The majority of studies explored PCa from the perspective of the couple as a unit and most studies 

reported the outcomes as dyadic investigation with equal number of men and female partners being 

Phase Description of the process 
 

1. Familiarizing yourself 
with your data: 

 

Transcribing data (if necessary), reading and re-reading the data, noting down 
initial ideas. 

2. Generating initial codes: Coding interesting features of the data in a systematic fashion across the entire 
data set, collating data relevant to each code. 

3. Searching for themes: Collating codes into potential themes, gathering all data relevant to each 
potential theme. 

4. Reviewing themes: Checking if the themes work in relation to the coded extracts (Level 1) and the 
entire data set (Level 2), generating a thematic ‘map’ of the analysis. 

5. Defining and naming 
themes: 

Ongoing analysis to refine the specifics of each theme, and the overall story the 
analysis tells, generating clear definitions and names for each theme. 

6. Producing the report: The final opportunity for analysis. Selection of vivid, compelling extract 
examples, final analysis of selected extracts, relating back of the analysis to the 
research question and literature, producing a scholarly report of the analysis. 
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included in the results (N= 52). Other studies did not have equal number of men with PCa and 

partners returning questionnaires/completing full study and in such work the numbers of men with 

PCa and partners was stated separately (N=10), in nine studies the number of men with PCa 

exceeded the number of partners. The remaining 13 studies were undertaken only from the partners 

perspective. A number of studies utilised the same cohorts of participants but reported on different 

domains/outcomes. The numbers of participants in the surveys varied considerably as a range of 

different approaches were undertaken and numbers  participating varied greatly from very small 

(N=8) in a sub-group analysis of a larger study, to large population-based studies (N=1828).  

Foci of the quantitative studies varied depending on the topic of interest. Almost one third of the 

studies measured or reported on issues of intimacy/sexual function or dysfunction (N=19). Many of 

the studies simultaneously addressed the topic of intimacy alongside other sub-themes such as 

coping (N=25) and communication (N=15). A similar concentration of focus was related to support, 

almost one third of the works (N=21) measured or reported on support needs; this was sometimes 

reported alongside information needs (N=8), and gender differences (N=13). Within the quantitative 

category 11 studies recommended development of interventions for spouses, either as part of a 

couple or separately for partners. A summary of each of the 74studies can be seen in appendix 5.7. 

5.3.4.2 Qualitative studies 

A total of 38qualitative studies were identified during the search. The studies were mainly 

undertaken in three countries, USA (N=14), UK (N=10) and Canada (N=10). Of the remaining four 

studies, three were based in Australia while one was undertaken in Norway. As with the quantitative 

studies, the majority of the qualitative studies explored phenomenon of interest from the 

perspective of the couple; some researchers explicitly collected data from the dyad (N=7), while 

others had a pre-requisite that both members of the couple participated (N=16) but they either 

gathered data from individuals separately, utilised gender specific focus groups, or undertook a 

combination of mixed-gender and single-gender data collection methods. Seven studies either 

collected data only from partners or reported only the data gathered from partners in the identified 

paper.  However, even in the latter group of studies men with PCa had to consent to women taking 

part or had to pass on information about the study/invite their female partners to participate. The 

eight remaining qualitative studies had a combination of partners, family members, mixed genders 

who were not a couple, or interrogated posts on support websites. From all of the sub-groups 

detailed only Docherty et al. (2007), recruited women without the explicit prior permission of 

husbands/partners with PCa. As stated previously Docherty et al. (2007) had only 12participants in 

the study, of which three were female partners to men with PCa.  
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The numbers of participants in the qualitative studies (appendix 5.8) were, as expected, much 

smaller than the numbers in the quantitative studies previously described. Researchers employed a 

range of data gathering techniques such as focus groups, face-to-face interviews, and telephone 

interviews. The philosophical underpinning for studies varied too and in many cases was clearly 

stated but was omitted from some works. The topics of interest also differed across the studies. Ten 

studies had a specific focus on the sexual side-effects of PCa treatments, these studies were very 

much focused on the ‘couple’ rather than on the partners, reflecting a primary interest in coping 

with ED. The themes pertaining more specifically to female partners emanating from the studies 

varied too. The most common themes were: (i) needing support (N=15), (ii) coping (N=14), (iii) 

gender norms (N=14), (iv) communication issues (N=10), (v) needing information/understanding 

(N=12). Less common, but nevertheless important, themes included understanding the stigma of 

PCa for men (N=4), the chronic nature of PCa (N=2), feeling isolated (N=6), and finding positives from 

living through PCa journey (N=6).  One third of the researchers suggested that partners’ 

understanding, coping mechanisms, or overall quality of life might be improved if interventions were 

developed for them as individuals or for the couple (N=13). 

5.3.4.3 Mixed methods studies 

Of the 11 mixed-methods studies identified, seven were undertaken to study the dyadic impact of 

PCa, or to supplement the information gathered regarding the impact specifically on the man. Across 

these studies the numbers of female partners were equal to or smaller than the number of PCa 

survivors across this latter number of studies; data was collected from 399 men while only 289 

female partners were included, further strengthening the perceptions that the research was not 

specifically focused on female partners (two same sex partners were included in one of the studies). 

Three studies within this mixed methods grouping did explicitly utilise data gathered only from 

female partners; Street et al., (2010) recruited the female partners of men who were participating in 

a separate observational study (N=50) but were only able to approach women after gaining men’s 

consent. Gottlieb et al., (2014) investigated the impact of PCa on wives and had 51 female 

participants, but again these women were recruited through invitation of men with PCa. Bennett 

and Pearce (2012) recruited female partners without having to seek permission from men (N=61) 

and were the only researchers within this grouping who did so.  

Eight themes were identified within the mixed methods classification of studies, and they were 

similar to those identified in both the quantitative and qualitative groupings; four of the ‘couples’-

based studies focussed on sexuality/intimacy, eight of the studies identified the need for support, six 

studies highlighted information needs, four discussed coping mechanisms, while three drew 

attention to communication. The stigma associated with loss of masculinity was another area that 
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was also identified. As with the studies in the other methodological paradigms, some researchers 

suggested that partners should be included in social support/interventions to improve adjustment to 

PCa (N=3). A summary of information from these studies can be seen in appendix 5.9  which charts 

the eleven mixed methods research studies. 

5.3.4.4 Interventional Studies 

Twenty-nine publications exploring interventions to improve couple or partner QoL, coping, or well-

being after cancer were identified. Two studies (DuBenske, 2010; Dorros, 2017) included 

couples/partners with other cancer types in addition to PCa but had clearly reported results relating 

specifically to PCa groups. The majority of the interventions (N=26) were dyad focussed with only 

three reporting exclusively on partner outcomes. Of these three studies Manne et al., (2004) were 

unique in developing an intervention specifically for female partners of men with PCa, however the 

intervention group showed no difference in levels of general or cancer-specific distress. The study by 

Sterba et al., (2011) assessed the types of reactions expressed by female partners to a trial where 

men were either randomised to receive radiotherapy plus hormone treatment or just radiotherapy. 

Midtgaard et al., (2021) also ascertained the types of views of female partners on an intervention for 

men and whether they felt that it had impact on both the women as individuals and the men. 

Thirteen of the 29studies had sexual functioning or intimacy as a substantial area of investigation. 

The foci and main findings of the twenty-nine studies in this group can be seen in the chart in 

appendix 5.10. The variety of themes identified from the reported  results included information 

needs, coping mechanisms, communication, support needs, positive outcomes from PCa, and gender 

differences in behaviours and response.   

5.3.4.5 Systematic Reviews and other published works 

These categories of published works consisted of a combination of systematic reviews of the 

literature/meta-synthesis (appendix 5.11), general reviews/overviews, opinion pieces, working 

group reviews, and some specific book chapters (appendix 5.12). Although these works sometimes 

included information on studies that were considered in other sections of the scoping review rather 

than original research, publications that reviewed previous studies were also included within this 

scoping review (it should be noted too that some of the reviews included older studies that were not 

included within the current study timeframe). It was felt that the differing perspectives and opinions 

of authors could add to the current study, especially given the constructivist stance of the 

researcher, and as previously mentioned this is also a view espoused by Dijkers (2015). Information 

on the searching approaches of other researchers, conclusions developed as a result of reviewing 

previous works, suggestions for further research emanating from the studies charted (appendices 

5.11 and 5.12) were thought to add value to the scoping review.  
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A summary of the systematic/meta-syntheses works where clear search details were provided can 

be found in appendix 5.11.  The number of studies included in the reviews was between six (Nelson 

et al., 2015) and 102 ( Wittmann et al., 2009). All reviewers identified gaps in the literature and 

recommended further research, but the recommendations were sometimes contradictory; Badr et 

al., (2009), and Collaco et al., (2018) recommended that future work be concentrated on spousal 

dyads, while Chambers et al., (2017), and Nelson et al., (2015) suggested that different approaches 

were required for PCa survivors and partners due to their differing needs. Applebaum et al., (2013), 

Guercio (2018), and Wootten et al., (2014) all highlighted that there was a paucity of 

research/reporting of outcomes specifically related to partners of men with PCa. 

Some authors provided general overviews of the literature associated with the topic of interest but 

did not indicate that they had approached the topic with full systematic rigour. While many 

previously published authors were cited in these works, search strategies were omitted, PRISMA 

flow diagrams were not included, or they offered opinion supported by previous scholarly works 

(Appendix 5.12). On the whole, the recommendations from this category of publications were similar 

to that found from the works cited in appendix 5.11, although there was a diversity of opinions as to 

whether future research should focus on dyadic interventions or the individual and separate needs 

of survivors and partners. However, in both these categories of publication typologies the need to 

improve support for partners and enhance communication between couples was noted in many of 

the conclusions, as was the gender specific needs/differences of PCa survivors and partners. These 

conclusions concur with themes identified in the other publication categories already detailed within 

this chapter.  

5.3.4.6 PhD studies 

In addition to the categories mentioned in section 5.3.4.1 – 5.3.4.5 five additional works were 

returned. These were PhD theses  (Appendix 5.13). The works are available online but, as would be 

expected, the main aspects of the theses were included within other publications previously charted 

in appendices 5.7 – 5.11, as the other publications emanated from the PhD studies or contributed to 

towards the thesis depending on the specific doctoral approach. The theses were read to assess 

whether additional information should be extracted, but no additional information was found that 

could add value to this current study. 

5.4 Sub-themes identified in the publications 
The process of qualitizing data was an iterative one employing the approach of convergent  

integrated synthesis (Stern et al. 2021) to allow identification of themes across the literature. It 

resulted in the identification of 12sub-themes as mentioned in sections 5.3.4.1-6 above which can be 

seen in Figure 5.6. 



106 

 

 

These sub-themes were later combined to give three main themes, namely (1) Knowing Prostate 

Cancer, (2) Living with Partner’s Prostate Cancer, and (3) Presenting a Public Face After Prostate 

Cancer. Although many of the sub-themes were reflected in the ‘Intervention’ category, this 

category has been depicted outside of the main themes as a supplementary set because the main 

focus of this group of studies was the efficacy of the actual intervention, but the works did also 

provide narrative insight into the way women were impacted by PCa. The researchers assessing 

interventions had identified many of the sub-themes included in this review, developed possible 

mitigations to deal with identified needs, and assessed the impact of the intervention. The content 

of these studies was pertinent to the  current review in that the needs of women and PCa 

patients/survivors was illuminated, but also different in that the focus was the efficacy of the 

intervention. The interventions feed into the theme of ‘Knowing prostate cancer’ to some extent, 

but mainly fed into the central theme of ‘Living with partner’s prostate cancer’ (Figure 5.6). The 

three themes will now be explored in more depth. 

 (i) Knowing Prostate Cancer 

‘Knowing prostate cancer’ was the first of the main themes. It brought together the sub-themes of 

‘seeking information’ and ‘negotiating health literacy’ and referred to women’s knowledge and 

understanding of the condition. The need for female partners to be provided with information on 

many aspects of PCa was evident across all of the categories of literature identified previously in this 

chapter. Rees et al., (2003) identified that women dealing with a partner’s diagnosis of PCa, were 

high information seekers (Blank and Adams-Blodnieks, 2007). However, in pursuit of this, Bennett 

and Pearce (2012) highlighted that women often cited difficulties in accessing suitable information. 

It seems that female partners had a wide range of information needs that varied across the 

trajectory of the illness and into survivorship; treatment options, possible side-effects, and 

outcomes of treatment as well as the need for information on how to support her spouse. 

Moreover, Giarelli et al., (2003) explored the preparedness needs of wives for caring for men after 

PCa surgery, and found that women identified the need for practical information on how to care for 

men but also required information on self-care. Evertsen et al., (2010) concluded that informational 

resources are required for partners throughout the trajectory of treatment and survivorship partly 

because neither the patient nor the female partner knows enough about PCa to be able to ask the  

right questions when they are still at the point where they are in regular contact with HCPs. Even 

when couples were seen by HCPs, women felt disempowered and concerned that staff were 

pressurised for time (Feltwell and Rees, 2004). However, if HCPs do not provide the information, 

then women have difficulty accessing that information elsewhere.  Badger et al., (2011) also
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Figure 5.6  A thematic interpretation of the impact of prostate cancer on female partners as identified in the scoping review 
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suggested that informational needs were often overlooked for several reasons, which included 1) 

patients and partners had not been given time to navigate the initial shock of the diagnosis, 

2)information supplied was forgotten over time, and 3) different information was required at 

difference stages of the trajectory. Thus, endorsing the finding that increasing time since diagnosis 

correlated with greater unmet informational needs. 

Interestingly the type of information women sought was not purely in relation to cancer; practical 

information on parking at hospitals (Turner et al,. 2013), getting medical supplies (Sinfield et al., 

2008) and who to contact for advice were all aspects that caused females stress early in the 

treatment pathway. Women also needed on-going information on long-term side effects and quality 

of life issues as studies highlighted that women were more likely to have unmet needs for 

information on supportive care than for medical information (Adams et al., 2009; Adams et al., 2012; 

Pinks et al., 2018). Lack of available information has been found to adversely impact on couples’ 

ability to communicate and cope with PCa (August et al., 2011). However, in contrast, Sanchez 

(2020) suggested that access to greater amounts of information might explain higher levels of 

depression reported in some female partners since they then have greater awareness of possible 

negative outcomes.  

The second sub-theme contributing to the ‘knowing prostate cancer’ theme main is focused on 

health literacy. The World Health Organisation (2020a.) state  that health literacy 

“refers to the personal characteristics and social resources needed for individuals and communities to 

access, understand, appraise and use information and services to make decisions about health.” 

Docherty et al. (2007) explored the impact of inadequate knowledge on patient spouse’s experience 

and suggested that HCPs need to be cognisant that patients and partners may have limited 

knowledge of medical terminology and clinical parlance. Moreover, Kelly et al., (2015) commented 

on the use of medical terminology, particularly in relation to sexual issues and reported a quotation 

from a female partner citing how the consultant had admonished her for using the word ‘shag’ 

(p.134). Language choice may impede communication between HCPs and patients or partners, and 

was reflected in several studies within the review (Sinfield et al., 2008; Sinfield et al., 2012; Kelly et 

al., 2015; Minkin, 2016; Docherty et al.,  2007), which suggested that disparities between general 

and clinical terminology can make it difficult for patients and partners to identify areas of 

information shortfall as health literacy is an issue for many. 

(ii) Living with partner’s prostate cancer 

Living with a partners PCa was the second of the main themes identified within the scoping review. It 

comprised the largest number of sub-themes which included; communicating, coping, reinforcing 
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gender norms, becoming isolated, needing support, impacts on sex and intimacy, acknowledging the 

length of the trajectory, and embracing the positives. Many of these sub-themes were addressed 

simultaneously in the literature, as there was much interconnectedness between them since, for 

example, the literature suggested that gender typical behaviours (Blank 2007; Blank, 2010; Bottorff, 

2008; Oliffe et al., 2015; Sanders, 2006)  resulted in different coping mechanisms in men and women 

(Gray et al., 2000a.; Hawes ,2006; Dorros et al., 2017; Midtgaard, 2021), that gave rise to poor 

communication between some couples, which in turn led to female partners needing support and / 

or feeling isolated (Appleton et al., 2017; Bamidele et al., 2019a; Sinfield et al., 2012). The side 

effects of ED compounded communication problems according to some of the literature within this 

review, as it had implications for PCa survivor masculinity and could dictate an ‘avoidance’ type 

coping mechanism for men (Gottleib et al., 2014; Collaco, 2019), where men avoided any type of 

communication requiring acknowledgement of changes in physical relationships or any 

communication about having / living with PCa. This could intensify the feeling of isolation for female 

partners (Kelly et al., 2015). The length of the trajectory of PCa was found to exacerbate the 

women’s need for support (Evertsen, 2010; Tanner et al., 2007). Some authors found that improved 

communications between the partner and PCa survivor allowed the woman to find positive aspects 

of her spouse’s diagnosis(Manne et al., 2004; Midtgaard et al., 2021; van de Wall et al., 2017; 

Yoshimoto et al., 2006).  

Communication, or lack thereof, was a recurring theme across much of the literature. Studies found 

that men disclosed little about their illness to others, including their spouses (Gray et al,. 2000; 

Minkin, 2016). Bennett and Pearce (2012) found that 47% of women in their study reported that 

men were reluctant to communicate with them about their PCa. One participant in an intervention 

study highlighted that she had heard her husband talk more about his cancer during the interview 

than she had ever experienced in all the time since his diagnosis (Mehta et al., 2019). Other studies 

in the scoping review found that communication between couples was constrained by men’s 

unwillingness to talk (Pinks, Davies, Pinks, 20180; Katz, 2016) and that the level of couple 

communication about PCa can be overestimated by HCPs, since hospital staff can assume incorrectly  

that couples will discuss diagnosis/treatment/side-effects/problems arising from treatment 

(Boehmer and Clark, 2001). Other published works included in this scoping review found that failure 

to share concerns or problems, which some termed  ‘holding back’, was detrimental for both the 

female partner and the relationship. Such problems with communication can result in increased 

levels of anxiety, distress, and poor adjustment to PCa on the part of men, female spouse, or both 

members of the couple (Feltwell and Rees, 2004; Badr and Carmack Taylor, 2009; Manne et al., 

2015; Manne et al,. 2021; Song, 2015; Collaco, 2018; Steinmetz, 2013; Galbraith, 2011).  
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Research by Badr et al. (2009) proposed that communication was particularly stunted between 

spouses where ED was defined as problematic. Kershaw et al., (2008) suggested that women would 

benefit from improved communication with their spouse while Feltwell and Rees (2004) implied that 

communication might be improved by encouraging men to bring partners to consultations where 

HCPs should include partners in discussions/questions. 

Many of the difficulties associated with communication may be related to another of the sub-

themes, gender norms. It is acknowledged that ED is the most common side-effect from PCa 

treatments, therefore it is unsurprising that many of the publications focus on issues related to 

masculinity. Given that the literature of interest in this scoping review was in relation to how female 

partners were impacted by PCa, the differences between genders were seen across a number of 

studies in both the coping mechanisms men and women employed to deal with the diagnosis / 

recovery and adjustment to life after PCa treatment. Bamidele et al. (2019b) stated that gender roles 

influenced coping mechanisms. Indeed, Blank et al. (2007, 2010) Bottroff (2008) Gray et al., (2000), 

Galbraith et al., (2008), and Walker et al., (2013) previously found that gender roles dictated how 

many female partners coped with the diagnosis of their loved one, how they supported men with 

PCa and defined their own support needs.   

Williams et al., (2014) stated that women who employed coping strategies that provide short-term 

protection, such as disengaging with their own problems and downplaying the ‘couples’ changes 

they experienced, can result in increased distress over the long-term. Given that many men will 

survive longer than 10 years after treatment for PCa, short-term coping strategies are far from an 

ideal way for female partners to respond to the situation. For men, being in a well-adjusted 

relationship can provide enough support to overcome the limitations of avoidant and intrusive 

coping styles, but for women such relationship factors will not mitigate the effects of poor coping 

strategies and the related distress (Bottorff et al., 2008). The literature also shows that when men 

employed avoidance as a coping mechanism, their wives demonstrated higher levels of anxiety and 

depression (Pitceathly and Maguire, 2003; Wu et al., 2019; Guan et al., 2020; Papadopoulou and 

Schubach, 2020; Hartung et al., 2021).  

Isolation was a recurring sub-theme recounted by women across the literature studied in this 

scoping review, particularly in the qualitative category. Six studies specifically reported on the 

negative psychological impact of isolation(Appleton et al., 2017; Bamidele et al., 2019a; Butler et al., 

2000; Evertsen et al., 2010; Kelly et al., 2015; Pinks, Davis, and Pinks, 2018), which was compounded 

when female partners felt that they needed to keep changes in their lives resulting from their 

partners PCa secret (Katz, 2016). Whilst isolation is frequently associated with poor communication 
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between the couple it can also be generated by the inattention of HCPs, who can make women feel 

excluded or ignore their role in the recovery of the patient (Sinfield et al., 2008; Sinfield et al., 2012; 

Lehto et al., 2018; Pinks et al., 2018). According to Tanner et al., (2011) HCPs need to recognise the 

concerns of the spouse to avoid engendering feelings of isolation.  

Feelings of isolation also arose due to the different needs of men and women. Given that it is the 

man who has been diagnosed with PCa, while the partner has experienced a ‘second hand’ diagnosis 

in her loved one, different responses might be expected in how each respond to PCa. However, 

literature demonstrates that many of the differences can be attributed to gender norms rather than 

whether they are the person with cancer or the carer (Banthia et al., 2003; Bobridge et al., 2015). 

Some authors suggested that when faced with illness of a loved one, the traditional female roles of 

nurturing, caring and facilitating social connections are accentuated (Giarelli et al., 2003; Feltwell 

and Rees, 2004; Bottorff et al., 2008). Literature reflects that, despite twenty-first century attitudes 

to equality of the sexes, a diagnosis and treatment for PCa emphasizes the gender norms of women 

as caregivers, information gatherers, and sources of emotional support. Studies returned for this 

scoping review suggested that men often relied exclusively on female partners for both social and 

emotional support (Malcarne et al., 2002; Mason, 2005). Gottlieb et al., (2014) highlight that men 

react to adversity by insulating and distancing themselves from stressors whereas women rely on 

social support. The literature further suggested that men were reticent to seek emotional support 

from professional sources and examination of male and female posts on internet support sites again 

reflected the gender differences in usage of such facilities; men utilised the sites to find practical 

information, whereas women utilise them for emotional support (Blank and Adams-Blodnieks, 

2007). However, this is slightly different from the findings from observations of PCSGs in USA where 

women avoided discussion on emotional issues (Arrington et al., 2005). Ervik et al., (2013) stated 

that women can find it difficult to find a balance between sating their own emotional, physical, and 

social needs and providing for the needs of their husband. Results from previous studies identified a 

need for information, counselling and supportive care for women as individuals (Giarelli et al., 2003; 

Evertsen and Wolkenstein, 2010; Bennett and Pearce, 2012; Applebaum and Breitbart, 2013; Ervik et 

al., 2013; O'Shaughnessy et al., 2013; Bobridge et al., 2015).  

A number of the studies in this review required both members of the couple to take part in studies 

being conducted (N=40), and even though the authors reported on the impact of PCa on female 

partners within those studies, the focus was weighted towards the topic of sexual intercourse in 

dyadic studies. Albaugh et al., (2017), Elliott et al., (2015), O’Shaughnessy, (2013), Beck et al., (2013), 

Rivers et al., (2012), and Sanders et al., (2006) were among those who recruited couples to assess 

how intimacy was impacted and to identify unmet needs within the cohorts. They found that men 
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and women had different concerns and needs regarding sexual functioning, relationships, and 

survival. But as Karlsen et al., (2017) reported, even taking part in interventions that improved sex 

life did not improve couples’ ability to discuss sex openly. The review of the literature by Nelson et 

al., (2015) supported the notion that the priorities for men and their female partners’ required 

different approaches because of the variation in their outlook and specific needs. 

Although the literature identifies many negative issues emanating from PCa for couples, men with 

PCa, and female partners, some literature did report on positive outcomes resulting from women’s 

experiences with the condition. The benefits varied from improvement in relationship (Butler et al., 

2000; Fergus et al., 2011; Williams et al., 2014 and Grondhuis et al., 2019; Manne et al., 2004), 

improvement of diet for both members of the couple (Virtue et al., 2015) to appreciation of life for 

both members of the couple (Lim et al., 2019a). Lepherd and Graham (2016) also accepted that hope 

and positivity are achievable aspects of living with PCa but cautioned that this must be tempered by 

reality. Other authors (Collaco et al., 2020; Lim et al., 2014) suggested that adoption of a positive 

mindset could improve outcomes from PCa.  

The final sub-theme contributing to theme (ii) was the length of the trajectory for female partners to 

share survival journey of men with PCa. While the survival statistics are good for many men with 

PCa, few of the studies identified offered information on longitudinal impact on either female 

partners nor indeed, on the men themselves. Adams et al. (2009) reviewed 32 papers reporting on 

the information needs of family members of people with cancer but noted that few papers moved 

beyond the diagnosis and initial treatment phase. Inclusion criteria for the current scoping review 

required that men were at least six months post diagnosis for the reasons stated in sections 3.1.2 

and 5.2.1. However, not all papers used the same time frames, so comparison was difficult, as some 

authors reported timeframes from diagnosis, while some used time from completion of treatment. 

Treatments could be of variable length e.g., surgery is one point in time, radiotherapy can be six 

weeks plus initial planning time, ADT can be administered for three years. However, it was notable 

that relatively few of the studies explored the impact of PCa in populations of more than three 

years. However, Tanner et al., (2011) followed participants for 8 years to explore the female 

experiences in relation to QoL and how relationships were impacted. These authors found that even 

after eight years some women were still living with what appeared to be a false hope that their lives 

would return to ‘normal’ while others have managed to weave changes into how they lived. Oliffe et 

al., (2015) explored the concept of supportive care with men and female partners who attended 

PCSG. While this was one of the few studies with couples many years beyond treatment (1 -12 years 

post treatment), no association was explored to ascertain if the impact of PCa changed over the 

course of time. Sanders et al., (2006) and Walker et al., (2012) also had participants that were 1.5 - 8 
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years post treatment and eight months – 14 years post treatment respectively. Both studies focused 

on intimacy and sexual adjustment after PCa, but again, these studies lacked a longitudinal focus and 

did not explore whether needs changed over time nor whether participants adjusted over time.  

Studies that included participants with shorter trajectories found that there was a deterioration in 

relationships over time (Couper et al., 2006). Ramsey et al., (2013) had similar findings in regards 

sexual relationships at 12-month follow-up, showing that PCa had a negative impact that worsens 

over time. Sterba et al., (2010), suggested that while cancer-related distress in female partners 

decreased  over time, women reported worse sexual functioning at 18- and 24-months post PCa 

treatment but noted that sexual ‘bother’ (whether the change in sexual function was considered 

negative) reported by women did not change over time.  Badger et al., (2011) reported that both 

patients and partners who were longer beyond the treatment phase had more unmet needs, but 

their study follow-up was only for 6-months. Ervik et al., (2013) reported on spouses who had up to 

four years’ experience of living with PCa. Interestingly her team highlighted the possibility of 

situational fatigue in spouses many years after their husband’s PCa diagnosis.  

(iii) Presenting a public face after prostate cancer 

This was the final of the three themes identified from the literature scoping process. It combined the 

sub-theme of the women accepting/understanding the stigma men feel relating to loss of 

masculinity as a result of PCa and the associated side-effects, and the sub-theme of satisfying 

societal expectations. 

As previously stated, the most common side-effect of PCa treatment is ED. Many men will also 

experience varying degrees of urinary incontinence. As many of the studies in this review showed 

(appendices 5.7-5.13), these chronic sequalae can impact psychologically as well as physically (on 

both members of the dyad) since society views sexual performance as a manifestation of 

masculinity.  Katz (2016), in her review of previous literature suggested that not only do female 

partners become distressed because men avoid talking about sexual problems within the 

relationship, but the distress is compounded because they feel they must keep the changes to their 

sex lives secret. The sub-theme of ‘accepting the stigma’ reflects that female partners recognise and 

bolster society’s linkage of masculinity and male sexual potency. Indeed O’Shaughnessy et al., (2013) 

reported that 71% of wives, as opposed to 42% of men living with or beyond PCa said that they felt 

PCa impacted on men’s feelings of masculinity. Other literature included in this scoping review 

supports the view that some women resist seeking social support for fear of causing distress to their  

female partners, reiterating the gender differences highlighted by PCa. Some authors cite ethnicity 

and cultural impact on disclosure patterns (Rivas et al., 2016; Bamidele et al., 2019). Women too can 
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Figure 5.7 Showing inter-relationships between themes and sub-themes identified in the scoping review 
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be driven by general societal expectations in relation to how they see their role within society; 

Gottlieb et al. (2014) show that caregiving is an expected gender normative behaviour for females. 

The study by Sinfield et al. (2012) suggests that women are reluctant to ask for help for themselves 

because they are expected to prioritise the person who has had the cancer diagnosis. Despite 

evidence that women are more likely to utilise social networks as coping mechanisms (Gottlieb et 

al., 2014; Elliott et al., 2015), the doctoral study by Zhou (2013) showed that female partners had 

lower than normal levels of family and friend supports. This echoed previous findings by Arrington et 

al., (2005) that even within a PCSG, women steered the conversations away from topics of 

emotional nature and those that may have led to discussions of relationship difficulties, as a way of 

protecting male partners masculinity.  

 

5.5 Chapter Summary 
This scoping review provides a broad overview of the publications, the approaches, and the themes 

emanating from the previously published works that consider to some extent the effects PCa has on 

female partners. It is interesting that a substantial number of authors have given some cognisance of 

the fact that PCa has impact beyond that of the man who has been diagnosed. However, the 

majority of the one hundred and eighty-eight publications identified in this scoping review explore 

the impact of PCa on females either as part of a dyad (N=103), or only with the consent/invitation of 

men with PCa. As stated previously only eight studies did not seek permission from men to explore 

the impact of PCa on partners and furthermore only four of those had direct interaction with female 

partners. One of the four identified publications was a poster presentation (Bennett and Pearce, 

2012) , and it was only through personal communication with the first author that more detailed 

information on the study was gained. The recognition by many researchers that PCa does impact 

female partners is to be welcomed, but the lack of studies reporting data using direct contact with 

women recruited independently from men with PCa demonstrates a gap in the literature and a void 

in the knowledge base.  It is therefore prudent to conduct research where women are recruited 

independently of men to limit bias and understand the female perspective. 

In a healthcare system that is placing more emphasis and responsibility on self-care (NHS England, 

2019), it can be argued that this will place a greater burden on spouses, since the publications 

included in this review show that female partners are the biggest source of support for men with 

PCa. It is therefore more important than ever that researchers and HCPs understand the needs of 

these women and develop solutions to assist them and, by association, the men who are living with 

and beyond PCa. 
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Chapter 6     Discussion and Conclusions 
 

6.0 Introduction 
This chapter explores the study findings, which have been grounded in the data collected, and 

situates those within the current body of knowledge on the subject. It demonstrates the 

convergences and differences between the findings of the current study and the findings in 

previously published works. It clarifies the differences between what is already known on the topic 

and how the current study adds an original contribution to that body of knowledge. It assesses 

whether the aims of the study have been achieved and considers if the theory of the female partner 

as a co-survivor is apposite. The chapter also shows how the knowledge gained through the study 

has been disseminated within the academic and clinical communities. Lastly, it offers 

recommendations by which female partners can be supported in their journey along with 

suggestions for further research that might enlighten HCPs understanding of the needs of female 

partners of men with cancer diagnoses. 

 

6.1 Convergences and differences between study concepts and literature 

themes 
To assess how the findings from the current study relates or differs from the literature identified 

within the scoping review the diagrammatic representations from figure 4.1 and figure 5.7 have 

been combined into one mind-map diagram (Figure 6.1). Whilst the combined mind-map can 

challenge the reader because of the amount of information and multiple relationships, it 

nevertheless highlights commonalities, disparities, and aspects that have only been identified in 

either the literature or the current study.  

There is much concordance between the concepts resulting from the findings reported in Chapter 4 

and the themes identified in the scoping review (Chapter 5). However, there are also some notable 

differences and additional perspectives that add to the understanding of how females are impacted 

by sharing a journey through PCa diagnosis, treatment, and survivorship. 

The concept of ‘Navigating the Healthcare System’ was a point that was important to all participants 

in the current study. While elements of this were reported in the scoping review (Bobridge et al., 

2015; Eisemann et al., 2014; Kershaw et al., 2008) the strength of concern over the ability of the NHS 

to offer the treatment, care, and resources that the participants in this study expected was not 
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Interventions 

Figure 6.1 Showing relationship between the themes identified within the literature in the scoping review and the categories 
identified within the current study 
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visible in the literature. The methodological approaches could be the reason for exclusion of this 

theme within literature since quantitative research has a defined hypothesis and seeks information 

on  very specific topics, and although some standard questionnaires cover aspects such as 

satisfaction with  treatment, they do not offer the opportunity to discuss the issues in the depth that 

individual interviews afford to participants (Creswell 2014). The current study also highlighted how  a 

number of participants sought out private healthcare consultations and treatments because of the 

extensive waiting lists within the NHS, even in situations where the patient did not have health 

insurance, thus adding a financial burden to the emotional burden of a cancer diagnosis. Participants 

in the current study also highlighted difficulties encountered when attempting to contact HCPs when 

unexpected complications arose, along with other health service failings. Studies from within the UK 

reviewed within Chapter 5 did not consider this aspect of care provision or need. However, it may be 

the case that the studies included in the scoping review dated back to a time when the NHS was 

better resourced. Alternatively, it is possible that the inclusion of literature from countries with 

differing healthcare systems could explain some of these variations. While the aim of the current 

study was not to assess health service provision, the repeated references and impact that it had on 

the participants within the current study could not be ignored and underscored one of the main 

differences between the current study and previous literature on the topic of PCa in relation to 

female partners. 

The categories that contributed to the concept of ‘Caring, Supporting, and Protecting’, particularly 

that of ‘protecting her husband’ were seen in the published literature (Evrik, 2013; Bennett and 

Pearce, 2012, Bamidele et al., 2019) but the responsibility women felt to encourage men to take 

responsibility for their own health did not come across strongly in previously published works. 

Women in the current study were most often the catalysts in urging men to seek a diagnosis. 

Likewise, they used information that they gathered from HCPs and other sources to promote healthy 

eating and exercise that would aid recovery and promote wellbeing. Within this category there were 

tangible connections with the literature in terms of women protecting their partners masculinity as 

well as protecting the male partner’s health/well-being (Midtgaard, 2012; Collaco, 2019; Evrik, 

2013). 

The most notable difference between the findings within the current study and works included in 

the scoping review were the concepts of ‘Losing Self’ and ‘Retaining/Regaining Self’. Although some 

links can be seen in Figure 6.1 across categories in the current study findings and themes in the 

literature, the connections are fewer than across other main themes and subthemes. It is notable 

that these two concepts are specifically focused on the female partner as an individual. Since 74of 

the studies included in the scoping review utilised a quantitative approach and only 38were 
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qualitative in nature, the opportunity for female partners to draw attention to areas of particular 

concern to themselves and their own needs could have been inadequate. This can be explained in 

terms of the positivist approach to data collection employed in quantitative studies which utilised 

standardised outcome measures, thus negating the complexity of the lived experiences of female 

partners. However, even within qualitative methodologies, the opportunity for participants to 

introduce new foci can be constrained depending on the methodological paradigm adopted 

(Creswell 2014). The limited connections between the data from this study and the previous 

research included within the scoping review shows lack of focus on issues that directly reflect the 

impact of PCa on the female that were identified in the current study. Given the paucity of studies 

that recruited females independently of men with PCa, it may be that women who felt ‘loss of self’ 

most strongly were not represented in the same proportions in studies where couples were the 

focus of the research or where men had to invite female partners to take part. 

The concept of ‘Losing Self’ was the overriding impact that the researcher found across the 

participants reports of how they had been affected by PCa. While there were echoes of the 

categories making up the ‘Losing Self’ concept in the ‘Living with Partner’s PCa’ theme in the scoping 

review in terms of ‘isolation’ and ‘needing support’(Appleton et al., 2017; Bamidele et al., 2019a; 

Butler et al,. 2000; Evertsen et al., 2010; Kelly et al., 2015; Pinks et al., 2018), in the current study 

these were emphasised to a greater extent. The present study also had the added categories of 

‘feeling shut out’, ‘feeling the burden of cancer’, and ‘feeling guilty’. The latter two may not have 

been as salient in the previously published literature because of the time frames between PCa 

diagnosis and data collection since few of the studies included in the scoping review sought opinions 

from females whose partners had been living with/beyond PCa for more than five years. The average 

timeframe from treatment to data gathering was two years in previously published works. Some of 

the participants in the current study had lived with uncommunicative partners, worry and stress 

associated with possibility of recurrence or declining health, and placing the needs of their partner 

above their own needs for decades in some instances. Feelings of guilt arose when female 

participants got angry or frustrated at the person with cancer or considered prioritising their own 

needs and this was not seen within the literature cited in the scoping review.  Given that this study 

specifically sought to understand female experiences rather than those of the couple, it is likely that 

the participants were more focused on themselves and their own feelings and were able to share 

these more honestly without concern that they were being disloyal to their male partners. 

The concept of ‘Retaining/Regaining Self’ showed limited connections with previous literature. 

However, the category of ‘Seeing the positives’ had a corresponding subtheme within the literature 

of ‘Embracing the positives’ which emanated from some of the dyad studies in the quantitative, 
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qualitative, and intervention methodologies (Butler et al., 2000; Fergus et al., 2011; Williams et al., 

2014 and Grondhuis et al., 2019; Manne et al., 2004; Virtue et al., 2015; Lim et al., 2019a; Lepherd 

and Graham, 2016). The other category in the current study that married with a subtheme in the 

scoping works was that of ‘Being supported’ (Pinks, Davis, and Pinks, 2018; Oliffe et al., 2015) which 

could be linked to some degree with the ‘Coping’ subtheme (although not all forms of coping 

involved support so the connection was tenuous). The literature demonstrated some aspects of 

women receiving support (Gottlieb et al., 2014; Elliott et al., 2015) and/or the findings suggested 

that women should be offered support (Ihrig, 2019; Hamilton 2016; Bennett and Pearce, 2012). 

Likewise, the literature in the scoping review assessed levels of coping in a number of studies and 

some authors suggested healthy approaches to coping but the actual concept of retaining a sense of 

self was not strong in the literature. Neither was the need to regain that sense of self, as a coping 

method, if it had been lost through the initial turmoil of the cancer journey. The concept  of 

retaining/regaining self was something that eluded many of the participants in the current study. 

 

6.2 Discussion 
A large body of research has been developed in relation to the general topic of PCa, indeed a search 

of full text English language publication for the year 2021 in OvidMedline returned 397 articles. 

Literature on the subject area of PCa is diverse and spans multiple dimensions such as biological, 

psychological, and economic spheres (Kim, 2021; Anton, 2021; Farrington, 2020). Since the 

acknowledgement of PCa as a ‘couples disease’, a phrase which Grant (2005) explained was coined 

in 1997, research has also included the partners/spouses of those with the condition. However, 

despite a wide range of research being conducted over many decades, the inclusion of female 

partners in such studies is most often undertaken at the consent and invitation of men, as illustrated 

in Chapter 5. These methods of recruitment were utilised because ethical approval required men to 

consent on grounds of confidentiality (Ervik, personal communication 04/05/2016; Hyde, personal 

communication 4/11/2019, Harju, personal communication 02/11/2019), for convenience in 

accessing appropriate population, or because the researcher’s area of interest had specific focus on 

the dyad.  The current study differs from those previous works in that women were recruited 

independently of the man with PCa. This gave previously ‘invisible’ women, whose partners may 

have been closed to disclosing/discussing PCa, the opportunity to have their voices heard. Indeed, 

most of the participants in the current study expressed that the interview with the researcher was 

the first time anyone had ever wanted to know how they were coping or recognised that PCa had an 

impact beyond that which the man was experiencing.   
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Hearing the voices of women who felt silenced by their partners PCa was important and has been 

noted by Pinks, Davis, and Pinks (2018) who reported similar findings in their theme of ‘suffering in 

silence’. While some women were able to discuss their participation in the study with their partner, 

others felt the need to withhold information regarding their participation. The exclusion of their 

voices may have diluted the magnitude of focus on ‘being silenced’ and ‘isolation’. However, since 

some participants withheld information on their participation the researcher believes that the 

suggested theory that emerged encompasses this population. For women in this grouping 

withholding information on their participation was seen by participants as a way of protecting the 

men and avoiding conflict. However, these participants were the ones who described being excluded 

as active participants on the PCa journey by their male partners. This is important, as Manne et al. 

(2021) recognised that although supressing information and feelings is often an attempt to protect 

others from upset, it can be harmful to the relationship and could result in higher psychological 

stress for the dyad. Although some women recognised this poor communication approach within 

their relationships, they acknowledged when men utilised this strategy it resulted in them feeling 

isolated, however, they felt compelled to adopt the same exclusionary approach in not discussing 

their own emotional and physical needs with their partners. Thus, highlighting the communication 

void resulting from PCa. 

Even when there was open communication between the couple supressing communication and 

emotions was seen as an appropriate strategy for protecting other family members from worry and 

concern, which Pinks, Davis, and Pinks (2018) referred to as emotional care giving. This also 

corresponds with findings of Collaco et al. (2019) who found that younger couples impacted by PCa 

employed protective buffering through concealment and control of emotions. In the current study, 

although participants’ offspring were often adults, parents still felt the need to protect them from 

the full impact of the illness by omitting specific information/details. So, although participants felt 

hurt and excluded when they experienced their male partner’s insularity and unwillingness to 

communicate, they felt it was an appropriate strategy and considered they were justified to employ 

this tactic to protect other family members. 

While communication within the relationship and family has been the focus of much research with 

regard to PCa and other chronic and life limiting conditions (Lim, 2019; Manne et al., 2019; Lambert. 

et al., 2020; Northouse et al., 2007; Song, et al., 2012; Checton et al., 2012; Kershaw et al.,  2008; 

Manne et al.,  2015; Langer et al.,  2007), the impact of deficiencies in communication was a wider 

issue in the current study.  It included lack of communication from health providers in terms of 

explanation of long-term side effects of treatments, how/when to access help and support, 

when/how to get results, alongside communication shortfalls in information on how to source the 
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supplementary health aids and resources that men might require. The need for good communication 

between HCPs, PCa patients, and their partners has been recognised in previous research studies 

over a number of decades (Davidson and Mills, 2005; Mason, 2005; Hordern and Street, 2007; Siegel 

et al., 2007; Mason, 2008; Speer et al., 2017; Pinks et al., 2018, Mehta et al., 2019). The earliest of 

the participant’s experiences of PCa in the current study began more than two decades ago, and 

during that time research studies identified that communication between HCPs and partners was 

important. Indeed, Galbraith et al. (2008) specifically recommended that not only was 

communication required between HCPs and partners but suggested that HCPs should speak 

separately to partners. It could be assumed that findings and recommendations from those previous 

studies concerning communication between carers and HCPs would have been implemented during 

the intervening years since that publication.  However, participants in the current study who had 

more recent diagnostic and treatment experiences, still expressed concerns over communication 

from HCPs. Participants cited a range of issues to include a lack of clarity in diagnosis, 

misinformation on treatment plans, lack of guidance on who to contact/when the contact would be 

available, how to care for men after surgery and how to cope with men’s emotional response in the 

survival stage. Whilst previous research highlighted the need to improve communication with 

partners and other carers, the current study illustrates that further action is required. It is not 

apparent that previous research findings of providing clear information in a timely fashion, 

communicating directly with carers, or offering carers interventions separately from the person with 

cancer have been implemented. Indeed, quite recently Guan et al. (2020) highlighted that many of 

the challenges partners of those with PCa face, are increased by lack of information and support 

from oncology care providers and this was reiterated within the current study.  

PCa is a cancer that is unique to men, and the physiological location and function of the prostate 

gland give rise to sequalae that are distinctly related to aspects of masculinity. This study explored 

the impact of PCa on women in heterosexual relationships. Since couples in these relationships are 

of different gender it would be remiss to ignore the influence of heteronormative expectations and 

the effect that this has on the way in which women experience PCa. The normative frames of 

masculinities include physical strength, stoicism, and competitiveness, while the equivalent societal 

norms for females’ project expectations of a nurturing, caring, collaborative, and tactile persona. 

Hansen and Tjornhoj-Thomsen (2020) assert that these societal norms dictate to a large extent 

views/actions on health, recovery, and support.  Many of the participants in the current study did 

reflect fulfilment of these social norms. Although all women in this study disputed seeing themselves 

as a ‘carer’ when that question was specifically put to them, they nevertheless demonstrated all of 

the actions that society associates with that role. Most of the women embraced the opportunity of 
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offering care to their partners. Indeed all of the women reported being able and happy to provide 

care in the immediate aftermath of diagnosis and treatment. It only became a burden for some after 

it had been required for a considerable period of time, leading to carer fatigue. This confirms 

Cassidy’s findings of carers reaping benefit in providing care but only within a limited timeframe 

(Cassidy, 2013).  

Other aspects of gender normative behaviours led to conflict within relationships impacted by PCa. 

As Midtgaard et al. (2021, p. 8) stated women “appear to acknowledge the private and public 

elements of masculinities and how men crave both”. Requests from men that women maintain 

silence relating to the impact of PCa on male partners, disbars women from pursuing a common 

female need for support through vocalisation of their worries, concerns and stresses. The need of 

some men to protect their masculinities by limiting discussion on the subject of their PCa within the 

relationship, left women feeling isolated. Bamidele et al. (2019) suggest that excluding partners from 

PCa journey is more prevalent in Afro-Caribbean cultures, but only one of the participants (and her 

husband) in the current study was from that particular background, yet such behaviour was reported 

by a number of women across the sample. These findings may suggest that some men’s reticence to 

include women is gender-based rather than culture specific.  

The conflicting gender needs of women and men has largely been ignored in attempts to develop 

interventions for informal cancer care providers, including those dealing with PCa. A Cochrane 

review of 19 psychosocial interventions for that population suggested that there was little evidence 

to support the efficacy of such endeavours (Treanor et al., 2019). These authors  noted that most 

interventions were targeted at dyads. Given that the results from the current study emphasise such 

gender normative coping mechanisms and needs, it might be that separate gender specific 

interventions might be more appropriate.  

Indeed, Midtgaard et al. (2021) trialled a football intervention for men in Denmark living with and 

beyond PCa.  They found that although the actual intervention only involved physical activity for 

men, it had a positive impact on their female partners. The focus groups that the women attended 

as part of the study offered them an opportunity to talk freely about their experiences with PCa, 

without their partners being present, thereby reducing their feelings of social isolation. However, 

the positive impact they described within the focus groups came from men undertaking what 

women and men viewed as a ‘male’ activity, thereby helping to re-establish their gender roles. In the 

current study participants discussed their partners’ lack of engagement in pastimes in which they 

previously participated. Golf, football and other activities, where men mixed with other men 

separately from their female partners were abandoned by some after PCa. This placed more 
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pressure on women to be social companions to men; to take on additional roles, replacing other 

social contacts. It also caused some women to abdicate participation in female-only activities 

because they felt they had to be company for their male partners. 

The dilution, or in some cases, the loss of gender roles was a part of the broader concept of ‘Losing 

self’ within the findings discussed in Chapter 4.  Although much concentration has been on the loss 

of masculinity in PCa, women too can feel a loss of normative gender roles. Women in the study 

described losing their role as an intimate partner, as housekeeper (some men who had left work 

took on roles of shopping, cooking, or cleaning, while women went to work), or even as sole 

childcare provider for grandchildren. Sharing these roles heralded a change in pre-PCa activities. 

When men experience ED, loss of libido, feminisation due to hormone treatments, women can feel 

undesirable, unloved and unwanted. Women within the current study talked about a transition from 

sexual partner to platonic companion. The loss of interest in them as sexual beings left some feeling 

unattractive and ‘invisible’ to their spouses. Depending on their age at time of men’s PCa, this can 

coincide with menopause, a time when some women already struggle to come to terms with 

changes in their lives. If the two events do overlap the impact can be doubly challenging for women. 

Hennessy (2020) equated prostatectomy in males with menopause in women and found the 

convergence had significant effects on the identity of individual partners and also on their 

relationship. 

Women’s identities are further challenged by PCa in a myriad of ways. The communicative woman 

can be rendered silent when marital communication breaks down; the socialising female can 

become homebound if her partner ceases previous active pursuits or is limited by long-term side 

effects; a wife/partner can feel like she becomes a secretary, sourcing information and keeping track 

of medical appointments; a woman who has a job can feel the need to leave work to care for her 

spouse. Depending on family finances, if a man’s side effects result in him leaving work, a woman 

can go from joint earner to sole income provider, carer and sometimes, depending on how 

debilitated the man is, she may also have to take on sole parenting.  

The possibility of a man having to leave work or reduce hours becomes more likely as more younger 

men are diagnosed with PCa. While the average age for men to be diagnosed with PCa is between 65 

and 69 in the UK (Prostate Cancer UK, 2019), there has been an increase of around sixfold in the 

number of younger men diagnosed with PCa in the past two decades. In 2018, 13% of men 

diagnosed in England were below the age of 60 (National Cancer Registration and Analysis Service, 

2019). In the current study 14 of the participants partners’ were under 65 years old when they were 

treated for PCa, indeed four of the twenty-six were younger than 55 at time of diagnosis. Given the 
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combination of younger men being diagnosed with PCa and the national increase in pension age 

across the population within the UK, this may have a ‘double’ impact on the cohort of men who will 

be diagnosed with PCa in the future and on their female partners since more couples of working age 

will be experiencing a PCa journey. As part of the Life after prostate cancer diagnosis study (LAPCD; 

Downing et al. 2016), Collaco et al. (2019; 2021) explored the impact of PCa on couples where the 

man was less than 65 years old, they found that wives could feel a financial burden, and if the 

populus is required to wait longer for retirement the extent of this type of financial impact could 

weigh on more couples alongside PCa. The current study also found that some participants faced an 

identity change from being a financial contributor to being the sole earner in the family. Harden, 

Northouse and Mood (2006) found that younger couples had more difficulties in adjusting to PCa, 

but in both studies exploring younger couples experiences, the researchers only examined the 

findings in relation to the age of the man with PCa. The current study included 17 women who were 

under the age of 60 when their partners were diagnosed. Seven of these women were under the age 

of 50. In previous studies recognition would not have been afforded to the ages/life stages of five of 

these women because they were in relationships where there was an age gap of more than ten 

years between the couple. Therefore, in dyad studies such as those of Collaco et al. (2019) these 

women would not have been included because their partner was older, and they would have been 

grouped with their partners age group in the study by Harden et al. (2006). Two other participants in 

the current study were under 50 and married to men of similar ages. Younger women in the study 

did report more challenges, one of which was finding that any available support groups were 

focused on older couples, this was raised by three of the participants in the present study as a 

barrier to them/their husbands joining a support group. Whilst the current study did not set out to 

examine any differences in experiences or needs of women within younger age groups, given the 

current findings, it would be remiss not to consider this as an area where future research is required.   

Finding support was something that challenged the majority of participants in the current study. 

Many studies assert that partners of people living with and beyond cancer experience higher levels 

of physical and emotional impact than those with the condition, this is especially pronounced in 

female partners (Grant et al., 2005; Couper et al., 2009; Evertsen and Wolkenstein, 2010; Ervik et al., 

2013; Regan et al., 2014; Lambert et al., 2020). As the current study did not interview men with PCa 

it is impossible to assess whether men or women were more impacted in terms of physical and 

emotional health. However, previous research (Heins et al., 2013) examined the medical records of 

female partners of men treated for PCa and found increased doctor visits for physical and 

psychological problems in the two years post PCa diagnosis. More recently, Hartung et al. (2021) 

explored both patient and partner use of antidepressant prescription medication in Denmark. Unlike 
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a study in Spain which found significantly higher levels of anxiety and depression in spouses (Sánchez 

et al. 2020), the Danish study did not find a significant increase compared to partners of cancer-free 

men, but although thresholds for significance were not met, there was nevertheless, an increase in 

the prescribing of such medications to the female partners of men with PCa. Interestingly seven 

participants in the current study did approach GPs for help regarding their elevated stress levels. Six 

of those women were immediately prescribed anti-depressant medications, only one was referred 

for counselling therapy. However, five women declined the GPs’ offer of medication in favour of 

sourcing private ‘talk’ therapies. This raises the possibility that female partners in the Danish study 

may also have chosen alternatives to medication. The indications from the current study suggested 

that GPs do not fully understand the need for support or the types of support that partners require, 

as those who spoke to GPs felt they needed emotional support rather than medication in most 

instances. Such findings echo those of Collaco et al. (2019), who found that when approached by 

adult children of men with PCa regarding counselling, GPs were unsupportive. Women as co-

survivors are coping with the impact of a condition which is  ‘alien’ to their body i.e., they have not 

been the person diagnosed with a structural/cellular illness within their body. In some respects, the 

development of a physical illness is more likely to be looked upon with more compassion by others 

than an emotional reaction to a partner’s diagnosis and treatment, and many of the participants 

shared this opinion. Multiple studies have shown that female partners of men with PCa are more 

impacted by the condition than men who have PCa (Pitceathly and Maguire, 2003; Couper, 2007; 

Gustavsson-Lilius et al., 2007; Elliott et al., 2010; Eisemann et al., 2014; Guercio and Mehta, 2018; 

Hyde et al., 2018; Harden et al., 2013; Harden et al., 2006). In the current study, even when women 

sought help from HCPs for emotional stresses, there was little forthcoming with only a few 

exceptions noted, in this respect their needs were delegitimised. As Pitceathly & Maguire (2003) 

reported, partners are unlikely to disclose their concerns and worries and only half of those with 

serious psychological problems seek help. This was reflected strongly in the current study as only 

those few participants previously mentioned had specifically sought mental health help from 

healthcare practitioners.  This isa concerning finding, given the conclusion of Wittmann et al. (2014) 

who stated that partner distress represented a public health concern. Indeed, Ervik et al. (2013) 

found evidence of situational fatigue in female spouses many years after (4 years) their male 

partners were diagnosed with PCa. This too was reflected in the current study and, indeed, for up to 

20years beyond diagnosis. 

In accordance with societal expectations of the female partner, a common thread across interviews 

was undertaking a ‘caring role’ at some point in their partner’s cancer journey. The length of time 

they were required to fulfil this role varied with the needs of the individual men and the type of 
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treatment. However, even in the twenty first century, the experiences that women shared in this 

study gave credence to the pervasive societal attribution of nurturing and caring roles being the 

domain of females. Regardless of the age of the female, this was evident across the cohort, whether 

they had honed these traits as parents or had never had children, women shared how this was a 

common expectation espoused by HCPs. This reflects the consensus in current and previous 

literature that ‘care’ is a gendered role (Comas-d'Argemir and Soronellas, 2019). Indeed, even today, 

the current Covid-19 pandemic has highlighted the reliance of society on women in both formal 

salaried and informal unpaid carer roles (Dugarova, 2020; Lungumbu and Butterly, 2020). 

Comparison between how women care for men with PCa and how men in same sex relationships 

care for a husband/partner with PCa is not possible due to the paucity of the literature on the 

subject. Rosser et al. (2016) highlighted this omission in their review article, when they found only 

30 published articles between 2000 - 2016 on any aspect of PCa in gay, bisexual and transgender 

men. They cautioned against extrapolating data from studies with female partners and called for 

more studies on the impact of caregiving on same sex partners. Recent research (Martin-Tuite and 

Shindel, 2021) appears to indicate that male partners’ concerns for men with PCa seems to be 

centred around the adoption of strategies to cope with altered sexual practices, rather than caring 

roles. 

A number of participants in the current study agreed that societal norms dictated how their 

relationships had changed since dealing with their partner’s PCa. Many of these changes could also 

be explained by the conditioning and societal expectations of women from childhood through to 

adulthood. Brown (2012; 2015) writes at length about the differences between men and women. 

She concurred with findings by Courtney (2000, 2009) and Marsden (2007) and stated that society 

expects men to be strong; that to have erectile dysfunction (thus losing their masculine identity) or 

to suffer any illness is a sign of weakness, and when men find themselves moving out of the 

boundaries of their role, they become angry or shut others out. Feeling isolated and shut out by 

their male partners was something that resonated with several women throughout this study. Some 

participants explained that they felt that their role had changed from being that of an intimate 

partner/wife to being a platonic companion. This was not a welcome change of identity and they 

sought to recoup their previous standing; not necessarily the sexual coupling, but the other aspects 

of relationship that differentiate a partner/wife from a companion/housekeeper. Interestingly, 

despite all of the participants having spoken about taking on caring responsibilities at some point in 

the man’s journey with PCa, none of the women defined themselves as a ‘carer’. The women did not 

feel that this label was applicable. Rather they defined caring as being an integral part of being a 

wife/partner. 



128 

 

Societal expectations are changing, if only very slowly. It was notable within the current study that 

men in the younger age groups, when diagnosed, were more willing to include their female partners 

in decision making and communicate about on-going side-effects and problems after treatment. This 

may be a result of the relaxation of normative masculine expectations in current society. However, 

as Collaco et al. (2021) point out, these men are still in the working environment so they retain more 

normality in their lives and PCa can be forgotten. Being able to retain their role as financial support 

for the family might mean that their place in society is less challenged. It was also noted that even 

with older men who had been immersed in a society where masculinity is synonymous with 

independence, self-confidence, strength and sexual potency, some men are able to ‘normalise’ the 

trajectory of living with PCa. The participants experiences relayed in this study suggested that in 

finding commonality with other men through PCa support groups, these men communicate more 

openly within their relationships. As previously stated, this is of importance because Midtgaard et al. 

(2021) found that when men with PCa came together to play football, their female partners reported 

improved connectivity and communication with their spouses.   

Clark and Chrisman (1994) suggest that when one partner experiences a serious illness “Needs-

Based” rules trump the more common “Equity” rule. This situation can actually be beneficial for both 

partners; the person who is unwell receives the care and attention of their loved one and the person 

providing the care feels good that they are able to offer assistance and play a role in the recovery 

process, thus both people in the relationship are benefiting from the arrangement. However, as 

Cassidy (2013) noted in his Carer-Benefit model, this cannot continue for an indefinite period and 

after approximately two years the carer ceases to derive positive reward from such input. 

As Buunk and Schaufeli (1999) suggest that equity and balance is a central norm in relationships in 

our society, if the carer no longer feels reward in their actions, the balance is upset. Indeed, Kuijer et 

al. (2002) found that the desire for equity in intimate relationships of couples facing cancer did not 

differ from that in relationships where both partners were healthy. However, they did find gender 

differences in how males and females assessed and responded to perceived inequities regardless of 

whether they were the patient or the partner undertaking the support/carer role; males felt over 

benefitted regardless of their role. Similarly in the current study, some women, rather than finding 

inequities/feeling under-benefitted in undertaking a carer role, reported that the strain came from 

men rejecting the care they were offering (emotional and social as well as physical), by shutting 

them out. When men reject the care that women proffer, because masculine norms require 

strength, self-sufficiency, and providing protection for the family, feelings of inequity can be 

generated for both people in the dyad. Published literature  suggests that accepting help and care 

from ‘his’ partner is highlighting ‘his’ weaknesses (Hansen and Tjørnhøj-Thomsen, 2020; Hennessy, 
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2020; Papadopoulou and Schubach, 2020), but women’s narratives from this study reflect that 

barring ‘her’ from being caregiver is depriving ‘her’ of ‘her’ role within society. 

Some women found difficulties in balancing her partner’s illness and/or need for care with their own 

needs and desires. Since they felt they were contributing more to the relationship than they were 

receiving from it, they voiced their discontentment and frustration (to the researcher) that their 

relationships were very different from those prior to PCa, indeed one woman had seriously 

considered leaving the relationship, but external pressures led her to remain. 

Kuijer et al. (2002) suggested that when men perceive inequalities, they feel anger and guilt 

whereas women experience emotions of sadness and depression. In Chapter 4, the results of this 

study show that when female partners felt they received less support because of PCa or their social 

life and activities were constrained, sadness and depression were the emotions reported by 

participants. Lack of access to, or availability of support services and/or lack of understanding by 

HCPs to address these gender differences in coping and response processes left women suffering 

from anxiety, depression and loneliness. Such feelings of imbalance within relationships can lead to 

conflicts.  Participants within the current study reported arguments and feelings of having to take on 

all tasks (working/being a housekeeper) while spouses were at home doing nothing. 

Women in this study repeatedly cited loss of communication within the relationship as a major 

impact on their emotional well-being. This marries with findings in other research (Song  et al., 2016; 

Manne et al., 2019; Song et al., 2012; Kershaw et al., 2008; Manne et al.,  2015). Participants cited 

feeling shut-out and even ignored, whilst some explained that their previously established 

mechanism for dissipating conflict included lovemaking but after PCa, rather than conciliating 

conflict, this now became a source of conflict that further thwarted resolution, demonstrating 

concurrence with findings by Lim and Shon (2018). 

While Fletcher and Thomas (2000) recognised that particular forms of conflict can be a positive 

factor in relationships, some of the participants in the study actively avoided sources of conflict 

because they felt it was inappropriate to cause conflict with a partner who was on a cancer journey. 

Suppression of conflict can be equally damaging to a relationship. The literature shows that in 

regards to PCa, some women will supress feelings to protect their partners feelings and avoid 

conflict (Oh, 2009; Manne et al., 2015; Langer et al., 2007). As can be seen from the quotations in 

Chapter 4, this was also reported by participants within the current study. 

There are a number of PCSGs across the UK provided by either NHS services or charitable 

organisations. At the outset of this study only one support group was identified that had a subgroup 
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catering exclusively for female partners/wives of men with PCa. That said, many PCSGs do welcome 

partners to attend. However, research in other countries has shown that women restrict their 

interactions within a mixed gender group to protect the men’s dignity (Oliffe et al., 2015). It would 

appear that women do not form a new ‘in-group’ in such a mixed environment.  However, one of the 

outcomes of this study was the formation of a female partners PCSG in June 2019, only the second 

of its kind in the UK. The researcher was invited to disseminate her findings to the group and was 

gratified to find that discussions within this women’s only group appeared less stifled than those 

reported in mixed groups by Oliffe et al. (2015).  Women seemed to be able to relate to this ‘in-

group’ and participated without fear of displacing the men’s social standing. Another female 

partners group was then formed in a different region in England in 2021. The formation of these 

female groups offered a channel for women to express their concerns, stress and even frustrations. 

However, it is noted that these are subsidiary groups to standard PCSGs; the male partners of the 

women in all three of these groups attend the standard PCSG. The responses of women who 

participated in this study are suggestive that females most impacted by their partner’s PCa are those 

who are in relationships with men who do not attend such groups.  This not only prevents men from 

identifying with a new ‘in-group’ but it also denies female partners the opportunity to integrate with 

a female group that has shared ‘her’ experiences. Haslam et al. (2018) and Jetten et al. (2017) link 

social identity processes with the health and wellbeing of the individual. In what they term ‘The 

Social Cure’ these researchers suggest that social connectedness is important for their overall health. 

Haslam (2018) describes social isolation as a ‘scourge’ and offers ten social identity tips for better 

health. This again is consistent with the findings from the women in this study; those who were most 

isolated within their relationships and unable to identify with other like individuals, were those who 

reported the greatest impact from PCa.  

One of the over-riding concepts that arose from this work was that of ‘losing self’. Although the 

concept of independent self-construal is based on demonstrating individuality, Moza et al. (2021) 

suggest that it is not the specific level of independence that confers self-esteem and satisfaction 

with life, rather it is feeling independent in ways appropriate to one’s cultural setting that confers a 

sense of value and worth. In the current study some participants maintained/regained their identity 

through returning to work or maintaining their own interests/working/studying while others 

maintained their identity as a partner by leaving work/spending more time with their male partner. 

Cross and Madson (1997) report that men display more independent self-construal while women 

develop more interdependence and relatedness in their construal of self. This reflects the findings of 

the current study, where although women described losing themselves on the PCa journey, what 

came across more strongly was that they had lost an interconnectedness with either their social 
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support circle, their partners, or both. This sense of losing self was heightened when they were 

tasked with maintaining silence about their partners’ condition, which often precluded them from 

socialising and communicating in a typically gender normative manner, thus diminishing the 

women’s self-esteem and sense of self-worth. 

The recurrent motif of loss adds strength to the theory of the female partners as a co-survivor of 

PCa. The proposed theory marries with Cassell’s assertion that disease and illness are distinctly 

different; disease has a biochemical/cellular basis, while illness is an ‘experience’ of “being unfit or 

unable to do” (Cassell, 1975 p.27) and that suffering is felt not exclusively by those with physical 

ailments. Kahn and Steeves (1995) agree that suffering is “an experience not just of the body but of 

the whole person” (p.9). It can be seen from the experiences reported by the participants during the 

interviews that they are suffering because PCa has touched their lives.  

Although Tate and Pearlman (2019) disagree with aspects of Cassell’s theory on suffering, they do 

attest that suffering is an intimate experience. Just as the participants in this study articulated that 

‘isolation’ contributed to their feeling of loss, Tate and Pearlman state that “the sufferer is often 

isolated from her surroundings and her peers” (p.96). The framework of suffering proposed by Tate 

and Pearlman has two requisites, 1. The loss of persons sense of self and 2. Negative affective 

experience. The majority of participants in the current study reported experiencing both aspects of 

the framework. 

It is clear from the findings of the current study that many aspects of female partners lives 

underwent change as a result of their partner/husband being diagnosed and treated for PCa. This 

again is consistent with findings of previous studies (Ervik et al.. 2013; Varner et al., 2019; Song et 

al., 2012; Harden et al., 2013; Pinks et al.. 2018). Participants acknowledged the impact across 

numerous domains, and some took measures to counteract the effects that this had on them as 

individuals. Attempts to maintain pre-PCa normalities were reported by some women, but this can 

represent denial or avoidance which have been identified as poor coping mechanisms (Manne and 

Glassman, 2000; Couper et al., 2009; Fagundes et al., 2012). Other participants were able to 

embrace the altered normalities of life after PCa (Williams et al., 2014; Hyde et al., 2018).  

Nonetheless, the necessity to maintain some semblance of normality was essential to avoid the loss 

of the person they were prior to PCa, so that their new identities did not completely obscure the life 

they had previously enjoyed. Women in this study reported feelings of guilt for focusing on 

themselves and this has been reflected in other research. Women in the study who were able to 

retain hobbies, social connections and, in some cases, employment, reported fewer challenges to 

their identity. 
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Not all changes associated with PCa were detrimental to female partners. Many women reported a  

newfound appreciation of their male partners, more enjoyment from activities that they previously 

took for granted and an increased gratitude for life generally. This accords with Thornton and Perez’s 

(2006) findings of posttraumatic growth in partners of men with PCa one year after prostatectomy. 

Many of the participants in the current study were still demonstrating signs of positive attributions 

to their partners survival many years beyond diagnosis. 

The discussion above situates the findings within the context of the existing knowledge. The current 

study concurs with many aspects of previous studies, particularly that of Pinks, Davis, and Pinks 

(2018). The latter study was published in 2018, a number of years after the current study was 

initiated and during the data collection phase. It is interesting that Pinks et al. (2018) had identified 

the same gap in the literature at relatively the same time as the researcher of this work. It is even 

more interesting that the findings between the two studies align so closely, despite Pinks et al. 

(2018) stating that one of the limitations of their study was that it was confined to one regional area 

of Australia. The authors of the 2018 study also speculated on whether the gender of the researcher 

might have impacted on data from female participants, but again the findings of the two studies are 

remarkably similar.  

Female partners face a range of challenges in supporting men with PCa through their journey of 

diagnosis, treatment and into survivorship phases. They must remain flexible and dynamic as they 

negotiate ever changing demands to take on roles as spousal advocates, information gatherers, 

physical care providers, emotional buffers, and protectors of masculine identity. They may 

simultaneously offer support to other members of the family. These multiple roles have a physical 

and mental toll on female partners. It has been recognised that female partners experience higher 

levels of psychological stress than the men they support. Having a partner when dealing with a 

cancer diagnosis is beneficial to the person with cancer and also to the health service. 

The underpinning philosophy of this thesis is that of constructivism; that each individual, despite 

shared experiences, constructs their own reality. Given the complication of dealing with a condition 

that is unique to the male physiology but very much impacts relationship and family dynamics it is 

not surprising that there is diversity in how female partners approached and coped with their 

situation.  
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6.3 What this study adds to the knowledge base 
As can be seen in the quotations shared in Chapter 4, the experiences are not wholly unique to 

women navigating through the PCa journey. The physiological purpose and position of the prostate 

has been a driver in the labelling of PCa as a ‘couples’ disease because of the side effects of 

treatment and the impact on coitus and it might therefore be assumed that this would render the 

experiences of the participants in this study unique to factors associated specifically with PCa.  

Beyond the sphere of cancers of the male reproductive system, the experiences reported by 

participants in this study could and will be encountered by partners of people with other types of 

cancer. Communication issues, lack of information, being excluded by HCPs and the person with 

cancer, and presumptions of knowledge by HCPs are not necessarily unique to those on a journey 

with PCa. Yet these were the experiences common to the women in this study regardless of 

geographical region, age of man with PCa, length of relationship, or age of female. So, although the 

primary focus of this study addresses the experiences of female partners of men living with/beyond 

PCa, much of knowledge gained could be applied to female partners in the context of many different 

cancer types.  

The distinctiveness of this study lies in the harvesting of experiences of female partners who are 

sharing their thoughts and feelings as individuals, separate from the person with the cancer 

diagnosis. As stated in section 5.3.3. there was a paucity of research reflecting such independently 

garnered views and Table 6.1 shows a brief overview of these studies citing strengths/weaknesses 

and how results correlated or differed from the current study. 

While there are commonalities between the current study and the studies included in table 6.1. it is 

posited that the current study adds to the knowledge base because it not only supports and 

strengthens the findings of previous studies by marrying separate foci and findings in one piece of 

work, but increases the depth of knowledge on the subject area. It offers evidence that women 

whose partners become insular and uncommunicative are most impacted by their journey as co-

survivors of PCa. It concurs with and strengthens the research of Pinks et al. (2018) who undertook 

their study in tandem with this work.  

It also demonstrates the separate and additional support needs of female partners – not just in the 

immediate aftermath of diagnosis and treatment but as an on-going requirement, since this study 

included the voices of women who had been travelling the PCa journey for much longer than that 

reported in any of the other identified publications. 

The open-ended interview approach offered the participants in the current study an opportunity to 

be heard and share the aspects that they found difficult and rewarding. Participants in this study 
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repeatedly stated that participation was a chance to have someone focus on them, to recognise that 

they too had been through challenging times. This was perceptible in the participants voices in terms 

of their reporting of isolation and loss of identity, much of which could be attributed to gender.  
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Author Strengths Weaknesses Findings Correlation with current study 
findings 

Blank & 
Adams-
Blodnieks 
2007. 

Postings on support group 
website for people with breast 
cancer and PCa or 
family/spouse of someone with 
the condition. Anonymity likely 
to make people less guarded or 
anxious about being 
identified/needing to buffer 
questions/feelings 

No actual interaction between 
researchers and participants. People 
could have posted multiple times. 
Not everyone is computer literate. 
People with cancer and 
partners/family utilising same site – 
might have restricted what some 
people post. 

Women more likely to follow 
traditional gender roles and act as 
'caretaker', more likely to seek 
information and also more likely to 
be concerned with support and 
emotional expression.  

Echoing of gender normative 
behaviours found in current study. 

Heins, 
Schellevis, 
Rijken, 
Donker, van 
der Hoek, 
Korevaar 
2013. 

Assessing variation in 
consultations with GPs through 
medical records produced non-
arbitrary figures. No recall bias 
by participants.  

Only assessed records for up to 2 
years post diagnosis of male partner. 
Some people with medical problems 
resulting from stress of partners 
diagnosis may not contact GP. 
Others may have developed medical 
conditions regardless of PCa 
diagnosis in male partner. 

During first 6 months since no 
change in GP usage. Between 6 and 
24 months after diagnosis GP use 
was increased in partners of men 
with PCa in somatic symptoms. GPs 
should be alert for problems in 
partners of cancer patients. 

Current study did show that some 
participants specifically sought 
support for stress/emotional 
problems from GP but did not find 
GP’s helpful. A few participants 
described physical health problems 
that had developed since partner’s 
PCa. They/their GP’s did not relate 
these to the PCa journey – perhaps 
this is an area for further research. 

Hamilton, 
van Dam, 
Wassersug  
2016. 

Assessing dyadic adjustment to 
prostate cancer using online 
survey so remote questionnaire 
may have encouraged 
openness.  Survey open to both 
males with PCa and partners 
separately. 

The study included males with PCa 
and female partners but the latter 
made up on 24% of the population 
survey.  
7% of participants were couples. 
Standardised questionnaires used so 
issues predetermined by 
researchers. 

Ensuring both partners and men with 
PCa have an understanding of the 
changes may help them maintain a 
co-supportive relationship. May be a 
bias in the characteristics of couples 
where both were willing to take the 
survey. 

The women in the current study all 
felt they needed more 
communication and information from 
HCPs. However their need went 
beyond just understanding the 
changes the man/couple might 
experience. 

Ihrig, 
Renner, 
Muck, 
Maatz, 
Borkowetz, 
Keck, et al. 
2019. 

Online survey to assess 
information seeking 
habits/psychological burden. 
Helps preserve anonymity and 
encourage openness. 

All participants are members of PCSG 
(online & in-person) so have 
demonstrated their need/willingness 
to seek support – may introduce 
bias.  
Only 27 spouses included within 
mixed group of participants. 

Only 7% spouses attend face to face 
groups. To improve counselling 
efforts physicians should be aware of 
the online resources.  

Women in the current study who 
attended female only subgroup 
valued the male-free (face-to-face) 
environment.  
Gender specific environment is 
important because of women’s need 
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Author Strengths Weaknesses Findings Correlation with current study 
findings 

 to protect men’s masculinity and 
gender specific support. 

Bennett, 
Pearce 2012 

Most rigorous of the 
‘independent’ studies. 
Range of data collection 
methods (61 women survey/ 2 
written biographical 
accounts/focus group with 8 
women) 

Presented as conference poster 
therefore limited detail. Required 
personal communication for further 
clarification so not all information in 
public domain. 

41% of women receive no support in 
coping with the challenges of 
supporting their husbands and 
looking after their own well-being. 
Difficulties in accessing suitable 
information. 

Correlated strongly with findings in 
current study regarding lack of 
support, women neglectful of their 
own well-being, and paucity of useful 
information but current study offers 
greater depth of findings and adds 
additional insight re communication 
difficulties/isolation. 

Bottorff, 
Oliffe, 
Halpin, 
Phillips, 
McLean, 
Mroz 2008 

Individual interviews offered 
privacy and opportunity to 
explore issues that were 
important on a personal level. 
Women were so enthusiastic to 
take part they got 20 instead of 
the target 13 participants 

All the participants already attended 
mixed sex PCSG with their male 
partners, thus both members of the 
couples were already open 
to/receiving support – possible bias. 

Women were guided by traditional 
gender roles and behaviours; 
nurturing/caring, facilitating social 
connections and desire to share 
emotional experiences. 

Showed parallels with current study 
findings of gender normative 
behaviour strengthening the rationale 
for female specific PCSG. Current 
study included participants whose 
male partner would not attend PCSG. 

Docherty, 
Brothwell, 
Symons. 
2007 

In-depth focus groups sought to 
gain participant driven data. 

Although female participants were 
recruited independently the focus 
group were mixed and male 
dominated: 4 males/2 females and 5 
males/1 female. Females might have 
felt outnumbered.  

Inadequacies in patient and spouse 
knowledge and awareness of PCa, 
PSA test results used as health 
indicator, spouse is the most useful 
practical and emotional support. 

Echoes current study in terms of lack 
of health literacy in female 
participants. Also reflects feeling from 
current participants that they are the 
source of practical and emotional 
support. But current study has 
stronger female voice. 

Lepherd & 
Graham 
2016 

Individual telephone interviews 
resulted in data from a wide 
demographic of participants.  

Only focused on narrow area of 
inquiry – spiritual hope. 

Being positive at a time of illness and 
when dealing with the consequences 
of the illness is an important element 
in coping. Hope and positivity are 
often achievable aspects of a life 
related to PCa but must be tempered 
by reality. 

Positivity was also reported within 
the current study but in the wider 
contexts of appreciating each other 
more and embracing life together in a 
fuller way than they had previously 
done. Positivity was also reflected in 
those who had retained/regained 
sense of self. 

Figure 6.1 Comparisons between the findings of the current study and previous studies which recruited females independently



137 

 

differences in male and female behaviours, communication styles, personal expectations, societal 

norms, and ultimately women’s sense of self. The concept of ‘Loss’ was central to the development 

of the theory of ‘The Female Co-survivor in Prostate Cancer’; the dichotomy of their loss of self in 

supporting their partner in PCa survivorship. 

 

6.4 Actions resulting from the current study 
Prior to the study only one group catering specifically for female partners of men with PCa was 

identified across the whole of the UK and Ireland. This group was an offshoot of the Cheltenham 

PCSG. Some PCa groups did offer the option for females to attend PCSGs with men who were living 

with and beyond the condition. However, research discussed within the previous chapters has 

shown that women are more closed in mixed gender settings to protect their partners masculinity. 

The research has also shown that the gender differences between males and females mean that 

they interact in different ways and have differing needs; women seek more emotional support. This 

study has seen the initiation of a partner specific support group as an adjunct to the Oxfordshire 

PCSG. The researcher has been heavily involved with the development of the group and presented 

early findings of this study at the inaugural meeting in June 2019. As of October 2021, the group are 

still meeting on a regular basis, despite the Covid-19 pandemic. Some of the participants in the study 

have been attending the group and have spoken of the help, support, and companionship they get 

through the meetings. An additional partner specific support group has since been developed as part 

of the Compass PCSG in Buckinghamshire and a presentation was also delivered at the second 

meeting of that group in May 2021. Plans are in place to evaluate feedback from the members on a 

regular basis so as to provide appropriate support and target their needs. Both of these groups have 

thriving memberships, but all of the women are partners to men who attend PCSGs. As the results of 

this study show, women whose partner is not open to attending support groups are often more 

impacted. Attempts are being made to encourage women to join these groups independently of 

their male partners. A closed Facebook group has also been set up and has 85 users. Group 

members have not been part of this study and have not been specifically asked whether their 

partner attends a group, although it is clear that some have partners who do not. The researcher is 

administrator for the group.  

Contacts have been developed at Tackle, Maggies, and PCUK, and the findings of the study have 

been disseminated to those charities. A national meeting for ‘Partners’ was organised for April 2022, 

and the researcher is heavily involved with that and has been invited to be keynote speaker. A range 
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of prostate cancer charities were included and it is hoped that dissemination of the issues associated 

with the female partner as a co-survivor can be highlighted. 

While there has been a concentration to date on including female partners, the researcherpresented 

findings to the men’s section of the Oxford PCSG in October 2021. After discussion with some 

members of the female partners group, they suggested that the opportunity to explain the impact of 

PCa felt by women, directly to men, might be meaningful for both partners. 

 

6.5 Recommendations emanating from the study 
The results of the study show that female partners of men with PCa require improvements in 

services in terms of information relating to both practical and emotional aspects of the journey in 

order to better support men with PCa. 

The information needs continue throughout the trajectory of journey – many decades beyond 

treatment and interaction with HCPs. Therefore, specific information orientated towards females 

should be made available and be constructed to address needs at different parts of the PCa journey. 

This would require cooperation between hospital services and charitable groups to avoid both 

replication/contradiction of information and continuation of stage-appropriate advice/support. 

Since services and practices vary across healthcare trusts, much of the information will need to be 

trust specific. 

HCPs should encourage men to include their female partners in consultations and/or discuss their 

treatment and side effects fully with them. 

Primary care providers should be made aware of the impact of PCa on female partners and the 

emotional distress that results from supporting a man through/beyond PCa. 

 Since one of the recurring aspects was isolation the opportunity for women to join a gender specific 

PCSG should be made possible. Since the Covid-19 pandemic computer literacy has improved across 

all sectors/age groups of the population. This opens up the possibility of online support groups that 

can include participants from diverse regions of the UK. It also offers the opportunity of specific 

groups or subgroups for different age brackets (as some participants were put off joining physical 

support groups because of age differences). However, the camaraderie of face-to-face meetings will 

always be more welcoming for others. It is however important that gender specific groups are also 

advertised/open to women whose partner does not attend a standard PCSG since this group of 

women appeared more impacted in terms of feeling isolated.  
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Current support providers could consider making changes to their terminology and promotional 

materials – the term ‘carer’ rendered current support services invisible to women in this study as 

they did not see themselves as ‘carers’. They also assumed that well known charities only offered 

support for people/carers with palliative diagnoses. 

 

6.6 Limitations of the current study 
The participants for the study were self-selecting, and as such may have come forward because of 

unusually poor experiences within the healthcare system, or because they were significantly 

impacted by their partners PCa. They might therefore not be truly representative of the population. 

Interviews were only undertaken with 26 participants and although categories appeared to be 

saturated, there is always the possibility that additional participants may have brought new data to 

the fore. 

Cognisance should be given to women who contacted the researcher and were enthusiastic about 

taking part but later changed their minds, influenced by their male partners objections. In addition, 

one participant asked for her data to be deleted after taking part. Had the opinions and experiences 

of these women been included in the data, then the findings might have been different. However, 

given that their male partners had a strong influence on their participation or lack thereof, the 

researcher believes that this might have just strengthened the concepts of isolation and being 

silenced. Other potential participants may have been dissuaded from taking part because of the 

possible tensions doing so may have introduced into an already fraught relationship. 

Whilst participation was open to females from all ethnic backgrounds, the majority of the women 

were Caucasian, a more ethnically diverse sample may have returned different result.  

The study only sought the experiences of female partners. Given the weight of findings on the 

impact of gender, it would have been interesting to compare the experiences of female partners 

with those of same sex partners. 

The focus of the study was on the impact of PCa on the female partners of men living with and 

beyond the condition. Because of the wide breadth of the changes women reported in their lives it is 

impossible to say that these are unique to the female partners of men experiencing PCa. Many of 

the impacts could be experienced by partners of men treated for a range of conditions from other 

cancer pathologies where there are long survival prognoses or indeed other chronic conditions such 

as diabetes, arthritis, or cardiac disease to name a few. Research beyond the scope and timeframe 

of this study would be required to compare experiences of female partners in these situations to 
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definitively attribute specific impacts to PCa rather than impacts that could generally be associated 

with being in a relationship with a man living with any chronic condition.   

 

6.7  Study Conclusion 
This work has resulted in the proposal of the theory of the ‘Female as a Co-survivor of PCa’.  

While some researchers see theory development as a means of explaining the data and predicting 

actions with generalisability and universality as the goal, interpretive theorising emanating from CGT 

aims to provide a theory that is embedded in the meanings and actions of the participants.  

Each of the participants in this study shared a common encounter of having a husband/partner 

experience the diagnosis of PCa and the aftermath that resulted from it. Despite the interconnection 

of their experiences each woman assigned her own meaning to their journey with PCa. This reflected 

the symbolic interactionist perspective that humans interact in a dynamic and interpretive way, 

changing meanings and actions in response to personal circumstances. However, participants did not 

describe uniquely different experiences. Rather there was commonality in the processes that 

participants described to unify their unique experiences, and this led to shared understandings. 

Substantive theory is considered ‘transferable’ rather than ‘generalisable’. The theory of the female 

as a co-survivor of PCa is situated within the specific context of the experiences of the women who 

participated in this study, but it is transferrable to others in similar situations. Further research might 

establish whether it is transferrable to females who are partners of men with other types of cancer 

diagnoses or other chronic conditions. 

For many decades PCa has been described as a ‘couples disease’. It is proffered that if both members 

of the dyad share the disease, then both must be ‘survivors’ of the condition. People with physical 

diagnoses are offered tailored support and care to address the biopsychosocial impact of the 

condition. This research shows that while female partners do not endure a structural/cellular illness, 

they are nonetheless impacted by the psychosocial impact in many spheres of their lives. Their 

journey with the men they support and care for renders them co-survivors of prostate cancer.  

The development of more gender specific support groups for female partners is commendable and 

brings help to a selection of women. It is hoped that the work undertaken during this study will 

result in better support offerings for female partners of men living with and beyond PCa. 
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Additional  

Investigators 

 

 

 

 

Declaration - Chief Investigator: 

 

I confirm that 

• this project meets the definition for research in category* (please insert) 

• this project is viable and is of research or educational merit;  

• all risks and ethical and procedural implications have been considered; 

• the project will be conducted at all times in compliance with the research description/protocol and 
in accordance with the University’s requirements on recording and reporting; 

• this application has not been submitted to and rejected by another committee; and 

• Permission has been granted to use all copyright materials including questionnaires and similar 
instruments 

 

   
      Signed:             Date: 

 

 

 

 

*In addition, you should complete form RG1d for all category D research and form RG1e 

for both category B and D research  

 

 

 

 

 

 

 

 

 

 

Prof Assumpta Ryan 

Dr Rachel Harris 

 

Once complete, this application and all associated materials must be submitted for peer 

review  

Peer Review 

 

• Those conducting peer review should complete form RG2 and attach it to this form (RG1). RG1, 
RG2 and all associated materials should then be returned to the Chief Investigator. 

 

• Depending upon the outcome of peer review, the Chief Investigator should arrange to submit to 
the Filter Committee, resubmit the application for further review or consider a new or substantially 
changed project.  The application must not be submitted to the Filter Committee until the peer 
review process has been completed (except as permitted below) 

 

• Please note that peer review can be conducted by the Filter Committee if time and capacity 
allow. This is at the discretion of the Chairperson of each Filter Committee and is subject to 
change.  
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SECTION B 

 

1.  Where will the research be undertaken? 

  

 

 

 

2.  a. What prior approval/funding has been sought or obtained to conduct this. 

research?  Please also provide the UU cost centre number if known 

 

 

 

 

      b. Please indicate any commercial interest in/sponsorship of the study 

 

 

 

 

3.  Duration of the Project  

  

 

Filter Committee 

 

• The application must be considered by the Filter Committee in accordance with the 
requirements of the University 

 

• The Filter Committee should complete form RG3 and write to the Chief Investigator 
indicating the outcome of its review 

 

• Depending upon the outcome of the Filter Committee review, the Chief Investigator 
should arrange to proceed with the research OR submit to the University’s Research 
Ethics Committee OR resubmit the application for further review OR consider a new or 
substantially changed project 

 

• The Filter Committee should retain a complete set of original forms. 

Application will be made to Society and College of Radiographers if ethical 

approval is granted. 

Start: 1 Sep 2016 End: August 

2019 
Duration: 3 years 

Ulster University based project. Participants will indicate their preference as to 

the setting for face to face interviews. Private interview rooms will be identified 

either in the university / hotel / business facility / or participants own home.  

None 
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4.  Background to and reason(s) for the Project 

 

Please provide a brief summary in language comprehensible to a lay person or non-expert.  Full 

details must be provided in the description/protocol submitted with this application (see Notes 

of Guidance)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.  Aims of the Project 

 

Please provide a brief summary in language comprehensible to a lay person or non-expert.  Full 

details must be provided in the description/protocol submitted with this application (see Notes 

of Guidance)  

 

 

 

 

 

 

 

 

 

 

Prostate cancer (PCa) is the most commonly diagnosed cancer in men across the 
UK. While 80% of men treated for PCa live 10 years beyond diagnosis, it is well 
established that these men experience high levels of erectile dysfunction, urinary 
leakage and bowel problems as a result of treatment for the disease. Such side 
effects are known to have an impact on all aspects of relationships between these 
men and their partners. It has been documented that partners provide the biggest 
source of emotional and physical care for these men. In recent years the extent of 
side effects beyond the physical has been recognized and interventions have been 
developed for ‘couples’ but from the patients’ perspective and without fully 
understanding the needs of partners.  Men with PCa are under medical care and 
reviewed by health care professionals. Given that the side effects have such an 
impact on intimate relationships, the partners of these men suffer the side effects 
without ever being treated for any disease and as such, it is suggested without the 
requisite professional help to deal with the changes to their lives and provide the 
support to those with the cancer diagnosis. This research aims to explore the 
impact of prostate cancer on the partners of those diagnosed with the condition 
and develop and understanding of the needs of these partners. In doing so it is 
believed that the quality of life of both the partners and then men with PCa might 
be improved. 
 

AIM: 

To explore the impact of prostate cancer on the intimate relationships of partners of 

men living with and beyond the diagnosis of prostate cancer. 

 

Objectives: 

• To assess the impact of diagnosis/treatment/side-effects on the partner’s life  

• To gain insight into the ‘intimate relationship experiences’ of the partners of men 
who have had or are undergoing treatment for prostate cancer  

• To explore the type of support partners have accessed (if any) regarding their 
intimate relationship and how useful this has been. 

• To determine gaps in the provision of support for partners and make 
recommendations for improvement in service provision to this group.  
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6.  Procedures to be used  

  a.  Methods  

Please provide a brief summary in language comprehensible to a lay person or non-expert.  Full 

details must be provided in the description/protocol submitted with this application (see Notes 

of Guidance)  

  

 

 

 

 

 

 

 

 

 

 

 

 

b.   Statistical techniques  

      Please provide details of the statistical techniques to be used within the   project 

description/protocol (see Notes of Guidance).  

A qualitative approach is proposed and as such statistical information and analysis 

is not applicable.  

 

7.  Subjects: 

 

     a. How many subjects will be recruited to the study (by group if  appropriate)? 

 

 

It is envisaged that 30 participants will be recruited 

 

 

 

 

 

Face to face interviews with the partners of men who have been diagnosed with 

prostate cancer are proposed to give the researchers an understanding of the impact 

and effects that the disease has on the partners and particularly on their intimate 

relationships with these men. Very little research has taken place with the partners of 

these men and the research which has been conducted has asked questions of the 

partners in the presence of the men who have been diagnosed or in focus groups 

rather than on an individual level. Given that the subject matter can be difficult to 

discuss in front of others (particularly if it is causing issues within the relationship) 

private one to one discussion is the most likely way to encourage the participant to 

open up and discuss the matter freely to provide the most insightful and accurate 

reflection of their experiences. The research will concentrate on ‘qualitative’ 

information; aiming to understand the perspective of those who have experienced the 

repercussions of their partner  

being diagnosed with prostate cancer and undergoing treatment / dealing with 

associated side effects. The qualitative approach provides depth of understanding 

rather than trying to recruit large numbers of participants. 
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     b.  Will any of the subjects be from the following vulnerable groups - 

   

                        YES   NO 

 

Children under 18 

 

Adults with learning or other disabilities 

 

Very elderly people  

 

Healthy volunteers who have a dependent or  

subordinate relationship to investigators  

 

Other vulnerable groups    

 

          If YES to any of the above, please specify and justify their inclusion 

 

 

 

 

 

 

 

     c.  Inclusion and exclusion criteria 

    Please indicate, with reasons, the inclusion criteria for the project 

 

      

 

      

 

          

 

 
 

x 

 
 

x 

 
x 

 

 
 

x 

 
 

x 

More than half of all cases of prostate cancer are diagnosed in men over 70 

years old and 80% of men over 80 will have abnormal cells in the prostate gland. 

It is therefore likely that some partners of men with prostate cancer who wish to 

participate may be over 70. There is no definitive description of ‘very elderly’ and 

so it remains arbitrary. 

Partners of men who have been diagnosed with prostate cancer that can be 

treated with the intent to cure the disease [These men are expected to have 

survival times of up to 10 years or more and so the impact of treatment on their 

relationships and therefore their partners’ lives is likely to be significant.] The 

participants will be over 18 [to be able to consent to the study], fluent English 

speakers [as principle investigator is only fluent in English], and currently in, or 

previously have had an intimate relationship with a man with prostate cancer [as 

this is topic being researched].  
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 Please indicate, with reasons, any exclusion criteria for the project  

 

 

 

 

      d.  Will any inducements be offered?  If ‘Yes’, please describe 

 

 

e.  Please describe how and where recruitment will take place 

 

 

 

 

 

 

 

 

 

 

8.  Ethical implications of the research 

 

     Please provide an assessment of the ethical implications of the project  

  

        

  

 

 

 

 

 

 

 

Partners of men with PCa who require palliative treatment will not be recruited due 

to the nature of the situation and the difference in relationship stresses at such a 

point in their cancer pathway, since survival time is likely to be limited. 

 

Because of the issues that might be raised in relation to diagnosis and 

prognosis of their loved ones, participants may find themselves upset and/or 

distressed and therefore consideration must be afforded to ensure that they are 

treated appropriately. Participants who do find themselves upset or distressed 

by participation will be referred to appropriately qualified counsellors at support 

organisations and/or their GP for follow-up.  

It would also be impossible to avoid discussion about the medical conditions of 

the men with prostate cancer but participants will be describing this from their 

perspective; confidentiality in respect to both the participants and the men with 

cancer will be essential. In the analysis section quotes from individuals may be 

included for illustration of information but all names will be substituted to protect 

identities.     

As recruitment will include the distribution of flyers and display of posters at 

urology and oncology review clinics this research will fall into Category C as 

defined by Research Governance and Ethics Guidance at Ulster University; 

HSC/NHS involvement, conducted by staff or students.  

Face to face interviews are the proposed method of data gathering. Due to the 

sensitive nature of the topics being discussed it is assumed that these interviews 

Advertisements will be placed on social media, in printed publications in 

circulation for the general public such as local newspapers and magazines, on 

websites offering information and support to prostate cancer sufferers and their 

partners, flyers and posters will be placed in urology and oncology clinics. All 

adverts/flyers will contain contact details for the research team and the 

prospective participants can email, telephone, text or write to the research team. 

Researchers will telephone potential participants and an initial conversation to 

explain the research will take place.  The prospective participant will then be 

provided with the full information about the study via post and given to 

opportunity to consider whether they wish to make further contact with the team 

to take part in the study.  

No but travel expenses will be paid if participant wishes to meet researcher away 

from their own home. 
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9. Could the research identify or indicate the existence of any undetected healthcare 

concern?  

             

        Yes  No   

       

 If Yes, please indicate what might be detected and explain what action will be taken (e.g. 

inform subject’s GP) 

 

 

 

 

 

 

10.  Risk Assessment **  

       Please indicate any risks to subjects or investigators associated with the project  

 

 

 

 

**If you wish, you can use form RG1c – Risk Assessment Record (available from the       Research 

Governance website) to help you assess any risks involved 

 

11.  Precautions 

       Please describe precautions to be taken to address the above 

 

 

 

 

 

12.  Consent form 

As interviews will take place on a one to one basis in private locations/participants 

own home there is a risk to lone researchers.  

x  

Depression/anxiety. Participant will be guided to counselling services at cancer 

support charities or advised to contact their GP 

Researchers will contact colleagues and provide information on where interviews 

will take place, how long they will be likely to take and make contact again when 

interview has been completed. Researcher will have a mobile phone with the 

colleague’s number stored in ‘speed dial’. 
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It is assumed that as this study is being conducted on human subjects, an information sheet and 

associated consent form will be provided.  A copy of the information sheet and form must be 

attached to this application. See Notes of Guidance. 

 

      If a consent form is not to be used, please provide a justification: 

  

 

 

 

 

13.  Care of personal information 
Please describe the measures that will be taken to ensure that subjects’ personal 

data/information will be stored appropriately and made available only to those named as 

investigators associated with the project. 

 

 

    

 

 

   

 

14.  Copyright    

       Has permission been granted to use all copyright materials including questionnaires and 

similar instruments? 

         Yes          No    

 If No, please provide the reason 

 

 

 

 

 

 

Once you have completed this form you should also complete form RG1d for all 

category D research and form RG1e for both category B and D research 

 

 

Recordings of the interviews will be stored on password protected computers 

and transcripts will also be stored on password protected computers. Back-up 

devices will be stored in locked filing cabinets and will also be password 

protected. The research team are all registered Health Professionals and as 

such will adhere to their professional code of conduct relating to confidentiality. 

 x 

None being used 
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Application No REC/16/0099 

 

Title:  Partners in Prostate Cancer: An exploration of the impact of prostate cancer on the partners of 

those diagnosed with the condition 

 

The Committee discussed the application and then invited T Gilleece (PhD student) to respond to the 

questions raised.  

 

Outcome 3a – approved to proceed subject to amendment; amendment to be considered by the 

lead reviewer and the Research Office 

 

Questions and responses: 

 

Q. Please explain the rationale for recruiting via radiographers. Is there a risk the study 

information will find its way into the patient population? 

A. This is because the group is available to me and the aim is to access social groups and family 

members, but not patients. 

 

Q. How will social media be used? 

A. We will recruit via Facebook groups which are specific to the disease. 

 

Q. There will be specific issues which arise given the population, the disease and the nature of 

the study, but these are not explicit in the information.  Are you prepared for these? 

A. Yes.  I couldn’t cover everything that might be raised and didn’t want to lead the 

participants. But I’m happy with all aspects. I will be using a grounded theory approach. 

 

Q. Do you think the PIS should say more about sexual dysfunction? 

A. I’m prepared for the conversation to go that way but I don’t want to focus on that upfront in 

case it makes people uncomfortable at the outset. 

 

Q. How will distress be followed up? 

A. I will encourage people to contact their GP if that seems to be appropriate. 
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Q. Will there be other ways of accessing support? 

A. Yes, people can go to Macmillan and others. 

 

Q. How will you account for disparateness of responses? 

A. I anticipate that the vast majority of respondents will be female, but will manage other 

responses as appropriate. 

 

Q. Are 30 participants necessary?  If you reach saturation before that will you stop? 

A. Yes, 30 is the upper limit and I will stop prior to that if saturation is reached. 

 

Q. Are you qualified to deal with distress?  It is quite likely that people will become upset 

discussing this. 

A. I have done courses in interviewing in sensitive situations and will be doing a course in 

managing conflict. 

 

Q. What about your own distress? 

A. I have over 15 years’ experience in the clinical environment which I think will be applicable. 

 

Q. How will you get copies of the reports to participants if you aren’t keeping their contact 

details? 

A. I will ask people if they want a copy to give me their address at the time. 

 

 

 

  

Comments/requirements: 

 

1. It is possible that recruiting via the SCR will open the study up to patient populations, so 
please consider how you will contain/restrict it (by, for example, instructing the 
radiographers not to circulate it to patients). 

2. Please ensure that the PIS is clear on whether or not participants can discuss the study 
with partners etc. Also, please review the formatting and add the University logo. 

3. If all participants are not female partners, how will you address the aims given that other 
populations’ needs might be quite different? 

4. Please ensure that there is a clear distress protocol, whether for referral to GP or other 
counselling services. The info sheet should contain these details for participants. 
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5. In relation to the above, and as the interviews are likely to result in distress, possibly 
significant, please consider how your own experience and qualifications enable you to 
handle situations appropriately re participants and/or you as an individual. 

6. Please amend the documentation as appropriate to take account of possible data 
saturation before the limit of 30 interviews is reached.   
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Appendix 3.2 Interview Schedule 
INTERVIEW SCHEDULE 

 

Introductions, outlining purpose of project, overview of what interview will entail/what will happen 

to information shared with researcher/stop at any time. 

About the diagnosis: how did you find out about ….’s prostate cancer 

What was it like for you to hear that? 

What did that do to your life together? 

 What had your life been like before that? 

How involved did you feel in ……’s treatment and recovery? 

What support did you find to help you through? 

What has been the most difficult part of the journey for you? 

If you met someone else whose partner had just been diagnosed what advice would you give them? 

Summing up 

Ask if she has any questions for researcher 

Thanks and explanation of what will happen next 
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Appendix 3.3 Participant Information and consent sheet 
        

 

 

 

 

You are being invited to take part in a research study, which is being conducted as part of 

a PhD by Terri Gilleece and supervised by Lynn Dunwoody. Before you decide whether 

to take part, it is important for you to understand why the research is being done and what 

it will involve. Please take the time to read the following information and talk to others 

about the study if you wish. Please feel free to contact us to ask about anything that is not 

clear or if you want more information.  

 

What is the purpose of this study? 

Treatment for prostate cancer can be very successful, but it can also result in long-term 

side effects that can have an impact on others besides the person diagnosed with the 

condition. The purpose of this research is to find out how partners/wives of men with 

prostate cancer feel about the impact the diagnosis and treatment of prostate cancer has 

had on them as individuals. We recognise that some changes are good and some are less 

positive. We would like to hear about the impact that your partner having prostate cancer 

has had on you. We would also like to find out what support has been or would be helpful 

in dealing with the cancer journey.  

 

Why have I been chosen? 

You have been invited to take part because you are a partner/wife of a man who has had 

a diagnosis of prostate cancer. 

 

Do I have to take part? 

It is up to you to decide to take part. This information sheet will describe the study and if 

you decide to take part, we will go through this information sheet with you over the 

telephone. We will ask you to sign a consent form to show you agree to take part in the 

study. Participation is voluntary and even if you do agree to participate, you are free to 

withdraw at any time without giving a reason. If you decide not to take part, it will not have 

any impact on the treatment you or your partner will receive in the future. If you become 

distressed during the study and feel it may help to talk to someone in confidence, just let 

Partners in Prostate Cancer:  

An exploration of the impact of prostate cancer on the 

wife/partner of men diagnosed with the condition. 
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us know and we can refer you to a trained counsellor. 

 

 What do I have to do? 

 

Interview and consent: You will be invited to take part in an interview with just yourself 

and the researcher present. This will be to discuss the impact that your partner having 

prostate cancer has had on you. There are no right or wrong answers, we are interested 

in your individual experiences and opinions. The discussion will be audio recorded and 

analysed by our research team. If after reading this information sheet, you are still 

interested in taking part, you will be asked to sign a consent form. This does not oblige 

you to participate and you may still withdraw from the interview at any time You will be 

interviewed without your partner present, but please free to discuss your participation in 

the study and/or your experiences (and discussions with the interviewer) with your 

partner or anyone else if you wish. 

 

Follow-Up: The audio recording of your interview will be typed up, summarised and sent 

to you, so that you can check that the interviewer has captured your thoughts and 

feelings correctly. We will ask you to read this summary and tell us if you are happy that 

we have taken the correct meaning from our discussion. Sometimes things can come 

across differently from what people actually mean, or thinking about conversations 

afterwards can change opinions; so if our summary is not a true reflection of your feelings 

we will be happy to work with you to ensure we have it right. 

 

What are the possible disadvantages and risks of taking part? 

You may feel uneasy talking about some of your personal experiences regarding 

your relationship. You may also feel uneasy discussing your partner’s health. There 

may also be risks involved in taking part in this study that are not known to the 

researchers at this time. To protect against these risks, you may refuse to discuss 

any issue that makes you feel uncomfortable. 

 

What are the possible benefits of taking part? 

We cannot promise the study will help you, but the information we get from this study will 

help us to understand the impact of prostate cancer on the wives/partners of men who 
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have had the condition. This information may help us design programmes of care to 

assist other individuals whose husbands/partners have cancer and this may give you a 

sense of personal satisfaction, that your contribution to our research, may be of help 

others. 

 

 

 

What happens when the research stops? 

The interview is to allow the researchers to understand how your husnad’s/partner’s 

prostate cancer diagnosis has affected you, it is not a counselling session. If you feel 

that you need to talk to a counsellor to discuss any concerns you may have, we can 

arrange this through the cancer charities listed later on in this sheet, or you can seek 

help and advice from your own GP. 

 

What will happen if before or during the interview if I change my mind about taking part? 

You are free to withdraw from the study at any time, even during the interview and you 

can refuse to answer any question. However, if you do withdraw from the study, we 

would appreciate if we could use the information collected to that point, but please note 

that you are under no obligation to allow us to do this. If you wish to stop the interview or 

do not want to answer any question, just let the interviewer know. If you wish to withdraw 

from the study or remove your interview material from the study, please contact Terri or 

Lynn (contact details provided at the end of this sheet). You do not have to give us any 

explanation.  

 

Will my part in the study be kept confidential? 

Yes. We will follow ethical and legal practice and all information about you will be handled 

in confidence. 

✓ If you take part in the study, all personal data collected about you during the course of 

the research will be kept strictly confidential and protected under the Data Protection 

Act. 

✓ Any information about you will be kept in a locked filing cabinet and on a password 

protected computer. 

✓ Your name and address will be retained until we send you the summary of your 

interview, it will not be stored along with transcripts of the interviews. 

✓ Responsible individuals from regulatory authorities or the University may require to look 
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at your information, however, all are bound by a duty of confidentiality to you as a 

research participant and nothing that could reveal your identity will be disclosed outside 

the research site. 

 

What will happen to the results of the research study? 

The research will form part of a PhD study and when complete, the results will be 

published as part of the thesis. Results will also be presented at conferences and 

published in a research journal. It is important for you to know that you will not be 

identified in any report. 

 

 

 

 

Who is organising and funding the research? 

The study is being organised by researchers from Ulster University. Funding for this 

study has been sought from Society and College of Radiographers. 

 

Who has reviewed the study? 

In order to ensure that the study is appropriate and ethical, it has been reviewed by 

Ulster University Research Ethical Committee. 

 

What if there is a problem during the study? 

You can speak to Terri Gilleece, who will make all efforts to resolve your 

query Tel: 028 9036 6043 e-mail: tm.gilleece@ulster.ac.uk 

 

If you are unhappy about any aspect of the study you can submit a complaint to the 
Chief Investigator: 
 
Dr Lynn Dunwoody 
School of Psychology 
Cromore Road 
Coleraine  
BT52 1SA 
Tel: 028 7012 4022 e-mail: l.dunwoody@ulster.ac.uk 
 

If you remain unhappy, have further concerns, or wish to submit a formal complaint 
you should contact: 

 

mailto:tm.gilleece@ulster.ac.uk
mailto:l.dunwoody@ulster.ac.uk
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Mr Nick Curry 
Senior Administrative 
Officer Research Office 
Ulster University 
Shore Road Newtownabbey BT37 0QB 

  Tel: 028 9036 6629 e-mail:  n.curry@ulster.ac.uk 

 

  

mailto:n.curry@ulster.ac.uk
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Cancer Support Contacts 

 

     Macmillan 
     Call us free 0808 808 00 00 Monday to Friday 9am-8pm 
     http://www.macmillan.org.uk/information-and-       
support/audience/looking-after-someone-with-cancer.html 
 

 
 
 
 

 

Come and see us with or without the person     
you're supporting.  
https://www.maggies.org/our-centres/ 

https://www.maggies.org/cancer-support/our-support/friends-and-family/ 
 
 

 

 Action Cancer House  

 1 Marlborough Park Belfast Co Antrim BT9 6XS 
 028 9080 3344  
 email info@actioncancer.org 
 

 
  
 

Cancer Focus Northern Ireland 
40-44 Eglantine Avenue 
Belfast BT9 6DX 
Northern Ireland 
028 9066 3281 
Fax: 28 9066 8715 
Email: hello@cancerfocusni.org 

 

 

 
 

 

 

 

  

http://www.macmillan.org.uk/information-and-%20%20%20%20%20%20%20support/audience/looking-after-someone-with-cancer.html
http://www.macmillan.org.uk/information-and-%20%20%20%20%20%20%20support/audience/looking-after-someone-with-cancer.html
https://www.maggies.org/our-centres/
https://www.maggies.org/cancer-support/our-support/friends-and-family/
mailto:info@actioncancer.org
tel:+44%2028%209066%203281
mailto:hello@cancerfocusni.org
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CONSENT FORM 

Title of Project: Partners in Prostate Cancer: An exploration of the impact of prostate 
cancer on the wife/partner of men diagnosed with the condition. 

 
Name of Researcher: Terri Gilleece 

Chief Investigator: Lynn Dunwoody 

  Please 
initial 

 I confirm that I have read and understand the information sheet for the above study. I have had 
the opportunity to consider the information, ask questions and have had any questions  
answered satisfactorily. 

  [           ] 

 

 

 
 

I understand that my participation is voluntary and that I am free to withdraw at any time and 
without giving any reason. I understand that neither my legal rights will not be affected if I 
choose to withdraw. 

          

 [ ] 

 

 
 

I understand that if I take part in an interview it will be audio-recorded and that quotations from 
this recording may be used. I agree that interviews can be audio-recorded 

 

 [ ] 

   
 I understand that the researchers will hold all information and data collected securely and in 

confidence and that all efforts will be made to ensure that I cannot be identified as a participant 
in the study (except as might be required by law) and I give permission for the researchers to 
hold relevant personal data. 

 
 [ ] 

 

 
 

I understand that if I decide to withdraw from the study, I will be asked if information gathered 
relating to me may be used in the study, but that I am under no obligation to agree to this.  

 
 [ ] 

 I understand that if I decide to withdraw from the study, I may withdraw the information 
gathered relating to me by contacting a member of the research team using the contact 
information provided in the Participant Information Sheet. I am aware that this will not affect 
my legal rights. 

 [         ] 

  

 

 

 
I am aware of who to contact if I have a problem or complaint about the study. 
 
 

I agree to participate in this study                                                                                                             [                                      

 [          ] 

  [          ] 

 

Name of Participant  Date  Signature 

Name of Researcher  Date  Signature 



Partners in Prostate Cancer 
B00342028 

 

 

    

    

Appendix 3.4 Risk assessment/Distress protocol 
Risk Assessment Record 1 (Participants) 

 

 

Name of Chief Investigator 
Prof Eilis McCaughan 

Room No/Campus 
Coleraine 

 

 

 

 

Inherent Risk (i.e. the risk present before any precautions are put in place) – Please refer to the table overleaf 
to assess the risk and then record it below 

None Low Medium  High Very High 

 

 

Residual Risk     

Please refer to the table overleaf to assess the remaining risk and then record it below 

None Low  Medium High Very High 

Please note that if the residual risk is not in the none/low range, you might need to take further steps to 
address the risk or consider redesigning your research proposal 

Faculty/School/Research Institute 

Faculty of Life and Health Science/School of Health Sciences/INHR 

Project Title 

Partners in Prostate Cancer: An exploration of the impact of prostate cancer on intimate relationships from a 
partners’ perspective. 

Hazard(s) – Please identify and describe 

Possible psychological upset to participants’ when discussing their partner’s illness and/or the effect it has had on 

them. 

Who is exposed to the hazard? (e.g. University staff/students/other research subjects) 

Participants 

Controlling the Inherent Risk 

 

For inherent risk in the medium to very high range, please describe the precautions to be put in place: 

 

The PhD student has many years of experience working within the healthcare field and supervisors are also registered 

healthcare professionals. Any upset is most likely to be transient and previous experience should equip 

researchers/student to deal with it at the time. If upset is assessed to be more significant, the participant will be 

directed to support/counselling services at McMillan or another local centre, or be advised to contact own GP. 

Researcher will follow-up with participants contact details to ensure appropriate support has been accessed. 

 
 

Will these precautions eliminate, significantly reduce or otherwise reduce the inherent risk? Please comment: These 

actions will significantly mitigate the risk by ensuring that any psychological upset has been addressed appropriately. 



Partners in Prostate Cancer 
B00342028 

 

 

 

I confirm that an appropriate risk assessment has been conducted 

Signature Date……28/07/2016………………… 



Partners in Prostate Cancer 
B00342028 

 

 

    

    

 

 

Risk Assessment Record 2 (Researchers) 

 

 

Name of Chief Investigator 
Prof Eilis McCaughan 

Room No/Campus 
Coleraine 

 

 

 

 

Inherent Risk (i.e. the risk present before any precautions are put in place) – Please refer to the table overleaf 
to assess the risk and then record it below 

None Low Medium  High Very High 

 

 

Residual Risk     

Please refer to the table overleaf to assess the remaining risk and then record it below 

None Low  Medium High Very High 

Please note that if the residual risk is not in the none/low range, you might need to take further steps to 
address the risk or consider redesigning your research proposal 

Faculty/School/Research Institute 

Faculty of Life and Health Science/School of Health Sciences/INHR 

Project Title 

Partners in Prostate Cancer: An exploration of the impact of prostate cancer on intimate relationships from a 
partners’ perspective. 

Hazard(s) – Please identify and describe 

Risk of violence to lone researcher/staff member during one-to-one interviews off-campus 

Who is exposed to the hazard? (e.g. University staff/students/other research subjects) 

University staff / PhD student 

Controlling the Inherent Risk 

 

For inherent risk in the medium to very high range, please describe the precautions to be put in place: 

 

When interviewing off-campus PhD student / staff will inform another member of the research team where and when 

interviews will take place and likely length of interview. Mobile phone with other team members numbers on speed 

dial will be at hand. Contact will be made with the research team to let them know when the interview is completed. 

 

Will these precautions eliminate, significantly reduce or otherwise reduce the inherent risk? Please comment: These 

actions will significantly mitigate the risk by ensuring that any psychological upset has been addressed appropriately. 

Risk to lone researcher will be significantly reduced. 
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Please use the table below to assess the inherent risk and then the residual risk. For example, where the 
potential harm is assessed to be minor (e.g. slight physical discomfort or pain, temporary emotional upset or 
similar) and the probability is assessed to be likely, then the risk is deemed to be in the medium range. 

 

It is expected that research being conducted by staff or students of the University will fall within the None to Medium 

range of risk. Studies that are likely to fall within the High to Very High range of risk are unlikely to be permitted to 

proceed. 

 
 

 POTENTIAL HARM 

PROBABILITY NONE INSIGNIFICANT MINOR MODERATE MAJOR 

UNLIKELY None Low Low Medium High 

POSSIBLE None Low Medium High Very High 

LIKELY None Low Medium High Very High 

ALMOST CERTAIN None Low High Very High Very High 

 
 

POTENTIAL HARM 

INSIGNIFICANT – reflective of trivial, routine or commonplace day-to-day levels of harm 

MINOR – unexpected event requiring minor remedial action e.g. first aid attention sufficient to treat minor 
injury, interview suspended due to temporary upset of participant 

MODERATE – e.g. results in time of work, broken bones, hospitalization, reversible disablement, serious 
emotional upset or psychological reaction, threat of violence to researcher, potential legal challenge to the 
researcher or the University 

MAJOR – e.g. loss of limb, loss of sight in one or more eyes, permanent disablement, death, irreversible 
psychological harm, violence against researcher 

 
 

PROBABILITY 

UNLIKELY – probably will never happen 

POSSIBLE – might happen but would be an unusual occurrence 

LIKELY – expected to happen sometimes 

ALMOST CERTAIN – expected to happen frequently 

 

 

 

 

 

I confirm that an appropriate risk assessment has been conducted 

Signature 

(Chief Investigator) 

Date……28/07/2016………………… 
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Appendix 3.5 Memo Samples 
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Appendix 3.6 Coding researcher 2 
 

Theme 1:  Living with partner's prostate cancer 

 

a) Sub –Theme: Feeling emotionally isolated 

There seems to be a feeling that over time things will improve but they don’t and women seem to 

reach out for support only when they have reached the point of coping alone – often years after the 

initial diagnosis. There is a gradual loss of hope that things are going to change without action on 

their part. There seems to come a point where every day is a hug challenge for them. The most 

important aspect which seems to influence this is their loss of closeness with their partner. Women 

who felt that their partner left them out of their emotional experience seemed to be the most 

effected by isolation.  

➢ Putting his emotional wellbeing and needs before hers (leading to self-sacrifice, guilt, 

depression; power shift; loss of freedom; not allowing herself to be angry or annoyed; 

acceptance of situation; feeling responsible for his emotional wellbeing; not being able to 

verbalise her worries; feeling that her role is to be the strong one; feeling that he has not 

acknowledged her suffering; feeling that she should be grateful because they are still alive) 

➢ Acknowledging & respecting her partner and his emotions and experience (as a person; his 

privacy; his masculinity; his suffering – often resulting in her not being able to talk about him 

to anyone; in most cases there is a strong sense of loyalty for their partner. This can be 

negatively impacting her friendships. Alternatively, some females do not show a lot of 

empathy for their husbands’ experience which indicates a breakdown in understanding and 

communication between them) 

➢ Feeling excluded from her partner’s emotional experience ( e.g. him not wanting her to 

attend appointments; limiting information provided to her; not talking to her about his 

feelings; communication lost between them; not involving her in decision-making)   

➢ Change in sexual relationship ( impacting their communication in some cases; less impact for 

others whose communication remained very open; dependent also on importance of sex pre 

prostate cancer diagnosis; feeling a responsibility to improve sex life post-prostate cancer) 

➢ Feeling a responsibility and/or need to take an active role in his health decisions due to his 

inactivity  

• Due to men’s masculinity getting in the way 

• Their lack of searching for support and information 

• Her re-enforcement of preconceived gender norms and/or her perception of 
her role in the relationship  

• Their lack of wanting to talk about their feelings 
➢ Family dynamics  

• Having family around tended to help but women generally did not speak to their 

children about their feelings and needs 

• Difficult family losses/experiences within the family, makes speaking to her family 

even more difficult 

• Role in the family and responsibility that comes with that role.  

➢ Life and relationship as a couple pre-prostate cancer ( depending on whether this was 

positive or negative, would impact their experience post-prostate cancer diagnosis)  

➢ Seeking professional support for partners of men with prostate cancer 

• Feeling that others have poor knowledge regarding prostate cancer 



169 
 

 

• Feeling that nobody understands unless they have been through it 

themselves 

• Lacking information from NHS  

• Lacking support groups for partners only ( sense that women can cope for so 

long alone before needing some external help i.e. sometimes years)  

• Lacking holistic needs assessment as a couple at time of diagnosis and 

throughout their journey.  

➢ Lacking enquiry from others about her experience  

• Sensing embarrassment from others 

• Passing of time impacting the frequency that others ask  

➢ Religious/Spiritual faith 

 

b) Sub –Theme: Change in daily life due to the impact of prostate cancer 

Her changing role in society was often difficult to accept e.g. loss of friendships, work, holidays or 

simply being able to do the things together as a couple that they use to love e.g. walking, cinema etc.  

Codes include:  

➢ Cancer and/or treatment side-effects and their impact on his well-being and/or QOL 

➢ Impact of prostate cancer on their life together as a couple e.g. 

• Uncertainty about the future and anxiety caused by that uncertainty 

• Physical limitations  

• Constant appointments  

• Managing obstacles 

• Impact on time and/or finances 

➢ Family dynamics   

• Having grandchildren to see etc often improved their QOL 

• Children often serve various functions in the diagnosis and/or support of their 

parents 

• Losing family members to cancer often effected outlook  

 

Theme 2:  Knowing prostate cancer  

➢ Making genetic links 

• Leading to potential anxiety around risk to children  

• Information could come from life experiences or healthcare professional 

➢ Knowledge and experience of prostate cancer from external resources outside of the 
healthcare team 

•  Often family and/or friends experiences and/or knowledge, which could lead to 
positive or negative outlook e.g. feeling reassured if someone they knew has good 
outcome from prostate cancer 

• Experience of thinking prostate cancer was associated with older age, often resulted 

in feelings of being shocked and/or unprepared 

• Self- research 

• Lack of knowledge due to lack of previous exposure to prostate cancer 
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• Sharing knowledge and experience with others post-prostate cancer experience e.g. 

friends, students etc  

➢ Knowledge and experience of prostate cancer through healthcare team interactions 

• Depending on experience, this could lead to positive or negative outlook in terms of 

prognosis or the healthcare team  

• Includes information provided regarding sexual functioning  and associated options 

post-treatment  

• Discussions on poor/good communication and/or care and poor/good information 

provision  

• Definite need arises for better information regarding incontinence pad and 

underwear options and provision for this service.  
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Appendix to Chapter 5 

Appendix 5.1 Preliminary search return (2014) 
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Appendix 5.2 Considering different methods of research synthesis 
Choosing an Appropriate Review Typology: Looking Beyond the Systematic Review. 

Aim: to provide a descriptive insight into the array of review methodologies available beyond the 

typical literature or systematic review and offer a reference point for those undertaking or 

interpreting reviews. 

Introduction: 

Healthcare professionals are tasked with providing evidence-based care. The standards of 

proficiency for the Health & Care Professions Council require practitioners across all disciplines to 

have a knowledge of research methodologies and to be able to evaluate research, recognise the 

value of it and apply relevant research to their practice (1,2). To this end all of those involved in 

radiography, from undergraduate students to seasoned researchers, newly qualified practitioners to 

policy-makers must have the skill set to search, synthesise and summarize the current knowledge 

base on a given topic. 

Evidence-based practice places a great importance on the retrieval of appropriate information. The 

most frequent method of achieving knowledge synthesis is often referred to as ‘literature review’. It 

is a term used commonly in academic circles and regularly used interchangeably with the term 

‘systematic review’. Yet in reality at least 27 different terms have been identified across just four 

journal papers and two web-based resources which were found using a simple search of the 

university EBESCO based electronic search facility (3-7).  

The plethora of terminology can be confusing and, coupled with the increasing access to electronic 

databases result in monumental tasks for those wishing to examine the current knowledge base in 

some areas. The ‘systematic review’, with its explicit pre-specified research question and detailed 

search protocol aims to summarize evidence in a non-biased manner and has long been seen as the 

‘gold standard’. But whilst it is acknowledged that it is erroneous to assume systematic reviewing 

applies solely to empirical quantitative data (8), researchers should be aware of the multiplicity of 

methods at their disposal. 

Why do we need reviews? 

According the Oxford English Dictionary (9) a review is ‘To view, inspect, or examine a second time 

or again’. 

The goal of conducting a review is to synthesise the knowledge offered by a range of studies in a 

particular topic of interest. The need for interrogation of current knowledge might be to guide 

policy-makers, inform health and care providers, assist with planning or drive treatment 

improvements. 

The first documented review is attributed to James Lind. ‘A treatise of the Scurvy’ was published in 

1753 where he stated that he ‘endeavoured by a connected course of reasoning … to establish what 

is there advanced, confirmed by the best authorities; and have laid aside all the systems and 

theories of this malady which were found to be disavowed by nature and fact (10).  

In modern healthcare we associate the systematic review with the Cochrane Collaboration and 

Archie Cochrane’s vision for accessible, organised, critical summaries for specialities that would be 

updated periodically (11). However, Cochrane’s focus was on Randomised Controlled Trials (RCTs) 

and while the systematic process delineated by the collaboration is appropriate for assessing 

interventions and efficacy of treatments it is not transferable to all types of knowledge synthesis. 
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Since the rationale for reviewing an existing knowledge base varies, it is logical that the review 

methods will differ in approach as a means of addressing the specific function of the process. 

Requirements for rigor, relevance, replicability and speed should all be assessed and balanced, one 

against the other. Thus, a range of review typologies should be considered with the chosen approach 

matched to the specific objective of the work. 

There is much commonality across the review typologies identified in table 1. Definitions can be 

vague, and the multiplicity of terminology can impede authors from exploring newer methods 

because of the confusion and lack of clarity. Despite the broad spectrum of review methods now 

available, authors still tend to describe their work within the five main approaches identified by 

Tricco et al. (4). 

 

Assessing the utilisation of review typologies in the radiography profession 

To assess the utilisation of review typologies in the field of Radiography a preliminary search of the 

Scopus database was undertaken looking specifically at the trends in ‘Radiography’, the journal of 

the Society of Radiographers (ISSN 1078-8174); initially the five typologies identified by Tricco et al. 

(4) were used along with the more general terms of ‘Literature review’ and also the catch-all term 

‘Review’. This generated 805 results between 1995 (when Radiography was first listed) and 2017 

(the last full year indexed), with the trend demonstrating an increase in the number of reviews of all 

types over that time period (fig 1). 

 

Fig 1. The combined returns for the seven identified review types 1995-2017 

The review types were then separated out and a distinct search was run for each of the terms. The 

results are listed in Fig 2 where it can be seen that most reviews are categorized under the generic 

term of literature review (319) with 180 being described as systematic reviews. 
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Literature Reviews Systematic Reviews 
 

 
Meta-analysis Rapid Reviews 

 

Overviews 
Fig 2 Returns for specific review types 1995-2017 

 

To corroborate the results found from the electronic database search return a sample of the full text 

of returns were examined. It became apparent that not all returns were actually articles referring to 

review methodology; book reviews and articles utilising the term ‘Review of survey results’ that 

were actually primary research studies were found. Because of the difficulty in identifying and 

clarifying review typologies, a separate analysis of the editions of the journal for the five years from 

2013 to end of 2017 was undertaken. The contents list of each edition was examined and then 

articles which may have been a ‘stand-alone’ review or had a review component were read in full.  

Whilst the journal collates articles into sections headed Original Research, Review, Correspondence, 

and Online Articles for ease of identification, often original research will, by its nature, contain a 

review that provides a synthesis of the current knowledge base, thus the hand searching was seen as 

a more accurate manner by which to identify reviews. The actual numbers of reviews identified by 

hand searching were far fewer than that identified by searches in the Scopus database for the same 

five-year period. This further highlights the difficulty in classifying and retrieving appropriate 

information. 

The search was further complicated by the fact that a number of articles identified were a review of 

current practice. Whilst the none of the papers identified in the search relating to review typologies 

have identified this in their taxonomy, it does fulfil the criteria for ‘review’. Twelve articles were 
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identified as practice reviews over the five-year span (2 in 2013, 4 in 2014, 2 in 2015, 3 in 2016 and 1 

in 2017).  

The author-declared descriptions can be seen in table 2 which also shows the classification 

attributed to them using the classifications identified in table 1. It should be noted that the author(s) 

description is sometimes different from the generally accepted description, so that although there 

may be the same number of systematic reviews in column 3 as column 4, these do not necessarily 

refer to the same piece of work.  

 

Year No. of 
review  
articles  
identified 

Author classification Suggested classification 

2013 11 2 Literature reviews 
1 Review 
1 Systematic Review 
7 not stated 

1 Critical Review 
4 Literature Reviews 
1 Systematic Review 
3 Systematic Search and Review 
2 Practice Reviews 

2014 9 1 Discussion Paper 
2 Literature Reviews 
1 Systematic Review 
5 not stated 

3 Literature Reviews 
1 Systematic Review 
1 Systematic Search and Review 
4 Practice Review 

2015 7 1 Conceptual Framework Review 
1 Literature Review 
1 Systematic Review 
2 Thematic Evaluations 
2 not stated 

1 Critical Review 
2 Qualitative Evidence Synthesis 
1 Framework Synthesis 
1 Systematic Review 
2 Practice Reviews 

2016 13 1 Case Report with Lit Review 
1 Critical Review 
3 Reviews 
6 Systematic Reviews 
2 Practice Reviews 
 

1 Case Report with Literature Review 
1 Meta-synthesis 
1 Network Meta-analysis 
1 Scoping Review 
1 Survey (Primary research) 
1 Systematic Review 
4 Systematic Search and Reviews 
3 Practice Reviews 

2017 8 1 Meta-ethnography Lit Review 
1 Review 
1 Scoping Review 
3 Systematic Reviews 
2 not stated 

1 Integrated Review 
1 Literature Review 
1 Meta-ethnography Review 
1 Scoping Review 
2 Systematic Reviews 
1 Systematic Search and Review 
1 practice Review 

Table 2:  Author-identified review types and review types matched to categories as defined in the 

previous table. 
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Discussion:  

The increase in interest in knowledge synthesis is widely apparent. Bastian et al reported that on 

average in 2010 there were seventy-five new trials and eleven systematic reviews published daily in 

the medical field. The review, as a means of synthesising evidence, is a convenient way to 

disseminate synthesised information.  The classification of methodology has become more specific 

as the use of review as a method of knowledge syntheses and dissemination has grown. The genre 

has developed to provide information in a way that will relates to the purpose of the work. Table 3 

shows that radiography professionals are increasing their understanding of the array of review 

typologies, but more precise definition would help remove the ambiguity in terminology and 

classification overlap.  

While the research question can often provide the basis for selection of typology it is not the 

definitive way to arrive at the review methodology. Gough et al. (8) argue that cognisance must be 

given to the theoretical underpinning and conceptual framework and suggests reviews should be 

considered as either aggregative or configurative; where the former involves an exhaustive review of 

all evidence and the latter comprises of a more theoretical examination of a range of evidence. 

Qualitative studies, in particular, require a different approach to the analysis and synthesis of 

information compared to the traditional systematic review or meta-analysis. Differences in 

philosophical assumptions underpinning studies can make evaluation of multiple qualitative studies 

problematic. Qualitative studies frequently rely on individual interpretation which may not be 

mirrored by the reviewer synthesising multiple studies with differing conceptual frameworks. 

Concerns have also been raised with regard to the importance of context in qualitative studies, 

which can be lost in the compilation of studies. However, in recent years more tools have been 

developed to standardise qualitative data synthesis such as the McMaster critical review form (12), 

Critical Appraisal Skills Programme (CASP) qualitative research checklist (13), Joanna Briggs Institute 

(JBI) checklist for qualitative research (14) and the Realist And MEta-narrative Evidence Syntheses 

(RAMESES) publication standards (15).  

Only two of the reviews identified across the five -year span provided clear evidence of marrying the 

philosophical underpinning with their chosen review approach (16,17). 

The increase in the number of contributors declaring a specific typology is welcomed but greater 

understanding is necessary to expedite knowledge transfer in a world where information is 

abundant, and time is so pressurised.  

The main method of knowledge synthesis utilised, and likely to remain most popular, is the standard 

literature review (also termed narrative review) which seeks to identify the current knowledge base 

either to consolidate previous work, justify future work through the identification of gaps in the 

existing literature, or offer a foundational introduction to readers. Generally, the author will 

demonstrate how or from where they have retrieved their sources but as searches are not 

exhaustive, pertinent information may be omitted resulting in bias.  

The systematic review is much more comprehensive; it seeks to unearth all information on a topic. 

Full systematic reviews require a detailed search protocol, which will often be registered with 

PROSPERO (18), The Cochrane Collaboration (19), Campbell Collaboration (20) or Joanna Briggs 

Collaboration (21)  to name those most commonly used in healthcare. Standard reporting guidelines 

such as those developed by the PRISMA group (22), or MOOSE group (23) and checklists for data 

extraction and critical appraisal will frequently be utilised. A range of such tools can be found on the 

website of the International Centre for Allied Health Evidence (24). The use of such tools ensures 
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robustness and replicability. However, explicitly detailed searches and syntheses are time-

consuming and require a team effort in terms of engaging independent assessment of  evidence for 

inclusion which can necessitate two, three, or more researchers working independently and 

arbitrating any divergences on whether material warrants inclusion.  

Meta-analysis is aligned to the quantitative systematic review process to offer numerically combined 

data that will demonstrate statistical robustness across a collection of homogeneous studies in a 

time-efficient process. The obvious weakness is that can only be applied to quantitative studies and 

is reliant on sufficient commonality between the studies to allow assimilation of the data. The 

corresponding method for examining qualitative studies, Meta-synthesis (also termed Qualitative 

Evidence synthesis, Meta Ethnography, or Qualitative Meta-synthesis) has been developed. Its main 

use is for development of theory rather than testing a hypothesis, for which its qualitative 

counterpart is employed. It is derived through a form of repetitive and comparative analysis similar 

to the methods used for many primary qualitative studies, where articles are read and re-read to 

consolidate or refute concepts across a range of studies. The limitations of Qualitative Meta-

syntheses are that it usually only examines a limited number of studies and requires extensive skills 

in qualitative methods. Additionally, it will require further interpretation by the practitioners or 

policy makers. 

In contrast to the time-thirsty and exhaustive systematic review, the rapid review fulfils the need for 

evidence-based decisions within a realistic time-frame. It is useful for policy makers and utilises 

some aspects of systematic review to search and critically appraise the literature with rigor but 

curtailing the breadth or depth of the process. This is achieved by a range of approaches; carefully 

focussing on a specific question, undertaking a review of reviews, or focusing on a particular type of 

literature. The weakness of this type of review is that the time-limited approach may result in 

omission of crucial information, bias, inclusion of poor-quality research or inconclusive evidence. 

Nonetheless, it does have a place in today’s evidence driven health service.  

Policy makers also often commission scoping reviews. While there are number of alternate terms 

attributed to this type of review (Scoping Study, Systematic Scoping Review, Scoping Report, Scope 

of the Evidence, Rapid Scoping Review, Structured Literature Review, Scoping Project, Scoping Meta 

Review), Roth (25) cautions against confusing a scoping review with a mapping review. A Scoping 

Review can provide an initial understanding of the potential size and scope of available literature 

base. They are utilised by policy makers to establish whether a full systematic review is required. 

However, there is controversy over whether scoping reviews can be regarded as ‘stand-alone’ 

substantial entities. Grant et al. (6) argue that they are preliminary tasks to be followed by more 

rigorous process since they lack quality assessment and are of limited duration. Colquhoun (26) 

states that a scoping review maybe as time demanding as a systematic review but that its purpose is 

different.  Peters et al. (27) concur with the latter assertion and their team have produced guidance 

to register full scoping reviews with Joanna Briggs Institute in the same manner as traditional 

systematic reviews may be recorded. Both groups of authors’ state that scoping reviews are 

appropriate for topics where information is emergent, or the research question is complex or broad. 

Because of the lack of focused research question, scoping may require multiple structured searches 

rather than one definitive search. Unlike systematic reviews and many other approaches, the 

method employs qualitative synthesis rather than critical appraisal.  

Given the application of scoping reviews, there is an increased emphasis on hand searching and 

utilising grey literature. Such an approach can ultimately lead to the need for a larger team to 

address the larger number of citations returned in these searches. The assertion that scoping 
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reviews are a faster method of knowledge synthesis than systematic reviews should therefore be 

dispelled.  

The number of researchers adopting a scoping approach to knowledge synthesis is increasing and 

with that the tools to standardise the approach are increasing. PRISMA (Preferred Reporting Items 

for Systematic reviews and Meta-Analyses) now has a scoping extension (28), after Tricco and her 

colleagues identified that guidelines to standarise the reporting of scoping reviews were overdue 

and that further research on scoping review methodology should be encouraged (29).  

Overview is a term that generates further confusion; some authors refer to it as a generic summary 

of the literature in much the same way as the generic term ‘Literature Review’ is employed while 

others are referring to an ‘Overview of Reviews’ (also dubbed review of reviews). If the first 

definition is accepted, then an overview will provide an abridgement of existing information that can 

provide a foundation in the topic area. The rigour of such work can be questionable as the depth and 

quality vary between individual authors. If the second definition is accepted the approach is to 

provide a summary of multiple systematic reviews. This can be appropriate when comparing 

interventions or highlighting inconsistencies. The limitation in the latter approach is the restriction to 

examining only full systematic reviews which may omit new research or emerging information or 

encounter more than one instance of a particular study if it has been assimilated into multiple 

reviews. Nevertheless, it can be useful to compare the results of previous work that is recognised as 

high quality and rigorous. 

The range of tools to assist with all types of reviews is constantly developing and websites hosted by 

organisations such as International Centre for Allied Health Evidence (24) and The systematic Review 

Toolbox (30), can be of immense help even if a full systematic review is not possible or appropriate.  

 

Conclusion: 

An array of review types has been developed that can afford the researcher heterogeneity of 

approach to knowledge synthesis. Researchers should be aware of the methodological variations 

across the categories, but diverse terminology and lack of explicitly prescribed definitions mean that 

the full potential may be lost amongst the multiplicity of imprecise and misused terms. Establishing 

clear definitions across the wider medical field would be difficult but efforts should be made to 

derive more precise classification. By both choosing the most appropriate methodology for a 

particular review and defining the knowledge synthesis typology the work produced should be of 

better quality and easier for future researchers to access and derive the benefit of sharing existing 

works. 

To paraphrase Lind (1753), the author of the first acknowledged systematic review, the critique 

offered here of the works of other authors should not be regarded as malignant, but as a means of 

emphasizing that we are progressing in our approach to knowledge synthesis.  
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Appendix 5.3: Search strategy for scoping review  
Scopus:  

( TITLE-ABS-KEY ( prostate  AND  cancer )  AND  TITLE-ABS-KEY ( ( 

relationship  OR  marriage )  AND  ( 

spouse  OR  spouses  OR  wife  OR  wives  OR  partner  OR  partners  OR  carer  OR  carer

s ) ) )  AND  ( LIMIT-TO ( PUBYEAR ,  2019 )  OR  LIMIT-TO ( PUBYEAR ,  2018 

)  OR  LIMIT-TO ( PUBYEAR ,  2017 )  OR  LIMIT-TO ( PUBYEAR ,  2016 )  OR  LIMIT-TO ( 

PUBYEAR ,  2015 )  OR  LIMIT-TO ( PUBYEAR ,  2014 )  OR  LIMIT-TO ( PUBYEAR 

,  2013 )  OR  LIMIT-TO ( PUBYEAR ,  2012 )  OR  LIMIT-TO ( PUBYEAR ,  2011 

)  OR  LIMIT-TO ( PUBYEAR ,  2010 )  OR  LIMIT-TO ( PUBYEAR ,  2009 )  OR  LIMIT-TO ( 

PUBYEAR ,  2008 )  OR  LIMIT-TO ( PUBYEAR ,  2007 )  OR  LIMIT-TO ( PUBYEAR 

,  2006 )  OR  LIMIT-TO ( PUBYEAR ,  2005 )  OR  LIMIT-TO ( PUBYEAR ,  2004 

)  OR  LIMIT-TO ( PUBYEAR ,  2003 )  OR  LIMIT-TO ( PUBYEAR ,  2002 )  OR  LIMIT-TO ( 

PUBYEAR ,  2001 )  OR  LIMIT-TO ( PUBYEAR ,  2000 ) )  AND  ( LIMIT-TO ( LANGUAGE 

,  "English" ) )   

  

Search conducted 09 August 2019  

  

Medline:  

1. (prostate and cancer).kw.  

2. (relationship* or marriage).ab.  

3. (spouse* or wife or wives or partner* or carer*).ab.  

4. 2 or 3  

5. 1 and 4  

6. limit 5 to (english language and yr="2000 -Current")  

 

Embase:  

1. (prostate and cancer).kw.  

2. (relationship* or marriage).ab.  

3. (spouse* or wife or wives or partner* or carer*).ab.  

4. 2 or 3  

5. 1 and 4  

6. limit 5 to exclude medline journals  

7. limit 6 to (english language and yr="2000 -Current")  

  

  

PsycInfo:  
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1. (prostate and cancer).ab.  

2. (relationship* or marriage).ab.  

3. (spouse or spouses or wife or wives or partner or partners or care or carers or marriage or 

relationship).ab.  

4. 2 or 3  

5. 1 and 4  

6. limit 5 to (english language and yr="2000 -Current")  

Searches conducted on 08 September 2019  

  



183 
 

 

Appendix 5.4 Protocol listed with OSF and JBI 
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Identifier: DOI 10.17605/OSF.IO/438D2 

Category:  Other 

Description: This is a protocol for a scoping review which seeks to explore the various aspects of 

a female's life that are impacted as a result of her partner's prostate cancer diagnosis and 

survival. 

 
Impact and experiences of female 
partners of men living with and beyond 
prostate cancer: A scoping review 
Authors 

Gilleece, T.M.1 Flood, T.2  McCoo, K.3 Campbell, C.4 Harris, R.5 Dunwoody, L.3  

 Affiliations: 1. School of Health Sciences, Ulster University 2. School of Health Sciences, Ulster 

University 3. Learning Resource Centre, Ulster University 4.School of Psychology, Ulster University, 5. 

Society of Radiographers, London 

Introduction 

Prostate cancer is the second most common cancer in men worldwide. As a result of early detection 

and improved treatments 80% of men will live for 10 years beyond their diagnosis. However, 

treatment can result in long-term side effects that can affect quality of life. Research has shown that 

in addition to impacting on those diagnosed/treated for the condition, it can impact on the partners 

of men diagnosed and treated for the condition. In some quarters it has been dubbed 'The Couples 

Disease' and some health authorities have implemented interventions for couples. However to date 

most research has focused on the impact from the perspective of the man who has been treated for 

the condition. The purpose of this work is to review and interpret existing literature on the impact of 

prostate cancer on the female partners of men with prostate cancer.  

A preliminary search of PROSPERO, MEDLINE, the Cochrane Database of Systematic Reviews and the 

JBI Database of Systematic Reviews and Implementation Reports was conducted and no current 

reviews on the topic were identified. Specific search terms were used for Medline and Cochrane 

databases while general search was conducted using only 'Prostate' for PROSPERO  and 'Cancer' for 

JBI.  

The objective of this scoping review is to identify previous work that illuminates the topic of the 

impact of  prostate cancer on the female partners of men previously treated for the condition. 
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Review Question 

What is the current understanding of the experiences and support needs of female partners of men 

living with and beyond a prostate cancer diagnosis 

Keywords 

Female perspective, partner experience, prostate cancer, quality of life, spouse 

 

 

Inclusion Criteria 
Participants 

The review will consider a range of studies that include female partners of men currently living with 

or beyond prostate cancer.  It will examine literature that describes the experiences of female 

partners or couples, where the female partners experiences are clearly stated as distinct from the 

dyad. 

Concept 

This review seeks to explore the various aspects of a female's life that are impacted as a result of her 

partners prostate cancer diagnosis and survival. 

Context 

This review will consider studies that explore the female perspective on prostate cancer and any 

impact on the female. It will include studies from countries in the western world (as defined by 

World Population Review). Studies from developing countries will not be included as health service 

provision and support is likely to vary considerably in such locations.  

Only studies published in English will be utilised due to the language proficiency of the reviewing 

team.  

Studies focusing on same-sex partners will be excluded as these are seen as raising concepts beyond 

the context of the current study. 

Types of Sources 

This scoping review will consider studies that focus on qualitative data including, but not limited to, 

designs such as phenomenology, grounded theory, ethnography, qualitative description, action 

research and feminist research. 

Quantitative research studies both experimental and quasi-experimental study designs including 

randomized controlled trials, non-randomized controlled trials, before and after studies and 
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interrupted time-series studies will be considered. In addition, analytical observational studies 

including prospective and retrospective cohort studies, case-control studies and analytical cross-

sectional studies will be considered for inclusion. This review will also consider descriptive 

observational study designs including case series, individual case reports and descriptive cross-

sectional studies for inclusion.  

In addition systematic reviews that meet the inclusion criteria will also be included.  

Text and opinion papers will also be considered for inclusion in this scoping review. 

Only studies published in English will be included due to the language proficiency of the reviewing 

team. Studies published since 2000 will be included as the associated research study explores the 

experiences of females whose husband is living with or beyond prostate cancer. Given the average 

age for diagnosis of prostate cancer is 70 years it is unlikely that the husband of any participant 

would have been treated before the year 2000. Translation of recommendations from research 

studies into protocol development and clinical practice can be lengthy; including studies from 2000 

allows time to ascertain whether practice has changed as a result of the previous research over the 

twenty year period of the review.    

Methods 

The proposed scoping review will be conducted in accordance with the Joanna Briggs Institute 

methodology for scoping reviews (Peters, Godfrey, McInerney et al. 2015) 

Search strategy 

The search strategy will aim to locate both published and unpublished studies. An initial limited 

search of Medline and Scopus was undertaken to identify articles on the topic. The text words 

contained in the titles and abstracts of relevant articles, and the index terms used to describe the 

articles were used to develop a full search strategy for Embase, Medline,PsychInfo, and Scopus (see 

Appendix ). The search strategy, including all identified keywords and index terms, will be adapted 

for each included information source.  

 

Information sources 

The databases to be searched include OVID Medline, Embase, PsychInfo, Scopus. Full text of a wide 

range of publications is available through the institutions learning resource centre. Where full text is 

not available, articles can be ordered from the British Library, contact made with authors via email 

or ResearchGate to retrieve information, particularly in regard to conference presentations, posters 

and dissertations.  

Study selection 

Following the search, all identified citations will be collated and uploaded into Refworks and 

duplicates removed. Titles and abstracts will then be screened by two independent reviewers for 

assessment against the inclusion criteria for the review. Potentially relevant studies will be retrieved 
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in full and their citation details imported into  the Joanna Briggs Institute System for the Unified 

Management, Assessment and Review of Information (JBI SUMARI)  Version 5, 2017 (Joanna Briggs 

Institute, Adelaide, Australia). The full text of selected citations will be assessed in detail against the 

inclusion criteria by two independent reviewers. Reasons for exclusion of full text studies that do not 

meet the inclusion criteria will be recorded and reported in the systematic review. Any 

disagreements that arise between the reviewers at each stage of the study selection process will be 

resolved through discussion, or with a third reviewer. The results of the search will be reported in 

full in the final systematic review and presented in a Preferred Reporting Items for Systematic 

Reviews and Meta-analyses  (PRISMA) flow diagram (http://www.prisma-

statement.org/Extensions/ScopingReviews 2018). 

 

Data Extraction 

Data will be extracted from papers included in the scoping review using a data extraction tool 

developed by the reviewers. The data extracted will include specific details about the population, 

concept, context, study methods and key findings relevant to the review objective. The draft data 

extraction tool will be modified and revised as necessary during the process of extracting data from 

each included study. Modifications will be detailed in the full scoping review report. Authors of 

papers will be contacted to request missing or additional data, where required.  

 

Data Presentation 

The extracted data will be presented in diagrammatic or tabular form in a manner that aligns with 

the objective of this scoping review. A narrative summary will accompany the tabulated and/or 

charted results and will describe how the results relate to the reviews objective and question/s. 
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( TITLE-ABS-KEY ( prostate  AND  cancer )  AND  TITLE-ABS-KEY ( ( relationship  OR  marriage )  AND  ( 

spouse  OR  spouses  OR  wife  OR  wives  OR  partner  OR  partners  OR  carer  OR  carers ) ) )  AND  ( 

LIMIT-TO ( PUBYEAR ,  2019 )  OR  LIMIT-TO ( PUBYEAR ,  2018 )  OR  LIMIT-TO ( PUBYEAR ,  2017 )  

OR  LIMIT-TO ( PUBYEAR ,  2016 )  OR  LIMIT-TO ( PUBYEAR ,  2015 )  OR  LIMIT-TO ( PUBYEAR ,  2014 

)  OR  LIMIT-TO ( PUBYEAR ,  2013 )  OR  LIMIT-TO ( PUBYEAR ,  2012 )  OR  LIMIT-TO ( PUBYEAR ,  

2011 )  OR  LIMIT-TO ( PUBYEAR ,  2010 )  OR  LIMIT-TO ( PUBYEAR ,  2009 )  OR  LIMIT-TO ( PUBYEAR 

,  2008 )  OR  LIMIT-TO ( PUBYEAR ,  2007 )  OR  LIMIT-TO ( PUBYEAR ,  2006 )  OR  LIMIT-TO ( 

PUBYEAR ,  2005 )  OR  LIMIT-TO ( PUBYEAR ,  2004 )  OR  LIMIT-TO ( PUBYEAR ,  2003 )  OR  LIMIT-TO 

( PUBYEAR ,  2002 )  OR  LIMIT-TO ( PUBYEAR ,  2001 )  OR  LIMIT-TO ( PUBYEAR ,  2000 ) )  AND  ( 

LIMIT-TO ( LANGUAGE ,  "English" ) )  

 

Search conducted 09 August 2019 

 

 

Medline: 

1. (prostate and cancer).kw. 

2. (relationship* or marriage).ab. 

3. (spouse* or wife or wives or partner* or carer*).ab. 

4. 2 or 3 

5. 1 and 4 

6. limit 5 to (english language and yr="2000 -Current") 

Embase: 

1. (prostate and cancer).kw. 

2. (relationship* or marriage).ab. 

3. (spouse* or wife or wives or partner* or carer*).ab. 

4. 2 or 3 

5. 1 and 4 

6. limit 5 to exclude medline journals 

7. limit 6 to (english language and yr="2000 -Current") 
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PsychInfo: 

1. (prostate and cancer).ab. 

2. (relationship* or marriage).ab. 

3. (spouse or spouses or wife or wives or partner or partners or care or carers or marriage or 

relationship).ab. 

4. 2 or 3 

5. 1 and 4 

6. limit 5 to (english language and yr="2000 -Current") 

Searches conducted on 08 September 2019 

  



190 
 

 

Appendix 5.5 Exclusions 
Excluded studies 

Abdollah F, Sun M, Thuret R, Abdo A ’a, Morgan M, Jeldres C, et al. Cancer Causes & 

Control. 2011;22(8):1095. 

Reason for exclusion: impact on patients 

Al-Itejawi HHM, Van Uden-Kraan CF, Van De Ven PM, Coupé VMH, Vis AN, 

Nieuwenhuijzen JA, et al. BMJ Open. BMJ Open. 2017;7(9). 

Reason for exclusion: cost effectiveness of a decision aid 

Ali N. BO. Constructions of masculinity and help-seeking for prostate cancer. Diversity and 

Equality in Health Care. 2017;14(5):254–6. 

Reason for exclusion: Opinions on masculinity 

Allen JD, Akinyemi IC, Reich A, Fleary S, Tendulkar S, Lamour N. American Journal of 

Men’s Health. 2018;12(4):893. 

Reason for exclusion: prostate cancer screening rather than prostate cancer 

treatments 

Amoo EO, Omideyi AK, Fadayomi TO, Ajayi MP, Oni GA, Idowu AE. Reproductive Health. 

Reproductive Health. 2017;14(1). 

Reason for exclusion: male reproductive difficulties...not PCa 

Arar N, Thompson I, Sarosdy M, Harris M, Shepherd D, Troyer D, et al. Prostate Cancer and 

Prostatic Diseases. Prostate Cancer and Prostatic Diseases. 2000;3(3):185. 

Reason for exclusion: Health education 

Arar N, Thompson I, Sarosdy M, Harris M, Shepherd D, Troyer D, et al. Prostate Cancer and 

Prostatic Diseases. Prostate Cancer and Prostatic Diseases. 2000;3(3):185. 

Reason for exclusion: understanding of prostate cancer hereditary factors 

Arrington MI. Journal of Aging & Identity. 2000;5(3):158. 

Reason for exclusion: Fictional account 

Baider L. Asian Pacific Journal of Cancer Prevention. Asian Pacific Journal of Cancer 

Prevention. 2010;11(SUPPL.1):62. 

Reason for exclusion: (FA) Exploring men's perceived need for support during PCa 

Bamidele O, McGarvey H, Lagan BM, Ali N, Chinegwundoh MBE F, Parahoo K, et al. 

European Journal of Cancer Care. European Journal of Cancer Care. 2018;27(1). 

Reason for exclusion: Black Afro-Caribbean males only 

Bamidele OO, McGarvey HE, Lagan BM, Chinegwundoh F, Ali N, McCaughan E. European 

Journal of Cancer Care. 2019;28(2):11. 

Reason for exclusion: How to recruit participants in hard to reach populations 

Bansal A, Koepl LM, Fedorenko CR, Li C, Smith JL, Hall IJ, et al. Journal of Cancer 

Education. Journal of Cancer Education. 2018;33(2):331. 
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Reason for exclusion: Focus on information sources for partners to help make 

treatment decision rather than impact on partners 

Barrineau MJ. Dissertation Abstracts International Section A: Humanities and Social 

Sciences. 2017;78(4-A(E). 

Reason for exclusion: examining balance affect between positive affect and negative 

affect 

Baskin A, Kwan L, Zavala M, Chamie K. Urology Practice. Urology Practice. 2017;4(3):231. 

Reason for exclusion: Men only included 

Basu A, Meltzer D. Journal of health economics. Journal of Health Economics. 

2005;24(4):773. 

Reason for exclusion: impact of health costs in USA 

Beck AM, Robinson JW. Chapter: Sexual resilience in couples. Couple resilience: Emerging 

perspectives. 2015;82. 

Reason for exclusion: book chapter - unavailable 

Ben Charif A, Bouhnik A, Courbiere B, Rey D, Preau M, Bendiane M, et al. Journal of 

Cancer Survivorship. 2016;10(3):609. 

Reason for exclusion: looked at survivors but not their partners 

Benedict C. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2014;75(1-B(E). 

Reason for exclusion: mens experiences 

Bergman J, Gore JL, Saigal CS, Kwan L, Litwin MS. Cancer. 2009;115(20):4694. 

Reason for exclusion: looking only at men and how having a partner impacts on them. 

No difference found between partnered/unpartnered men in most domains. Didn't 

mentions the actual partners 

Bergner EM, Cornish EK, Horne K, Griffith DM. Psycho-oncology. 2018;27(3):790. 

Reason for exclusion: specifically African American, looked at role partner played in 

screening and in treatment decision. Feel this is too specific given that no non-

Caucasians in the group. 

Berry DL, Hong F, Blonquist TM, Halpenny B, Filson CP, Master VA, et al. Journal of 

Urology. Journal of Urology. 2018;199(1):97. 

Reason for exclusion: Men only included 

Berry MD. Journal of sex & marital therapy. 2015;41(4):451. 

Reason for exclusion: book review 

Bhojani N, Perrotte P, Jeldres C, Suardi N, Hutterer G, Shariat SF, et al. Journal of Sexual 

Medicine. 2008;5(3):676. 

Reason for exclusion: primary research on men on comorbidities, only mentions SES 

affecting urinary incontinence in men who live with partners 
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Blanchard K, Proverbs-Singh T, Katner A, Lifsey D, Pollard S, Rayford W. Journal of the 

National Medical Association. Journal of the National Medical Association. 

2005;97(10):1385. 

Reason for exclusion: Screening only 

Boehmer U, Babayan RK. Cancer investigation. Cancer Investigation. 2004;22(6):848. 

Reason for exclusion: Views prior to treatment 

Boehmer U, Babayan RK. Psycho-oncology. 2005;14(6):449. 

Reason for exclusion: examining support prior to treatment 

Boehmer U, Clark JA. Psycho-oncology. 2001;10(2):155. 

Reason for exclusion: Treatment decision making 

Boehmer U, Clark JA. The Journal of family practice. 2000;50(3):231. 

Reason for exclusion: Duplicate of Boehmer 2000 article 

Brown D, Oetzel J, Henderson A. Journal of Clinical Nursing. 2016;25(21–22):3278. 

Reason for exclusion: men awaiting a diagnosis of PCa 

Burkert S, Knoll N, Luszczynska A, Gralla O. Journal of Behavioral Medicine. Journal of 

Behavioral Medicine. 2012;35(3):317. 

Reason for exclusion: Doesn't assess impact on wives 

Butow PN, Kirsten LT, Ussher JM, Wain GV, Sandoval M, Hobbs KM, et al. Psycho-

oncology. 2007;16(11):1045. 

Reason for exclusion: Some partners included but can’t extract information 

specifically on partners 

Campbell LC, Keefe FJ, McKee DC, Edwards CL, Herman SH, Johnson LE, et al. Journal of 

pain and symptom management. Journal of Pain and Symptom Management. 

2004;28(5):444. 

Reason for exclusion: African Americans only 

Campbell LC, Keefe FJ, Scipio C, McKee DC, Edwards CL, Herman SH, et al. Cancer. 

2007;109(Suppl2):424. 

Reason for exclusion: African Americans only 

Canada AL, Neese LE, Sui D, Schover LR. Cancer. Cancer. 2005;104(12):2700. 

Reason for exclusion: Couple focus but no specific outcomes for females 

Capistrant BD, Torres B, Merengwa E, West WG, Mitteldorf D, Rosser BRS. Psycho-

oncology. Psycho-Oncology. 2016;25(11):1336. 

Reason for exclusion: gay and bisexual men 

Chambers S.K., Chung E., Wittert G., Hyde MK. Translational Andrology and Urology. 

2017;6(1):68. 

Reason for exclusion: review on impact of PCa on men 
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Chambers SK, Hyde MK, Au AML, Ip D, Shum D, Dunn J. European Journal of Cancer 

Care. 2013;22(6):831. 

Reason for exclusion: chineese population only 

Chambers SK, Ng SK, Baade P, Aitken JF, Hyde MK, Wittert G, et al. Psycho-oncology. 

2017;26(10):1585. 

Reason for exclusion: Men only included 

Chambers SK, Schover L, Halford K, Clutton S, Ferguson M, Gordon L, et al. BMC Cancer. 

BMC Cancer. 2008;8. 

Reason for exclusion: protocol only - no results 

Chambers SK, Schover L, Halford K, Ferguson M, Gardiner RA, Occhipinti S, et al. Psycho-

oncology. 2013;22(2):479. 

Reason for exclusion: Assessing how volunteer peer support facilitators viewed the 

experience 

Chamie K, Kwan L, Connor SE, Zavala M, Labo J, Litwin MS. BJU international. BJU 

International. 2012;109(7):1012. 

Reason for exclusion: Men only included 

Chien C-H, Chuang C-K, Liu K-L, Huang X-Y, Pang S-T, Wu C-T, et al. Journal of Clinical 

Nursing. Journal of Clinical Nursing. 2017;26(23–24):5003. 

Reason for exclusion: Specifically exploring PCa in Asian communities 

Chien C-H, Chuang C-K, Liu K-L, Wu C-T, Pang S-T, Chang Y-H. European Journal of 

Oncology Nursing. European Journal of Oncology Nursing. 2018;37:11. 

Reason for exclusion: Specifically exploring PCa in Asian communities 

Chien CH, Chuang CK, Liu KL, Wu CT, Pang ST, Tsay PK, et al. European Journal of 

Cancer Care. European Journal of Cancer Care. 2018;27(2). 

Reason for exclusion: Specifically exploring PCa in Asian communities 

Chung E, Brock G. Journal of Sexual Medicine. Journal of Sexual Medicine. 

2013;10(SUPPL.):111. 

Reason for exclusion: just focusing on men (survivors) 

Ciaramella A, Poli P. Psycho-oncology. Psycho-Oncology. 2001;10(2):155. 

Reason for exclusion: Decision making for treatment 

Cirakoglu A, Benli E, Yuce A. International Braz J Urol. International Braz J Urol. 

2018;44(4):708. 

Reason for exclusion: causes of PCa 

Colbourne L. Chapter: The experience of treatment. Cancer nursing: Care in context, 2nd 

ed. 2008;217. 

Reason for exclusion: focusing on patient aspects of treatment pathway 
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Crowley SA, Foley SM, Wittmann D, Jagielski CH, Dunn RL, Clark PM, et al. Journal of 

Cancer Education. 2016;31(3):594. 

Reason for exclusion: specifically about survivors 

Curtis RC. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2001;61(7–B). 

Reason for exclusion: specifically about cancer survivors 

Daly MB. Journal of Genetic Counseling. 2009;18(1):48. 

Reason for exclusion: focus on men and genetic counseling 

Dasgupta P, Turrell G, Aitken JF, Baade PD. Cancer Epidemiology. Cancer Epidemiology. 

2016;41:23. 

Reason for exclusion: (FA) Impact of marital status on mortality of cancer patients 

Davison BJ, Matthew A, Elliott S, Breckon E, Griffin S. BJU international. BJU International. 

2012;110(10):1535. 

Reason for exclusion: prior to surgery/treatment 

Davison BJ, Oliffe JL, Pickles T, Mroz L. Oncology nursing forum. Oncology Nursing Forum. 

2009;36(1):96. 

Reason for exclusion: Men only included 

Diefenbach M, Wu L, Mohamed N, Lake J, Hall S. The Journal of urology. 2012;187(4):e405. 

Reason for exclusion: Focus on how opinions of female spouse impact men's QoL 

Dong X, Liu A. Journals of Gerontology - Series A Biological Sciences and Medical 

Sciences. Journals of Gerontology - Series A Biological Sciences and Medical Sciences. 

2017;72:S31. 

Reason for exclusion: cancer screening 

Donovan KA, Gonzalez BD, Nelson AM, Fishman MN, Zachariah B, Jacobsen PB. Psycho-

oncology. 2018;27(1):324. 

Reason for exclusion: Men only included 

Dubruille S, Libert Y, Merckaert I, Reynaert C, Vandenbossche S, Roos M, et al. Psycho-

oncology. 2015;24(3):301. 

Reason for exclusion: patients only 

Duimering A, Turner J, Chu KPM, Huang F, Severin DM, Ghosh S, et al. International journal 

of radiation oncology, biology, physics. 2017;99:S88. 

Reason for exclusion: Can't separate out PCa participants 

Dunn J, Casey C, Sandoe D, Hyde MK, Cheron-Sauer M-C, Lowe A, et al. European Journal 

of Cancer Care. European Journal of Cancer Care. 2018;27(2). 

Reason for exclusion: Not reflecting impact on females 

Elliott S, Matthew A. Sexual Medicine Reviews. Sexual Medicine Reviews. 2018;6(2):294. 

Reason for exclusion: Not reflecting impact on females 
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Ellis KR, Janevic MR, Kershaw T, Caldwell CH, Janz NK, Northouse L. Psycho-oncology. 

Psycho-Oncology. 2017;26(9):1323. 

Reason for exclusion: Can't separate out PCa participants 

Eton DT, Lepore SJ, Helgeson VS. Cancer. Cancer. 2005;103(11):2418. 

Reason for exclusion: time since diagnosis too short 

Ezer H, Chachamovich JLR, Chachamovich E. Psycho-oncology. 2011;20(2):164. 

Reason for exclusion: analysis on 'Couple' level rather than impact on male or female 

Ezer H, Chachamovich JR, Saad F, Aprikian A, Souhami L. Cancer nursing. Cancer 

Nursing. 2012;35(2):147. 

Reason for exclusion: Men only included 

Ezer H, Ricard N, Bouchard L, Souhami L, Saad F, Aprikian A, et al. International journal of 

nursing studies. 2006;43(7):838. 

Reason for exclusion: only at diagnosis and 3 months 

Fagundes CP, Berg CA, Wiebe DJ. Journal of Family Psychology. Journal of Family 

Psychology. 2012;26(2):253. 

Reason for exclusion: Immediately after diagnosis at treatment decision stage 

Fergus KD. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2004;65(1–B). 

Reason for exclusion: Dissertation (unavailable) 

Fode M, Sønksen J. Sexual Medicine Reviews. Sexual Medicine Reviews. 2014;2(1):46. 

Reason for exclusion: literature review on affects on men only 

Forbat L, Place M, Hubbard G, Leung H, Kelly D. Supportive Care in Cancer. Supportive 

Care in Cancer. 2014;22(2):415. 

Reason for exclusion: what gives impetus for men to attend GP 

Forbat L, Robertson J, McNamee P. Journal of Family Therapy. 2018;40(Suppl 1):S110. 

Reason for exclusion: Therapists views on use of manual for PCa couples 

Friedman DB, Johnson KM, Owens OL, Thomas TL, Dawkins DS, Gansauer L, et al. Journal 

of Cancer Education. Journal of Cancer Education. 2012;27(2):249. 

Reason for exclusion: Focus on how to promote communication between female 

partners and men to encourage participation in clinical trials 

Friedman DB, Thomas TL, Owens OL, Hebert JR. American Journal of Men’s Health. 

2012;6(6):484. 

Reason for exclusion: Focus on how to educate african american men about PCa 

Galvao DA, Newton RU, Girgis A, Lepore SJ, Stiller A, Mihalopoulos C, et al. Psycho-

oncology. 2018;27(1):207. 

Reason for exclusion: Men only included 
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Gambescia N, Sendak SK, Weeks G. Journal of Family Psychotherapy. Journal of Family 

Psychotherapy. 2009;20(2–3):240. 

Reason for exclusion: methods of treating ED 

Girodet M, Bouhnik A-D, Mancini J, Peretti-Watel P, Bendiane M-K, Ray-Coquard I, et al. 

Supportive Care in Cancer. 2019;27(7):2524. 

Reason for exclusion: Men only included 

Gittens HC. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2016;76(10-B(E). 

Reason for exclusion: PCa screening 

Goldzweig G, Baider L, Andritsch E, Rottenberg Y. Future Oncology. Future Oncology. 

2016;12(24):2809. 

Reason for exclusion: no specific cancer focus and only recruited age 80+ 

Goonewardene SS, Persad R, Young A, Grover L, Makar A. European Journal of Cancer 

Care. 2015;24(2):282. 

Reason for exclusion: Letter to editor, personal opinion on advice to PCa patients 

Green HJ, Wells DJN, Laakso L. European Journal of Cancer Care. European Journal of 

Cancer Care. 2011;20(2):247. 

Reason for exclusion: partners gender was not identified 

Grondhuis Palacios LA, Krouwel EM, den Oudsten BL, den Ouden MEM, Kloens GJ, van 

Duijn G, et al. Supportive Care in Cancer. Supportive Care in Cancer. 2018;26(12):4176. 

Reason for exclusion: Men only included 

Gulish LJ. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2002;63(1–B). 

Reason for exclusion: Dissertation (unavailable) 

Haahr M.K., Azawi N.H., Andersen L.G., Carlson S., Lund L. Sexual Medicine. 

2017;5(3):e162. 

Reason for exclusion: impact on patients 

Hallowell N, ArdernJones A, Eeles R, Foster C, Lucassen A, Moynihan C, et al. Journal of 

Genetic Counseling. 2005;14(3):217. 

Reason for exclusion: mens decision on genetic testing 

Hamilton K, Chambers SK, Legg M, Oliffe JL, Cormie P. Supportive Care in Cancer. 

Supportive Care in Cancer. 2015;23(1):142. 

Reason for exclusion: Men only included 

Hamm R., Terry T.R., Bates AS. Journal of Clinical Urology. 2017;10(4):405. 

Reason for exclusion: single male case study 

Hanisch LJ, Bryan CJ, James JL, Pisansky TM, Corbett TB, Parliament MB, et al. Supportive 

Care in Cancer. Supportive Care in Cancer. 2012;20(11):2850. 
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Reason for exclusion: Assessing efficacy of ED drugs 

Hanly N, Mireskandari S, Juraskova I. BMC Urology. BMC Urology. 2014;14(1). 

Reason for exclusion: Men only included 

Harden J, Falahee M, Bickes J, Schafenacker A, Walker J, Mood D, et al. Cancer nursing. 

Cancer Nursing. 2009;32(6):492. 

Reason for exclusion: Assessing an intervention 

Harju E, Rantanen A, Kaunonen M, Helminen M, Isotalo T, AstedtKurki P. International 

journal of nursing practice. 2017;23(5):9. 

Reason for exclusion: prior to treatment 

Harju E, Rantanen A, Kaunonen M, Helminen M, Isotalo T, Åstedt-Kurki P. International 

Journal of Urological Nursing. International Journal of Urological Nursing. 2017;11(2):81. 

Reason for exclusion: Examining QoL at time of diagnosis only 

Hawkins Y, Ussher J, Gilbert E, Perz J, Sandoval M, Sundquist K. Cancer nursing. Cancer 

Nursing. 2009;32(4):280. 

Reason for exclusion: only 6.5% of the sample had spouses with PCa 

Heckel L, Fennell KM, Reynolds J, Osborne RH, Chirgwin J, Botti M, et al. European journal 

of cancer. European Journal of Cancer. 2015;51(14):2057. 

Reason for exclusion: Only carers of newly diagnosed patients included 

Helgason AR, Dickman PW, Adolfsson J, Steineck G. Scandinavian journal of urology and 

nephrology. Scandinavian Journal of Urology and Nephrology. 2001;35(2):101. 

Reason for exclusion: Men only included 

Helgeson VS, Novak SA, Lepore SJ, Eton DT. Journal of Social and Personal Relationships. 

2004;21(1):68. 

Reason for exclusion: assessing impact on men 

Herzer M, Zakowski SG, Flanigan R, Johnson P. Journal of Behavioral Medicine. Journal of 

Behavioral Medicine. 2006;29(6):560. 

Reason for exclusion: No explicit focus on female partners/spouses 

Hoffer AP. Journal of sex & marital therapy. 2014;40(2):159. 

Reason for exclusion: book review 

Hohl DH, Knoll N, Wiedemann A, Keller J, Scholz U, Schrader M, et al. Annals of Behavioral 

Medicine. Annals of Behavioral Medicine. 2016;50(2):258. 

Reason for exclusion: focusing on patient aspects of treatment pathway 

Hollenbeck BK, Kaufman SR, Borza T, Yan P, Herrel LA, Miller DC, et al. Urology Practice. 

2017;4(6):461. 

Reason for exclusion: public healthcare systems research 

Holt CL, Le D, Saunders DR, Wang MQ, Slade JL, Muwwakkil B, et al. Journal of Cancer 

Education. 2015;30(3):534. 
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Reason for exclusion: prostate cancer screening rather than prostate cancer 

treatments 

Hopkinson JB, Brown JC, Okamoto I, Addington-Hall JM. Journal of pain and symptom 

management. Journal of Pain and Symptom Management. 2012;43(1):142. 

Reason for exclusion: Unable to extract PCa specific information from combined 

cancer types 

Hyde M.K., Zajdlewicz L., Wootten A.C., Nelson C.J., Lowe A., Dunn J., et al. Sexual 

Medicine. 2016;4(1):e17. 

Reason for exclusion: Men only included 

Hyde MK, Zajdlewicz L, Lazenby M, Dunn J, Laurie K, Lowe A, et al. European Journal of 

Cancer Care. 2019;28(1):10. 

Reason for exclusion: Assessing use of diagnostic tool 

Hélène Ezer, Nicole Ricard, Louise Bouchard, Souhami L, Saad F, Aprikian A, et al. 

International journal of nursing studies. International Journal of Nursing Studies. 

2006;43(7):838. 

Reason for exclusion: Duplicate - surname Ezer 

Illingworth N, Forbat L, Hubbard G, Kearney N. European Journal of Oncology Nursing. 

European Journal of Oncology Nursing. 2010;14(1):28. 

Reason for exclusion: multiple cancer types included but only 6.6% with PCa 

Incrocci L. Sexologies. 2006;15(2):120. 

Reason for exclusion: impact on patients 

Incrocci L. Translational Andrology and Urology. 2015;4(2):130. 

Reason for exclusion: examining medical intervention for ED 

Isa MR, Moy FM, Abdul Razack AH, Md Zainuddin Z, Zainal NZ. Iranian Journal of Public 

Health. Iranian Journal of Public Health. 2013;42(3):248. 

Reason for exclusion: anxiety levels in cancer patients 

Jackson DD, Owens OL, Friedman DB, DuboseMorris R. Journal of Cancer Education. 

2015;30(4):785. 

Reason for exclusion: cancer education 

James A. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2016;76(11-B(E). 

Reason for exclusion: cancer screening 

Jannini EA, Fisher WA, Bitzer J, McMahon CG. Journal of Sexual Medicine. 

2009;6(10):2648. 

Reason for exclusion: only very brief mention of prostate cancer, focus on sex as 

recreation to promote well being 
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Jarzemski P., Brzoszczyk B., Popiolek A., StachowiczKarpinska A., Golota S., Bielinski M., 

et al. Neuropsychiatric Disease and Treatment. 2019;15:829. 

Reason for exclusion: impact on patients 

Johansen S, Cvancarova M, Ruland C. Cancer nursing. 2018;41(2):99. 

Reason for exclusion: Only measured at time of diagnosis 

Jones RA, Hollen PJ, Wenzel J, Weiss G, Song D, Sims T, et al. Cancer nursing. Cancer 

Nursing. 2018;41(1):10. 

Reason for exclusion: use of a decision aid, not relevant 

Kamen C, Mustian KM, Heckler C, Janelsins MC, Peppone LJ, Mohile S, et al. Journal of 

Cancer Survivorship. Journal of Cancer Survivorship. 2015;9(3):499. 

Reason for exclusion: Men only included 

Kao Y.L., Tsai Y.S., Ou F.Y., Syu Y.J., Ou C.H., Yang W.H., et al. Urological Science. 

2015;26(4):258. 

Reason for exclusion: Men only included 

Katz A, Dizon DS. Journal of Sexual Medicine. 2016;13(1):78. 

Reason for exclusion: focus on male sexuality, review of existing literature to develop 

biopsychosocial theory. No partners included, just mentioned 

Kaòpua LSI, Gotay CC, Boehm PS. Health and Social Work. Health and Social Work. 

2007;32(1):38. 

Reason for exclusion: duplicate 

Ka’opua LSI, Gotay CC, Hannum M, Bunghanoy G. Health and Social Work. Health and 

Social Work. 2005;30(2):154. 

Reason for exclusion: Pacific islander population only 

Keller J, Burkert S, Wiedemann AU, Luszczynska A, Schrader M, Knoll N. Rehabilitation 

Psychology. 2015;60(3):231. 

Reason for exclusion: effect on patients only 

Keller J, Wiedemann AU, Hohl DH, Scholz U, Burkert S, Schrader M, et al. British Journal of 

Health Psychology. British Journal of Health Psychology. 2017;22(1):59. 

Reason for exclusion: effect on patients only 

Keogh JWL, Patel A, MacLeod RD, Masters J. European Journal of Cancer Care. 

2014;23(2):273. 

Reason for exclusion: No partners included 

King AJL, Evans M, Moore THM, Paterson C, Sharp D, Persad R, et al. European Journal of 

Cancer Care. 2015;24(5):634. 

Reason for exclusion: Men only included 

Kirschning S., Von Kardorff E. Journal of Public Health. 2008;16(2):143. 

Reason for exclusion: patient use of internet only 



200 
 

 

Klaeson K, Sandell K, Bertero CM. Qualitative health research. 2012;22(9):1194. 

Reason for exclusion: Men only included 

Knight SJ, Chmiel JS, Sharp LK, Kuzel T, Nadler RB, Fine R, et al. Urology. Urology. 

2001;57(2):280. 

Reason for exclusion: focus on economic status related to health costs and QoL (not 

applicable in UK) 

Knoll N, Burkert S, Kramer J, Roigas J, Gralla O. Journal of Sexual Medicine. Journal of 

Sexual Medicine. 2009;6(5):1450. 

Reason for exclusion: impact on patients 

Knoll N, Burkert S, Scholz U, Roigas J, Gralla O. Anxiety, Stress and Coping. Anxiety, 

Stress and Coping. 2012;25(3):307. 

Reason for exclusion: impact on patients 

Krupski TL, Litwin MS. Chapter: Medical and psychosocial issues in prostate cancer 

survivors. Cancer survivorship: Today and tomorrow. 2007;156. 

Reason for exclusion: Male focus 

Levenson FB, Levenson MD, Ventegodt S, Ventegodt S, Ventegodt S, Ventegodt S, et al. 

International Journal on Disability and Human Development. International Journal on 

Disability and Human Development. 2009;8(3):310. 

Reason for exclusion: psychodynamic therapy, not couples 

Lim J, Shon E. Oncology nursing forum. 2016;43(4):488. 

Reason for exclusion: looking a family and very much male focused 

Mah K, Bezjak A, Loblaw DA, Gotowiec A, Devins GM. Journal of Cancer Survivorship. 

2011;5(1):26. 

Reason for exclusion: only cancer patients surveyed 

Maliski SL, Heilemann MV, McCorkle R. Nursing research. 2002;51(6):397. 

Reason for exclusion: Pre-treatment only 

Mallapareddi A, Ruterbusch J, Reamer E, Eggly S, Xu J. Family practice. 2017;34(1):97. 

Reason for exclusion: focus on making treatment choices rather than impact of 

cancer 

Marcus J, Thompson I. Chapter: The psychological aspects of sexual dysfunction associated 

with the treatment of prostate cancer. Psychological sexual dysfunctions. 2008;163. 

Reason for exclusion: Book chapter with very general information 

Martin AD, Nakamura LY, Nunez RN, Wolter CE, Humphreys MR, Castle EP. Journal of 

Urology. Journal of Urology. 2011;186(1):208. 

Reason for exclusion: Men only included 

Martin E, Bulsara C, Battaglini C, Hands B, Naumann FL. Journal of Psychosocial Oncology. 

2015;33(6):634. 



201 
 

 

Reason for exclusion: impact on patients 

Mason TM. Cancer nursing. 2008;31(1):37. 

Reason for exclusion: Day 1 post Brachytherapy only 

Mason TM. Oncology nursing forum. Oncology Nursing Forum. 2005;32(3):563. 

Reason for exclusion: at 2 days post surgery only 

McCaughan E, Prue G, McSorley O, Northouse L, Schafenacker A, Parahoo K. Journal of 

advanced nursing. 2013;69(11):2583. 

Reason for exclusion: protocol only - no results 

McFall SL, Mullen PD, Byrd TL, Cantor SB, Le Y, TorresVigil I, et al. Health Expectations: An 

International Journal of Public Participation in Health Care & Health Policy. 2015;18(6):2090. 

Reason for exclusion: impact on patients 

Meiser B, Cowan R, Costello A, Giles GG, Lindeman GJ, Gaff CL. Urology. Urology. 

2007;70(4):742. 

Reason for exclusion: prostate cancer screening rather than prostate cancer 

treatments 

Menichetti J., Valdagni R., Bellardita L. Translational Andrology and Urology. 2018;7(1):169. 

Reason for exclusion: Men only included 

Minkin MJ. Maturitas. Maturitas. 2016;83:32. 

Reason for exclusion: Physiological aging and sexuality 

Mitschke DB, Kang S. Journal of Social Service Research. 2012;38(3):426. 

Reason for exclusion: focus on ethnic minorities 

Mitschke DB. Social work in health care. Social Work in Health Care. 2009;48(2):206. 

Reason for exclusion: focus on ethnic minorities 

Molton IR, Siegel SD, Penedo FJ, Dahn JR, Kinsinger D, Traeger LN, et al. Journal of 

psychosomatic research. 2008;64(5):536. 

Reason for exclusion: CBT for males 

Moon S, Jin J, Cheon SH, Park S, Kim S-H. Contemporary Nurse. Contemporary Nurse. 

2018;54(2):181. 

Reason for exclusion: Men only included 

Morris BB, Farnan L, Song L, Addington EL, Chen RC, Nielsen ME, et al. Cancer. Cancer. 

2015;121(12):2035. 

Reason for exclusion: Men only included 

Mroz LW, Chapman GE, Oliffe JL, Bottorff JL. American Journal of Men’s Health. 

2011;5(2):187. 

Reason for exclusion: Focus on Diet 

Mroz LW, Robertson S. Appetite. 2015;84:119. 

Reason for exclusion: Focus on Diet 
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Myers Virtue S, Manne SL, Kashy D, Heckman CJ, Zaider T, Kissane DW, et al. European 

Journal of Cancer Care. European Journal of Cancer Care. 2015;24(6):839. 

Reason for exclusion: Couple concordance for healthy lifestyle after cancer 

Naccarato AMEP, Consuelo Souto S, Matheus WE, Ferreira U, Denardi F. Aging Male. 

Aging Male. 2018; 

Reason for exclusion: Men only included 

Nam S, Han SH, Gilligan M. The Gerontologist. 2019;59(1):77. 

Reason for exclusion: couples preventative health behaviours 

Navon L, Morag A. European Journal of Oncology Nursing. European Journal of Oncology 

Nursing. 2003;7(2):80. 

Reason for exclusion: mens experiences 

Nelson CJ, Choi JM, Mulhall JP, Roth AJ. Journal of Sexual Medicine. 2007;4(5):1427. 

Reason for exclusion: survey with men only 

Nilsson AE, Carlsson S, Johansson E, Jonsson MN, Adding C, Nyberg T, et al. Journal of 

Sexual Medicine. 2011;8(9):2639. 

Reason for exclusion: Men only included 

No authorship  indicated. Rehabilitation Psychology. 2015;60(3). 

Reason for exclusion: correction 

Northouse L, Schafenacker A, Barr KLC, Katapodi M, Yoon H, Brittain K, et al. Cancer 

nursing. 2014;37(5):330. 

Reason for exclusion: Can't separate out PCa participants 

Northouse LL, Mood DW, Schafenacker A, Kalemkerian G, Zalupski M, LoRusso P, et al. 

Psycho-oncology. 2013;22(3):563. 

Reason for exclusion: Can't separate out PCa participants 

Northouse LL, Rosset T, Phillips L, Mood D, Schafenacker A, Kershaw T. Research in 

nursing & health. 2006;29(3):211. 

Reason for exclusion: how to recruit participants 

Oba A, Nakaya N, Saito-Nakaya K, Hasumi M, Takechi H, Arai S, et al. Japanese journal of 

clinical oncology. 2017;47(8):742. 

Reason for exclusion: Assesses impact up to 6 months post diagnosis only 

Oh S. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2009;70(5–B). 

Reason for exclusion: Study only up to 3 months post surgery 

Orri M, Sibeoni J, Bousquet G, Labey M, Gueguen J, Laporte C, et al. Oncotarget. 

Oncotarget. 2017;8(13):22122. 

Reason for exclusion: only 1 patient/partner couple with prostate cancer included in 

the study 
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Owen JE. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2004;64(8–B). 

Reason for exclusion: women with breast cancer and men with prostate cancer - not 

partners of each 

Owens OL, Jackson DD, Thomas TL, Friedman DB, Hebert JR. International Journal of 

Men’s Health. 2015;14(1):70. 

Reason for exclusion: women influencing/educating men on cancer related decision 

making 

O’Brien R, Rose P, Campbell C, Weller D, Neal RD, Wilkinson C, et al. Patient education 

and counseling. 2011;84(2):207. 

Reason for exclusion: patients only 

O’Callaghan C, Dryden T, Hyatt A, Brooker J, Burney S, Wootten AC, et al. Psycho-

oncology. 2014;23(12):1398. 

Reason for exclusion: Active surveillance only 

O’Rourke ME, Germino BB. Journal of Family Nursing. 2000;6(3):251. 

Reason for exclusion: Decision making for treatment 

Palmer Kelly E, Agne JL, Meara A, Pawlik TM. Supportive Care in Cancer. Supportive Care 

in Cancer. 2019;27(4):1244. 

Reason for exclusion: Treatment decision making 

Parahoo K, McKenna S, Prue G, McSorley O, McCaughan E. Journal of advanced nursing. 

2017;73(7):1631. 

Reason for exclusion: Focus of investigation were facilitators delivering interventions 

Passik SD, Kirsh KL. Palliative & supportive care. Palliative & supportive care. 

2005;3(4):279. 

Reason for exclusion: Can't extract separate information on PCa 

Pearce S.M., Wang C.H.E., Victorson D.E., Helfand B.T., Novakovic K.R., Brendler C.B., et 

al. Sexual Medicine. 2015;3(3):164. 

Reason for exclusion: patients only 

Peeters CA. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2009;70(4–B). 

Reason for exclusion: focused on mens thoughts on body image, minimal mention of 

partners 

Penedo FJ, Antoni MH, Schneiderman N. (2008).Cognitive-behavioral stress management 

for prostate cancer recovery: Workbook.vii, 152 pp. 

Reason for exclusion: workbook for mens recovery 

Penson DF. Urologic Oncology: Seminars and Original Investigations. Urologic Oncology: 

Seminars and Original Investigations. 2006;24(5). 
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Reason for exclusion: impact on patients 

Perez MA. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2001;62(6–B). 

Reason for exclusion: Dissertation - unavailable 

Petry H, Berry DL, Spichiger E, Kesselring A, Gasser TC, Sulser T, et al. International 

journal of nursing studies. International Journal of Nursing Studies. 2004;41(5):513. 

Reason for exclusion: 8 week follow-up...not long enough for chronic side-effects to 

establish 

Phillips C, Gray RE, Fitch MI, Labrecque M, Fergus K, Klotz L. Cancer practice. Cancer 

Practice. 2000;8(4):171. 

Reason for exclusion: programme for men 

Phillips C. Early Postsurgery Experience of Prostate Cancer Patients and Spouses. Cancer 

Practice. 2000;8:165–71. 

Reason for exclusion: Impact over first 8-10 weeks only 

Pillay B, Moon D, Love C, Meyer D, Ferguson E, Crowe H, et al. Journal of Sexual Medicine. 

Journal of Sexual Medicine. 2017;14(12):1620. 

Reason for exclusion: Men only included 

Pitceathly C, Maguire P. European journal of cancer. European Journal of Cancer. 

2003;39(11):1524. 

Reason for exclusion: Can't separate out PCa participants 

Porter LS, Gao X, Lyna P, Kraus W, Olsen M, Patterson E, et al. Health Psychology. 

2018;37(9):865. 

Reason for exclusion: Assessing efficacy of possible intervention tool 

Pozet A, Lejeune C, Bonnet M, Dabakuyo S, Dion M, Fagnoni P, et al. Trials. Trials. 

2016;17(1). 

Reason for exclusion: study protocol 

Primeau C, Paterson C, Nabi G. Oncology nursing forum. 2017;44(6):E249. 

Reason for exclusion: Metastatic prostate cancer 

Queenan JA, FeldmanStewart D, Brundage M, Groome PA. European Journal of Cancer 

Care. 2010;19(2):259. 

Reason for exclusion: functional support and social support measured in men after 

XRT 

Reese JB. Current opinion in oncology. Current Opinion in Oncology. 2011;23(4):321. 

Reason for exclusion: impact on patients 

Regan T, Levesque JV, Lambert SD, Kelly B. PLoS ONE. PLoS ONE. 2015;10(7). 

Reason for exclusion: Can't separate out PCa participants 
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Rice L.J., Jefferson M., Briggs V., Delmoor E., Johnson J.C., GattoniCelli S., et al. 

Preventive Medicine Reports. 2017;7:6. 

Reason for exclusion: Men only included 

Riechers EA. Urologic nursing : official journal of the American Urological Association Allied. 

Urologic nursing : official journal of the American Urological Association Allied. 

2004;24(1):“29, 38.” 

Reason for exclusion: Point of diagnosis only 

Robertson J, McNamee P, Molloy G, Hubbard G, McNeill A, Bollina P, et al. Journal of 

Sexual Medicine. Journal of Sexual Medicine. 2016;13(8):1242. 

Reason for exclusion: Therapists views on use of manual for PCa couples 

Robertson JM, Molloy GJ, Bollina PR, Kelly DM, McNeill SA, Forbat L. Trials. Trials. 

2014;15(1). 

Reason for exclusion: Trial Protocol only; results of trial in later paper 

Rossen S, Hansen-Nord NS, Kayser L, Borre M, Borre M, Larsen RG, et al. Cancer nursing. 

Cancer Nursing. 2016;39(2):E9. 

Reason for exclusion: Cannot retrieve full text 

Rot I, Ogah I, Wassersug RJ. European Journal of Cancer Care. 2012;21(6):775. 

Reason for exclusion: Health literacy for treatment decision making 

Rot I., Wassersug R.J., Walker LM. Translational Andrology and Urology. 2016;5(2):247. 

Reason for exclusion: Spouses not considered 

Sadler GR, Ko CM, Malcarne VL, Banthia R, Gutierrez I, Varni JW. Contemporary Clinical 

Trials. Contemporary Clinical Trials. 2007;28(4):432. 

Reason for exclusion: cost associated with clinical trial recruitment 

Salonia A, Zanni G, Gallina A, Briganti A, Saccà A, Suardi N, et al. Journal of Sexual 

Medicine. Journal of Sexual Medicine. 2009;6(12):3355. 

Reason for exclusion: explaining difficulties in recruiting couples for study 

Sanda MG, Sandler HM, Wei JT. The New England journal of medicine. 2008;359(2):202. 

Reason for exclusion: comment in reply to critique of study 

Schindler I, Berg CA, Butler JM, Fortenberry KT, Wiebe DJ. Journals of Gerontology - Series 

B Psychological Sciences and Social Sciences. Journals of Gerontology - Series B 

Psychological Sciences and Social Sciences. 2010;65 B(4):424. 

Reason for exclusion: At 2 weeks post diagnosis/treatment 

Scholz U, Knoll N, Roigas J, Gralla O. Anxiety, Stress & Coping: An International Journal. 

2008;21(3):241. 

Reason for exclusion: assessed the social support given to men 

Schumm K, Skea Z, McKee L, N’Dow J. Health Expectations. Health Expectations. 

2010;13(4):349. 
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Reason for exclusion: Decision making for treatment 

Seftel AD. Journal of Urology. Journal of Urology. 2015;194(1):168. 

Reason for exclusion: Cannot retrieve full text 

Sharpley CF, Bitsika V, Christie DRH. American Journal of Men’s Health. American Journal 

of Men’s Health. 2018;12(5):1509. 

Reason for exclusion: Men only included 

Sharpley CF, Bitsika V, Christie DRH. Journal of Men’s Health. 2009;6(4):353. 

Reason for exclusion: only men surveyed 

Sharpley CF, Bitsika V, Christie DRH. Journal of Men’s Health. 2011;8(1):65. 

Reason for exclusion: only men included 

Sharpley CF, Bitsika V, Wootten AC, Christie DRH. European Journal of Cancer Care. 

2014;23(4):552. 

Reason for exclusion: Men only included 

Sharpley CF, Wootten AC, Bitsika V, Christie DRH. American Journal of Mens Health. 

2013;7(5):422. 

Reason for exclusion: Men only included 

Shaw EK, Scott JG, Ferrante JM. American Journal of Men’s Health. 2013;7(6):471. 

Reason for exclusion: Men only included 

Siegel SD, Molton I, Penedo FJ, Llabre MM, Kinsinger DP, Traeger L, et al. Journal of 

personality assessment. Journal of Personality Assessment. 2007;89(3):309. 

Reason for exclusion: mens experiences 

Simkins BC. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2002;63(5–B). 

Reason for exclusion: interviews with men 

Smith DH. Dissertation Abstracts International Section A: Humanities and Social Sciences. 

2014;74(10-A(E). 

Reason for exclusion: Cannot retrieve full text 

Soloway CT, Soloway MS, Kim SS, Kava BR. BJU international. 2005;95(6):785. 

Reason for exclusion: prior to diagnosis 

Song L. Dissertation Abstracts International: Section B: The Sciences and Engineering. 

2010;70(10–B). 

Reason for exclusion: Dissertation abstract only - unable to contact author 

Stinesen Kollberg K, Thorsteinsdottir T, Wilderang U, Hugosson J, Wiklund P, Bjartell A, et 

al. Psycho-oncology. 2018;27(2):675. 

Reason for exclusion: mens experiences 

Sunny L, Hopfgarten T, Adolfsson J, Steineck G. BJU international. BJU International. 

2007;99(6):1397. 
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Reason for exclusion: Men only included 

Syme ML, Klonoff EA, MacEra CA, Brodine SK. Journals of Gerontology - Series B 

Psychological Sciences and Social Sciences. Journals of Gerontology - Series B 

Psychological Sciences and Social Sciences. 2013;68(3):332. 

Reason for exclusion: only brief mention of prostate cancer 

Symes Y, Song L, Heineman RG, Barbosa BD, Tatum K, Greene G, et al. Oncology nursing 

forum. Oncology Nursing Forum. 2015;42(6):679. 

Reason for exclusion: Decision making for treatment 

Torssander J. Social Science and Medicine. Social Science and Medicine. 2014;122:156. 

Reason for exclusion: Relationship of socioeconomic status of adults and their 

parents longevity 

Tsukinoki R, Murakami Y. European journal of epidemiology. European Journal of 

Epidemiology. 2013;28(1):270. 

Reason for exclusion: Conference proceedings, cannot locate 

Tucker SR, Speer SA, Peters S. Social science & medicine. 2016;163:88. 

Reason for exclusion: mens experiences 

Ussher JM, Perz J, Kellett A, Chambers S, Latini D, Davis ID, et al. Journal of Sexual 

Medicine. Journal of Sexual Medicine. 2016;13(3):434. 

Reason for exclusion: gay and bisexual men 

Ussher JM, Perz J, Rose D, Dowsett GW, Chambers S, Williams S, et al. Archives of Sexual 

Behavior. Archives of Sexual Behavior. 2017;46(7):2057. 

Reason for exclusion: gay and bisexual men 

Volk RJ, Cantor SB, Cass AR, Spann SJ, Weller SC, Krahn MD. Journal of General Internal 

Medicine. 2004;19(4):348. 

Reason for exclusion: prostate cancer screening 

Wainrib BR, Haber S. (2000).Men, women, and prostate cancer: A medical and 

psychological guide for women and the men they love.287 pp. 

Reason for exclusion: Book review 

Walker LM, Hampton A, Robinson JW. Psycho-oncology. Psycho-Oncology. 2014;23(3):349. 

Reason for exclusion: Evaluation of questionnaire 

Wall DP, Kristjanson LJ, Fisher C, Boldy D, Kendall GE. Cancer nursing. 2013;36(6):E50. 

Reason for exclusion: men interviewed 

Walsh-Childers K, Odedina F, Poitier A, Kaninjing E, Taylor G. American Journal of Men’s 

Health. American Journal of Men’s Health. 2018;12(5):1745. 

Reason for exclusion: educating patients 

Walshe C, Roberts D, Appleton L, Calman L, Large P, LloydWilliams M, et al. PLoS ONE. 

2017;12(1). 
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Reason for exclusion: less than 25% PCa participants 

Weber BA, Roberts BL, Yarandi H, Mills TL, Chumbler NR, Wajsman Z. Journal of aging and 

health. 2007;19(4):645. 

Reason for exclusion: men partnered with other male patients 

White ID. Clinical oncology. Clinical Oncology. 2015;27(11):655. 

Reason for exclusion: Focus on patient 

Wiechno PJ, Sadowska M, Kalinowski T, Michalski W, Demkow T. Psycho-oncology. 

2013;22(2):351. 

Reason for exclusion: Focus on patient 

Willette-Murphy K, Lee KA, Dodd M, West C, Aouizerat BE, Paul S, et al. JOGNN - Journal 

of Obstetric, Gynecologic, and Neonatal Nursing. JOGNN - Journal of Obstetric, 

Gynecologic, and Neonatal Nursing. 2009;38(3):374. 

Reason for exclusion: measurements at beginning of XRT only 

Williams PV. Dissertation Abstracts International Section A: Humanities and Social 

Sciences. 2015;75(8-A(E). 

Reason for exclusion: prostate cancer screening rather than prostate cancer 

treatments 

Wilson KA, Dowling AJ, Abdolell M, Tannock IF. Quality of Life Research: An International 

Journal of Quality of Life Aspects of Treatment, Care & Rehabilitation. 2000;9(9):1052. 

Reason for exclusion: Patients with metastatic disease only 

Wittmann D, Carolan M, Given B, Skolarus TA, Crossley H, An L, et al. Journal of Sexual 

Medicine. Journal of Sexual Medicine. 2015;12(2):504. 

Reason for exclusion: 3 months post surgery only 

Wittmann D, Mehta A, Northouse L, Dunn R, Braun T, Duby A, et al. BMC Cancer. BMC 

Cancer. 2017;17(1). 

Reason for exclusion: protocol only - no results 

Wootten AC, Burney S, Foroudi F, Frydenberg M, Coleman G, Ng KT. Psycho-oncology. 

2007;16(11):1002. 

Reason for exclusion: only considers men 

Wootten AC, Siddons HM. Prostate Cancer: A Comprehensive Perspective. Prostate 

Cancer: A Comprehensive Perspective. 2013;1080. 

Reason for exclusion: Book chapter - cannot locate 

Wu LM, Mohamed NE, Winkel G, Diefenbach MA. Psychology and Health. Psychology and 

Health. 2013;28(4):368. 

Reason for exclusion: impact on patients 

Xiao Y., Zheng L., Mei Z., Xu C., Liu C., Chu X., et al. Oncotarget. 2017;8(59):100458. 

Reason for exclusion: Men only included 
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Zaider T, Manne S, Nelson C, Mulhall J, Kissane D. Journal of Sexual Medicine. Journal of 

Sexual Medicine. 2012;9(10):2732. 

Reason for exclusion: Men only included 

Zakowski SG, Harris C, Krueger N, Laubmeier KK, Garrett S, Flanigan R, et al. British 

Journal of Health Psychology. 2003;8(3):286. 

Reason for exclusion: male cancer patients and female cancer patients included - no 

spouses 

Zimmermann T, Herschbach P, Wessarges M, Heinrichs N. Behavioral Medicine. Behavioral 

Medicine. 2011;37(3):104. 

Reason for exclusion: Can't separate out PCa participants 

van Dam D, Wassersug RJ, Hamilton LD. Psycho-oncology. Psycho-Oncology. 2016;856. 

Reason for exclusion: effect on patients only 

van Leeuwen M, Kieffer JM, Efficace F, Fosså SD, Bolla M, Collette L, et al. Health and 

Quality of Life Outcomes. Health and Quality of Life Outcomes. 2017;15(1). 

Reason for exclusion: testing HRQoL validity 
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Appendix 5.6 Appraisal of Included Studies 
Critical Appraisal Results 

Table: Analytical Cross-Sectional Study 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 

Baider L, 

EverHadani P, 

Goldzweig G, 

Wygoda MR, 

Peretz T. 

2003. 

Y Y Y Y N N Y Y 

Dorros SM, 

Segrin C, 

Badger TA. 

2017. 

Y Y Y Y N N Y Y 

Dorros SM. 

2011. 

Y Y Y Y N N Y Y 

DuBenske LL, 

Chih M, 

Gustafson DH, 

Dinauer S, 

Cleary JF. 

2010. 

Y Y Y Y N N Y Y 

Eisemann N, 

Waldmann A, 

Rohde V, 

Katalinic A. 

2014. 

Y N Y Y U U Y Y 

Elliott (nee 

Murray) K-EJ, 

Scott JL, 

Monsour M, 

Nuwayhid F. 

2015. 

Y Y Y Y Y N Y Y 

Galbraith ME, 

Pedro LW, 

Y Y Y Y Y Y Y Y 
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Jaffe AR, Allen 

TL. 2008. 

Garos S, 

Kluck A, 

Aronoff D. 

2007. 

N N Y Y N N Y Y 

Gottlieb BH, 

Maitland SB, 

Brown J. 

2014. 

Y Y Y Y U U Y Y 

Greeff A, Thiel 

C. 2012. 

Y Y Y Y N N Y Y 

Harden J, 

Sanda MG, 

Wei JT, 

Yarandi HN, 

Hembroff L, 

Hardy J, et al. 

2013. 

Y Y Y Y U U Y Y 

Harden J, 

Northouse L, 

Cimprich B, 

Pohl JM, Liang 

J, Kershaw T. 

2008. 

Y N Y Y N N Y Y 

Harden JK, 

Sanda MG, 

Wei JT, 

Yarandi H, 

Hembroff L, 

Hardy J, et al. 

2013. 

Y Y Y Y Y N Y Y 

Harju E, 

Rantanen A, 

Helminen M, 

Kaunonen M, 

Y N Y Y Y N Y Y 
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Isotalo T, 

AstedtKurki P. 

2018. 

Hyde MK, 

Legg M, 

Occhipinti S, 

Lepore SJ, 

Ugalde A, 

Zajdlewicz L, 

et al. 2018. 

Y Y Y Y N N Y Y 

Ihrig A, 

Renner T, 

Muck T, Maatz 

P, Borkowetz 

A, Keck B, et 

al. 2019. 

Y Y Y Y N N Y Y 

Kim Y, Kashy 

DA, Wellisch 

DK, Spillers 

RL, Kaw CK, 

Smith TG. 

2008. 

Y Y Y Y N N Y Y 

Lafaye A, Petit 

S, Richaud P, 

Houede N, 

Baguet F, 

CoussonGelie 

F. 2014. 

Y Y Y Y N N Y Y 

Lehto U, 

Aromaa A, 

Tammela TL. 

2018. 

Y Y Y Y N N Y Y 

Lim J-W, Shon 

E-J. 2018. 

Y Y Y Y N N Y Y 

Manne S, 

Kashy DA, 

Y Y Y Y N N Y Y 
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Zaider T, Lee 

D, Kim IY, 

Heckman C, et 

al. 2018. 

Manne S, 

Badr H, Zaider 

T, Nelson C, 

Kissane D. 

2010. 

Y Y Y Y N N Y Y 

Manne SL, 

Kissane D, 

Zaider T, 

Kashy D, Lee 

D, Heckman 

C, et al. 2015. 

Y Y Y Y N N Y Y 

Merz EL, 

Malcarne VL, 

Koa CM, 

Sadler M, 

Kwack L, 

Varnief JW, et 

al. 2011. 

Y Y Y Y N N Y Y 

Ramsey SD, 

Zeliadt SB, 

Blough DK, 

Moinpour CM, 

Hall IJ, Smith 

JL, et al. 2013. 

Y Y Y Y N N Y Y 

Rees CE, 

Sheard CE, 

Echlin K. 

2003. 

Y Y Y Y N N Y Y 

Regan TW, 

Lambert SD, 

Kelly B, 

McElduff P, 

Y Y Y Y N N Y Y 
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Girgis A, 

Kayser K, et 

al. 2014. 

Ross KM, 

Ranby KW, 

Wooldridge 

JS, Robertson 

C, Lipkus IM. 

2016. 

Y Y Y Y N N Y Y 

Sanda MG, 

Dunn RL, 

Michalski J, 

Sandler HM, 

Northouse L, 

Hembroff L, et 

al. 2008. 

Y Y Y Y Y U Y Y 

Segrin C, 

Badger TA. 

2010. 

Y Y Y Y N N Y Y 

Shindel A, 

Quayle S, Yan 

Y, Husain A, 

Naughton C. 

2005. 

Y Y Y Y N N Y Y 

Song L, 

Northouse LL, 

Zhang L, 

Braun TM, 

Cimprich B, 

Ronis DL, et 

al. 2012. 

Y Y Y Y N N Y Y 

Song L, 

Northouse LL, 

Braun TM, 

Zhang L, 

Cimprich B, 

Y Y Y Y N N Y Y 
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Ronis DL, et 

al. 2011. 

Thornton AA, 

Perez MA. 

2006. 

Y Y Y Y N N Y Y 

Thornton AA, 

Perez MA, 

Meyerowitz 

BE. 2004. 

Y Y Y Y Y U Y Y 

Thornton AA. 

2002. 

Y Y Y Y Y U Y Y 

Turner D, 

Adams E, 

Boulton M, 

Harrison S, 

Khan N, Rose 

P, et al. 2013. 

Y Y Y Y N N Y Y 

van de Wal M, 

Langenberg S, 

Gielissen M, 

Thewes B, van 

Oort I, Prins J. 

2017. 

Y Y Y Y Y U Y Y 

Walker LM, 

King N, 

Kwasny Z, 

Robinson JW. 

2017. 

Y N Y Y N N Y Y 

Wilson SJ, 

Barrineau MJ, 

Butner J, Berg 

CA. 2014. 

Y Y Y Y U N Y Y 

Wittmann D. 

2014. 

Y Y Y Y N N Y Y 

Yiou R, 

Ebrahiminia V, 

Y Y Y Y N N Y Y 
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Mouracade P, 

Lingombet O, 

Abbou C. 

2013. 

Yoshimoto 

SM, Ghorbani 

S, Baer JM, 

Cheng KW, 

Banthia R, 

Malcarne VL, 

et al. 2006. 

Y Y Y Y N N Y Y 

Zhou ES. 

2013. 

Y Y Y Y Y Y Y Y 

Zhou ES, Kim 

Y, Rasheed M, 

Benedict C, 

Bustillo NE, 

Soloway M, et 

al. 2011. 

Y Y Y Y N N Y Y 

Chambers SK, 

Schover L, 

Nielsen L, 

Halford K, 

Clutton S, 

Gardiner RA, 

et al. 2013. 

Y N Y Y N N Y Y 

Grondhuis 

Palacios LA, 

den Ouden 

MEM, den 

Oudsten BL, 

Putter H, 

Pelger RCM, 

Elzevier HW. 

2019. 

Y Y Y Y Y Y Y Y 
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Gustavsson-

Lilius M, 

Julkunen J, 

Keskivaara P, 

Hietanen P. 

2007. 

Y N Y Y N N Y Y 

Hampton AJD, 

Walker LM, 

Beck A, 

Robinson JW. 

2013. 

Y N Y Y N N Y Y 

Lim J-W, Shon 

E-J, Paek M, 

Daly B. 2014. 

Y Y Y Y N N Y Y 

Lim J-W. 

2019. 

Y N Y Y N N Y Y 

Mayes JM, 

Mouraviev V, 

Tsivian M, 

Krupski TL, 

Donatucci CF, 

Polascik TJ. 

2009. 

Y Y Y Y N N Y Y 

Song L, Rini 

C, Ellis KR, 

Northouse LL. 

2016. 

Y Y Y Y N N Y Y 

Virtue SM, 

Manne SL, 

Kashy D, 

Heckman CJ, 

Zaider T, 

Kissane DW, 

et al. 2015. 

Y Y Y Y N N Y Y 

Walker LM, 

Santos-

Y Y Y Y N U Y Y 
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Iglesias P, 

Robinson J. 

2018. 

Winters-Stone 

KM, Lyons KS, 

Bennett JA, 

Beer TM. 

2014. 

Y Y Y Y N N Y Y 

Wood A, 

Barden S, 

Terk M, 

Cesaretti J. 

2019. 

Y Y Y Y N N Y Y 

Knoll N, 

Wiedemann 

AU, Schrader 

M, Felber J, 

Burkert S, 

Daig I, et al. 

2015. 

Y Y Y Y U U Y Y 

Kershaw TS, 

Mood DW, 

Newth G, 

Ronis DL, 

Sanda MG, 

Vaishampayan 

U, et al. 2008. 

Y Y Y Y N N Y Y 

Song L, Rini 

C, Deal AM, 

Nielsen ME, 

Chang H, 

Kinneer P, et 

al. 2015. 

Y Y Y Y N N Y Y 

Hawes SM, 

Malcarne VL, 

Ko CM, Sadler 

Y Y Y Y N N Y Y 
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GR, Banthia 

R, Sherman 

SA, et al. 

2006. 

Malcarne VL, 

Banthia R, 

Varni JW, 

Sadler GR, 

Greenbergs 

HL, Ko CM. 

2002. 

Y N Y Y N N Y Y 

Perez MA, 

Skinner EC, 

Meyerowitz 

BE. 2002. 

Y Y Y Y N N Y Y 

Bobridge A, 

Bond MJ, 

Marshall V, 

Paterson J. 

2015. 

Y Y Y Y N N Y Y 

Cliff AM, 

Macdonagh 

RP. 2000. 

Y Y Y Y N N Y Y 

Galbraith ME, 

Arechiga A, 

Ramirez J, 

Pedro LW. 

2005. 

Y Y Y Y Y Y Y Y 

Lim J, Paek M, 

Shon E. 2015. 

Y Y Y Y N N Y Y 

Lim J-W. 

2019. 

Y N Y Y Y Y Y Y 

Tran S-N, 

Wirth GJ, 

Mayor G, 

Rollini C, 

Y Y Y Y Y N Y Y 
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Bianchi-

Demicheli F, 

Iselin CE. 

2015. 

Harju E, 

Rantanen A, 

Helminen M, 

Kaunonen M, 

Isotalo T, 

Åstedt-Kurki 

P. 2018. 

Y Y Y Y N N Y Y 

% 98.57 84.28 100.0 100.0 18.57 7.14 100.0 100.0 

Table: Case Series 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 

Badr H, 

Carmack 

Taylor CL. 

2009. 

Y Y Y U U Y Y Y Y Y 

Blank TO, 

Schmidt SD, 

Vangsness SA, 

Monteiro AK, 

Santagata PV. 

2010. 

Y Y Y Y Y N Y Y Y Y 

Blank TO, 

AdamsBlodnie

ks M. 2007. 

Y Y Y Y N/A N N/A Y U N/A 

% 100.

0 

100.

0 

100.

0 

66.6

6 

33.3

3 

33.3

3 

66.6

6 

100.

0 

66.6

6 

66.6

6 

Table: Cohort Study 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 

Banthia R, 

Malcarne 

VL, Varni 

JW, Ko 

CM, Sadler 

Y Y Y N N Y Y Y Y Y Y 
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GR, 

Greenbergs 

HL. 2003. 

Berg CA, 

Wiebe DJ, 

Butner J. 

2011. 

Y N/A Y N N Y Y Y Y N/A Y 

Berg CA, 

Wiebe DJ, 

Butner J, 

Bloor L, 

Bradstreet 

C, 

Upchurch 

R, et al. 

2008. 

Y Y Y U N N Y Y Y N/A Y 

Heins M, 

Schellevis 

F, Rijken 

M, Donker 

G, van der 

Hoek L, 

Korevaar J. 

2013. 

Y Y Y N N Y Y Y Y Y Y 

% 100.0 75.0 100.0 0.0 0.0 75.0 100.0 100.0 100.0 50.0 100.0 

Table: Prevalence Study 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 

O’Shaughnessy 

PK, Laws TA, 

Esterman AJ. 

2015. 

Y Y U Y Y Y Y Y U 

% 100.0 100.0 0.0 100.0 100.0 100.0 100.0 100.0 0.0 

Table: Qualitative Research 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 
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Appleton L, 

Perkins E. 

2017. 

U Y Y Y Y N N Y Y Y 

Bottorff JL, 

Oliffe JL, 

Halpin M, 

Phillips M, 

McLean G, 

Mroz L. 2008. 

Y Y Y Y Y N N Y Y Y 

Collins AL, 

Love AW, 

Bloch S, Street 

AF, Duchesne 

GM, Dunai J, 

et al. 2013. 

U Y Y Y Y N N U Y Y 

Docherty A, 

Brothwell 

CPD, Symons 

M. 2007. 

U Y Y Y Y N N Y Y Y 

Ervik B, 

Nordøy T, 

Asplund K. 

2013. 

U Y Y Y Y N N Y Y Y 

Feltwell AK, 

Rees CE. 

2004. 

U Y N Y Y N N Y Y Y 

Fergus KD, 

Gray RE, Fitch 

MI, Labrecque 

M, Phillips C. 

2002. 

Y Y Y Y Y Y Y Y Y Y 

Gray RE, Fitch 

M, Phillips C, 

Labrecque M, 

Fergus K. 

2000. 

U Y Y Y Y N N Y Y Y 
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Gray RE, Fitch 

M, Phillips C, 

Labrecque M, 

Fergus K. 

2000. 

Y Y Y Y Y U U Y Y Y 

Harden JK, 

Northouse LL, 

Mood DW. 

2006. 

Y Y Y Y Y Y N Y Y Y 

Ka’opua LSI, 

Gotay CC, 

Boehm PS. 

2007. 

Y Y Y Y Y U U Y Y Y 

O’Shaughness

y PK, Laws 

TA, Esterman 

AJ. 2015. 

Y Y Y Y Y N N Y Y Y 

O’Shaughness

y PK, Ireland 

C, Pelentsov 

L, Thomas LA, 

Esterman AJ. 

2013. 

Y Y Y Y Y U U Y Y Y 

Pinks D, Davis 

C, Pinks C. 

2018. 

Y Y Y Y Y Y U Y Y Y 

Rivers BM, 

August EM, 

Gwede CK, 

Hart AJ, 

Donovan KA, 

PowSang JM, 

et al. 2011. 

Y Y Y Y Y U U Y Y Y 

Sinfield P, 

Baker R, Ali S, 

Y Y Y Y Y Y U Y Y Y 
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Richardson A. 

2012. 

Sinfield P, 

Baker R, 

Agarwal S, 

Tarrant C. 

2008. 

Y Y Y Y Y Y U Y Y Y 

Street AF, 

Couper JW, 

Love AW, 

Bloch S, 

Kissane DW, 

Street BC. 

2010. 

Y Y Y Y Y Y U Y Y Y 

Tanner T, 

Galbraith M, 

Hays L. 2011. 

Y Y Y Y Y Y N Y Y Y 

Walker LM, 

Robinson JW. 

2011. 

Y Y Y Y Y Y N Y Y Y 

Williams KC, 

Hicks EM, 

Chang N, 

Connor SE, 

Maliski SL. 

2014. 

Y Y Y Y Y U U Y Y Y 

Wittmann D, 

Northouse L, 

Crossley H, 

Miller D, Dunn 

R, Nidetz J, et 

al. 2015. 

Y Y Y Y Y U U Y Y Y 

Wootten AC, 

Abbott JM, 

Farrell A, 

Y Y Y Y Y N U Y Y Y 
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Austin DW, 

Klein B. 2014. 

Wootten AC, 

Abbott JM, 

Osborne D, 

Austin DW, 

Klein B, 

Costello AJ, et 

al. 2014. 

Y Y Y Y Y Y U Y Y Y 

Bamidele O, 

McGarvey H, 

Lagan BM, 

Parahoo K, 

Chinegwundoh 

MBE F, 

McCaughan E. 

2019. 

Y Y Y Y Y Y N Y Y Y 

Carlson LE, 

Ottenbreit N, 

St. Pierre M, 

Bultz BD. 

2001. 

U Y Y Y Y N N Y N Y 

Dieperink KB, 

Mark K, 

Mikkelsen TB. 

2016. 

U Y Y Y Y Y N Y Y Y 

Evertsen JM, 

Wolkenstein 

AS. 2010. 

Y Y Y Y Y U U Y Y Y 

Fergus KD. 

2011. 

U Y Y Y Y N N Y Y Y 

Kelly D., 

Forbat L., 

MarshallLucett

e S., White I. 

2015. 

Y Y Y Y Y N N Y Y Y 
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Lepherd L, 

Graham C. 

2016. 

Y Y Y Y Y Y Y Y Y Y 

Mehta A., 

Pollack C.E., 

Gillespie T.W., 

Duby A., 

Carter C., 

ThelenPerry 

S., et al. 2019. 

Y Y Y Y Y N U Y Y Y 

Oliffe JL, Mróz 

LW, Bottorff 

JL, Braybrook 

DE, Ward A, 

Goldenberg 

LS. 2015. 

Y Y Y Y Y Y N Y Y Y 

Sanders S, 

Pedro LW, 

Bantum EO, 

Galbraith ME. 

2006. 

Y Y Y Y Y Y U Y Y Y 

Walker LM, 

Robinson JW. 

2012. 

Y Y Y Y Y Y U Y Y Y 

Bamidele O, 

Lagan BM, 

McGarvey H, 

Wittmann D, 

McCaughan E. 

2019. 

U Y Y Y Y U N Y Y Y 

O’Brien ME. 

2015. 

Y Y Y Y Y Y Y Y Y Y 

Harden J, 

Schafenacker 

A, Northouse 

L, Mood D, 

Y Y Y Y Y Y U Y Y Y 
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Smith D, 

Pienta K, et al. 

2002. 

Albaugh JA, 

Sufrin N, Lapin 

BR, Petkewicz 

J, Tenfelde S. 

2017. 

Y Y Y Y Y N U Y Y Y 

Beck AM, 

Robinson JW, 

Carlson LE. 

2013. 

Y Y Y Y Y Y Y Y Y Y 

Bennett M, 

Pearce A. 

2012. 

U Y Y Y Y N N Y U Y 

Boehmer U, 

Clark JA. 

2001. 

Y Y Y Y Y N N Y Y Y 

Butler L, 

Downe-

Wamboldt B, 

Marsh S, Bell 

D, Jarvi K. 

2000. 

Y Y Y Y Y N U Y Y Y 

Couper JW, 

Bloch S, Love 

A, Duchesne 

G, Macvean 

M, Kissane 

DW. 2006. 

U Y Y Y Y N U Y Y Y 

McCaughan E, 

McKenna S, 

McSorley O, 

Parahoo K. 

2015. 

Y Y Y Y Y Y N Y Y Y 
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Neese LE, 

Schover LR, 

Klein EA, 

Zippe C, 

Kupelian PA. 

2003. 

Y Y Y Y Y N N U Y Y 

Wittmann D, 

Carolan M, 

Given B, 

Skolarus TA, 

An L, 

Palapattu G, et 

al. 2014. 

Y Y Y Y Y N N Y Y Y 

% 74.4

6 

100.

0 

97.8

7 

100.

0 

100.

0 

40.4

2 

8.5

1 

95.7

4 

95.7

4 

100.

0 

Table: Quasi-Experimental Study 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 

Basu A, 

Dale W, 

Elstein A, 

Meltzer D. 

2010. 

N Y U N/A N/A Y Y N Y 

Couper JW, 

Bloch S, 

Love A, 

Duchesne 

G, MacVean 

M, Kissane 

D. 2009. 

Y Y Y N Y Y Y Y Y 

Hamilton 

LD, van 

Dam D, 

Wassersug 

RJ. 2016. 

Y Y U Y Y N/A Y Y Y 

Lyons KS, 

Winters-

Y Y Y Y N Y Y Y Y 
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Stone KM, 

Bennett JA, 

Beer TM. 

2016. 

Thomas KS, 

Bower JE, 

Williamson 

TJ, Hoyt 

MA, 

Wellisch D, 

Stanton AL, 

et al. 2012. 

N Y Y Y N Y Y Y Y 

Karlsen RV, 

E. Bidstrup 

P, Hvarness 

H, Bagi P, 

Friis Lippert 

E, Permild 

R, et al. 

2017. 

Y Y Y N N Y Y Y Y 

Badger TA, 

Segrin C, 

Figueredo 

AJ, 

Harrington J, 

Sheppard K, 

Passalacqua 

S, et al. 

2011. 

Y Y Y N Y Y Y Y Y 

% 71.42 100.0 71.42 42.85 42.85 85.71 100.0 85.71 100.0 

Table: Randomized Controlled Trial 

Citation Q1 Q2 Q3 Q4 Q

5 

Q

6 

Q7 Q8 Q9 Q10 Q11 Q12 Q13 

Giarelli E, 

McCorkle 

R, 

U N/

A 

Y N N U Y Y Y Y Y Y Y 
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Monturo 

C. 2003. 

Manne S, 

Babb J, 

Pinover 

W, 

Horwitz E, 

Ebbert J. 

2004. 

Y N Y N N U Y Y Y Y Y Y Y 

Manne 

SL, Kashy 

DA, 

Zaider T, 

Kissane 

D, Lee D, 

Kim IY, et 

al. 2019. 

Y U Y N N U Y Y Y Y Y Y Y 

Manne 

SL, 

Kissane 

DW, 

Nelson 

CJ, 

Mulhall 

JP, 

Winkel G, 

Zaider T. 

2011. 

Y N Y N N U Y Y Y Y Y Y Y 

Northouse 

LL, Mood 

DW, 

Schafena

cker A, 

Montie 

JE, 

Sandler 

Y U Y N N U Y Y Y Y Y Y Y 
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HM, 

Forman 

JD, et al. 

2007. 

Segrin C, 

Badger 

TA, 

Harrington 

J. 2012. 

Y Y Y N N U Y Y Y Y Y Y Y 

WintersSt

one KM, 

Lyons KS, 

Dobek J, 

Dieckman

n NF, 

Bennett 

JA, Nail L, 

et al. 

2016. 

Y N Y N N U Y Y Y Y Y Y Y 

Carlson 

LE, 

Rouleau 

CR, 

Speca M, 

Robinson 

J, Bultz 

BD. 2017. 

Y U Y N N U Y Y Y Y Y Y Y 

Couper J, 

Collins A, 

Bloch S, 

Street A, 

Duchesne 

G, Jones 

T, et al. 

2015. 

Y Y Y N N U Y Y Y Y Y Y Y 
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Ko CM, 

Malcarne 

VL, Varni 

JW, 

Roesch 

SC, 

Banthia R, 

Greenber

gs HL, et 

al. 2005. 

Y U Y U N U Y Y Y Y Y Y Y 

Sterba 

KR, 

Swartz 

RJ, 

Basen-

Engquist 

K, Black 

PC, 

Pettaway 

CA. 2011. 

Y Y Y N N U Y Y Y Y Y Y Y 

Walker 

LM, 

Hampton 

AJ, 

Wassersu

g RJ, 

Thomas 

BC, 

Robinson 

JW. 2013. 

U N Y N N U Y Y Y Y Y Y Y 

Winters-

Stone KM, 

Lyons KS, 

Nail LM, 

Beer TM. 

2012. 

Y N Y Y N U Y Y Y Y Y Y Y 
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Chambers 

SK, 

Occhipinti 

S, 

Schover 

L, Nielsen 

L, 

Zajdlewicz 

L, Clutton 

S, et al. 

2015. 

Y U Y N N U Y Y Y Y Y Y Y 

Chambers 

SK OS. 

2015. 

Y U N N N U Y Y Y Y Y Y Y 

% 86.

66 

20.

0 

93.

33 

6.6

6 

0.

0 

0.

0 

100

.0 

100

.0 

100

.0 

100

.0 

100

.0 

100

.0 

100

.0 

Table: Systematic Review and Research Syntheses 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q

9 

Q10 Q11 

Badr H, Krebs 

P. 2013. 

Y Y Y Y Y Y U Y U Y Y 

Chambers SK, 

Hyde MK, Smith 

DP, Hughes S, 

Yuill S, Egger 

S, et al. 2017. 

Y Y Y Y Y Y Y Y N Y Y 

Chambers SK, 

Pinnock C, 

Lepore SJ, 

Hughes S, 

O’Connell DL. 

2011. 

Y Y Y Y Y Y U Y U U Y 

Chisholm KE, 

McCabe MP, 

Wootten AC, 

Y Y Y Y Y N U Y U Y Y 
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Abbott J-AM. 

2012. 

Collaço N, 

Rivas C, 

Matheson L, 

Nayoan J, 

Wagland R, 

Alexis O, et al. 

2018. 

Y Y Y Y Y Y U Y U Y Y 

Couper J, Bloch 

S, Love A, 

Macvean M, 

Duchesne GM, 

Kissane D. 

2006. 

Y Y Y Y Y N Y U N Y Y 

Katz A. 2016. N Y U U U N N U N Y Y 

Sinfield P, 

Baker R, 

CamossoStefin

ovic J, Colman 

AM, Tarrant C, 

Mellon JK, et al. 

2009. 

Y Y Y Y Y Y U Y N Y Y 

Nelson C.J., 

Emanu J.C., 

Avildsen I. 

2015. 

Y Y Y Y Y Y U U N Y Y 

Guercio C, 

Mehta A. 2018. 

Y Y Y Y Y Y Y Y U Y Y 

Rivas C, 

Matheson L, 

Nayoan J, 

Glaser A, Gavin 

A, Wright P, et 

al. 2016. 

Y Y Y Y Y Y U U N Y Y 
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Wittmann D, 

Northouse L, 

Foley S, Gilbert 

S, Wood Jr. DP, 

Balon R, et al. 

2009. 

Y Y Y Y Y Y Y Y U Y Y 

Applebaum AJ, 

Breitbart W. 

2013. 

Y Y U Y Y Y U Y N Y Y 

Adams E. 2009. Y Y Y Y Y Y Y Y U Y Y 

Galbraith ME, 

Fink R, Wilkins 

GG. 2011. 

Y U U Y N/A N N Y N Y Y 

McCoy M, 

Stinson MA, 

Bermúdez JM, 

Gladney LA. 

2013. 

Y Y Y Y Y Y U U N Y Y 

Steinmetz M. 

SC. 2013. 

Y Y Y Y U N U U N Y Y 

% 94.1

1 

94.1

1 

82.3

5 

94.1

1 

82.3

5 

70.5

8 

29.4

1 

64.

7 

0.

0 

94.1

1 

100.

0 

Table: Text and Opinion Study 

Citation Q1 Q2 Q3 Q4 Q5 Q6 

Arrington MI, 

Grant CH, 

Vanderford 

ML. 2005. 

Y Y Y Y Y Y 

Couper JW. 

2007. 

Y Y Y Y Y Y 

Elliott S, 

Latini DM, 

Walker LM, 

Wassersug 

R, Robinson 

JW. 2010. 

Y Y Y Y Y Y 
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Nelson CJ, 

Kenowitz J. 

2013. 

Y Y Y Y N N/A 

Walker LM, 

Robinson 

JW. 2010. 

Y Y Y Y Y Y 

Wittmann D, 

Foley S, 

Balon R. 

2011. 

Y Y Y Y Y Y 

Zimmermann 

T, Rauch S. 

2018. 

Y Y Y Y Y Y 

Donovan KA, 

Walker LM, 

Wassersug 

RJ, 

Thompson 

LMA, 

Robinson 

JW. 2015. 

Y U Y Y Y N/A 

Harden J. 

2005. 

Y Y Y Y Y Y 

Higano CS. 

2012. 

Y Y Y Y Y Y 

Kiss A, 

Meryn S. 

2001. 

Y Y Y Y Y Y 

Badger T, 

Segrin C. 

2018. 

Y Y Y Y Y Y 

Kayser L, 

Hansen-

Nord NS, 

Osborne RH, 

Tjonneland 

Y Y Y Y Y Y 
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A, Hansen 

RD. 2015. 

% 100.0 92.3 100.0 100.0 92.3 84.61 
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Appendix 5.7 Chart chowing summary of survey/quantitative studies  
 

Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Badr H, Carmack 

Taylor CL. 2009. 

USA Assessing whether 

dyadic communication is 

related to sexual 

dysfunction and 

psychosocial adjustment 

after PCa. 

Heterosexual 

couples, identified 

from medical charts, 

approached at 

clinical visits or 

through mail shot. 

Mostly white, middle 

class, college 

educated, average 

age 66. 

Women recruited 

through PWC  

116 heterosexual 

couples, recruited as 

dyads completed 

postal 

questionnaires. 

Psychosocial 

adjustment, 

Spousal 

communication 

patterns, sexual 

dysfunction 

Results highlights 

need for 

psychosocial 

interventions that 

facilitate spousal 

communication 

and address sexual 

rehabilitation 

needs of patients 

and female 

partners. 

Banthia R, 

Malcarne VL, 

Varni JW, Ko CM, 

Sadler GR, 

Greenbergs HL. 

2003. 

USA Exploring whether 

dyadic functioning 

mediated levels of 

coping and distress in 

couples facing PCa 

Heterosexual couples 

who had experience 

of a diagnosis of PCa 

up to 5 years 

previously 

154 heterosexual 

couples, recruited as 

dyads completed 

self-report 

measures. 

Coping styles and 

distress 

Patients and 

spouses my 

respond differently 

to the demands 

associated with 

cancer For men, 

being in a well-

adjusted marriage 

may provide 

enough social 

support to 

overcome avoidant 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

and intrusive 

coping styles A 

strong marriage 

can buffer patients 

from experiencing 

negative mood 

outcomes For 

female partners 

marital factors do 

not moderate the 

relationship 

between coping 

and distress 

Female partners 

may need 

additional social 

support beyond 

that provided by 

husbands with 

cancer to avoid 

negative mood 

outcomes. 

Increased 

resources are 

needed for 

patients and 

partners to enable 

each member of 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

the couple to help 

each other. 

Bobridge A, Bond 

MJ, Marshall V, 

Paterson J. 2015. 

Australia Assessing support needs 

of men with PCa and 

their partners 

Dyads who had 

experienced any 

form of treatment for 

PCa in previous 6 

years. 

Partners recruited 

through PWC 

31 men and their 

partners completed 

postal 

questionnaires. 

Patients and 

partners views on 

type and quality 

of information 

provided in 

relation to 

treatment and 

side effects, 

impact and 

management of 

side effects, and 

impact on QoL 

and relationship 

Men and partners 

have different 

educational and 

supportive needs 

throughout the 

PCa journey that 

require attention 

and tailored 

management. 

Chambers SK, 

Schover L, Nielsen 

L, Halford K, 

Clutton S, 

Gardiner RA, et al. 

2013. 

Australia Assessing the 

prevalence of 

psychological distress in 

men with PCa and their 

partners. 

Men who had radical 

prostatectomy and 

their partners who 

were willing to take 

part in a sexuality 

intervention.  

Partners recruited 

through PWC 

189 couples, 

questionnaires and 

telephone 

interviews 

Couple distress 

after prostate 

cancer: Dyadic 

adjustment, 

urinary bother, 

Bowel bother, sex 

bother, impact of 

events, anxiety 

and depression, 

QoL. 

Female partners 

were more anxious 

than the men, and 

the man's 

psychological 

distress and sexual 

bother were 

correlated with his 

partner's mental 

health status. 

Correlates of 

distress can differ 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

between men with 

PCa and their 

female partners'. 

For men masculine 

self-esteem may 

be most crucial 

whereas for 

women, her 

husband's level of 

distress may 

matter most. 

Cliff AM, 

Macdonagh RP. 

2000. 

UK Assessing a 

questionnaire to 

measure psychosocial 

morbidity after PCa and 

comparing levels in men 

and their partners. 

Heterosexual 

couples, where the 

man had been 

treated for PCa of 

any stage. 

Partner recruited 

through PWC. 

135 dyads, 

completed 

questionnaire 

separately at home. 

Comparison of 

psychosocial 

morbidity in PCa 

patients and 

partners: general 

cancer distress, 

treatment related 

worries, pain, 

sexual worries 

High psychosocial 

morbidity in PCa is 

high among 

patients but 

particularly among 

their partners. 

Tools should be 

utilised to identify 

individuals (either 

patients or 

partners) with 

significant 

psychosocial 

morbidity. 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Couper JW, Bloch 

S, Love A, 

Duchesne G, 

MacVean M, 

Kissane D. 2009. 

Australia Assessing the coping 

patterns and distress in 

men diagnosed with 

either early stage PCa or 

metastatic PCa and their 

female partners. 

Men attending 

urology clinic for PCa 

who have female 

partner and both 

willing to take part in 

study. 

Partners recruited 

through PWC 

47 couples with 

early stage PCa 

56 couples with 

metastatic PCa 

Completed self-

report 

questionnaires 

independently at 

time of diagnosis 

and 6 months later 

 

Psychological 

distress, marital 

satisfaction, 

family 

functioning, 

coping (in 

partners only) 

Partner 

maladaptive 

coping patterns of 

avoidance and self-

blame at time 1 

predicted greater 

partner 

psychological 

distress at time 2. 

Couper JW, Bloch 

S, Love A, 

Duchesne G, 

Macvean M, 

Kissane DW. 2006. 

Australia To assess psychosocial 

impact of PCa on men 

with PCa and female 

partners 

Men attending 

urology clinic for PCa 

who have female 

partner and both 

willing to take part in 

study. 

Partners recruited 

through PWC 

 

47 couples with 

early stage PCa 

56 couples with 

metastatic PCa 

Completed self-

report 

questionnaires 

independently at 

time of diagnosis 

and 6 months later 

Depression and 

anxiety, 

psychological 

distress, marital 

satisfaction 

At diagnosis 

female partners 

had higher 

depression and 

anxiety than 

patients regardless 

of stage of disease. 

Over time, 

partners marital 

satisfaction 

deteriorated. 

Eisemann N, 

Waldmann A, 

Germany Seeks to describe the 

QoL and aims to identify 

Men with localised 

PCa (having radical 

prostatectomy or 

129 female partners 

and 1 male partner 

completed 

Personal, social, 

cancer related 

health, 

PCa had a small 

but significant 

impact on their 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Rohde V, Katalinic 

A. 2014. 

the effects on partners 

during 2-year follow-up. 

XRT) and their 

partners 

Partners recruited 

through PWC. 

questionnaires at 3, 

6, 12, 18, & 24 

months 

adaptation and 

coping factors 

partner's QoL. 

Relationship 

quality played a 

significant role in 

adjustment. 

Galbraith ME, 

Arechiga A, 

Ramirez J, Pedro 

LW. 2005. 

USA Exploring long term 

impacts of PCa on 

patients and partners. 

Men and female 

partners who had 

taken part in a 

previous study and 

agreed to annual 

follow-up (women 

enrolled 3.5 years 

after men). 

Men averaged 70 

years of age, women 

66. Most were white, 

and 71% had at least 

some college 

education. 

 Women recruited 

through PWC 

137 (of 192) Men 

and 104 (of 126) 

women who agreed 

to annual follow-up. 

Completed separate 

postal 

questionnaires at 

5.5 years post 

treatment. 

 

QoL index, SW 

Oncology group 

PCa treatment-

specific 

symptoms 

measure, Dyadic 

adjustment scale 

HRQoL and general 

health tended to 

decrease for PCa 

survivors, men are 

concerned about 

sexual functioning 

but do not seek 

interventions. 

Although the 

health experience 

of one member of 

a couple may 

influence the 

other, each person 

has individual 

health concerns 

and needs. 

Galbraith ME, 

Pedro LW, Jaffe 

AR, Allen TL. 

2008. 

USA Assessing health related 

outcomes for men with 

PCa and their female 

The mean age of 

patients was 68 years; 

64 years for their 

partners. The 

average length of 

161 couples (of 216) 

completed postal 

survey 

questionnaire scales 

QoL index, SW 

Oncology group 

PCa treatment-

specific 

symptoms 

PCa has an 

emotional and 

physical effect on 

patients and 

partners. Partners 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

partners over a period 

of time since diagnosis. 

marriage was about 

35 years. About 75% 

of patients and more 

than 50% of partners 

had at least some 

college education.  

Women recruited 

through PWC 

at 18-month time 

point 

measure, Dyadic 

adjustment scale 

health-related and 

relational 

outcomes are 

impacted by PCa. 

Integrating 

partners into long-

term follow-up 

could help their 

unique needs. 

HCPs might 

consider speaking 

to partners 

separately from 

man with PCa to 

gauge her 

concerns. 

Garos S, Kluck A, 

Aronoff D. 2007. 

USA Assessing how partners 

adjustment to PCa 

impacted patient 

adjustment. 

Physician-identified 

men with any form of 

treatment for PCa.  

Average age of men 

67 years, average age 

of female partner 62 

years. Relationship 

length between 1 -60 

years. 

77 (of 150) men 

57 (of 150) women 

(but 18 failed to 

answer sexuality 

measures questions) 

Completed postal 

questionnaires. 

Beck Depression 

Inventory, Life 

satisfaction Index, 

Index of Sexual 

Satisfaction, 

Relationship 

Assessment Scale, 

Dyadic Sexual 

Communication 

Scale, Sexuality 

Scale, Client 

Physicians should 

partner with 

mental health 

professionals to 

help couples 

address challenges 

of PCa and extend 

continuity of care 

when medical 

intervention 

ceases. 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Women recruited 

through PWC. 

Satisfaction 

Questionnaire. 

Gore J. 2005. USA Comparison of QoL 

between men with PCa 

who have partners and 

those who are single. 

Men from low-

income background 

with PCa who are 

being offered free 

treatment as part of 

the IMPACT 

programme. All are 

fluent in English, 

have varying stages 

of disease but 

majority were 

localised and most 

had prostatectomy 

Majority were 

Hispanic, only 11% 

had college level 

education 

211 partnered men 

80 unpartnered men 

Health related 

quality of life and 

partnership status 

Revealed that 

partnered patients 

had better mental 

health, less urinary 

bother, higher 

spirituality, and 

lower symptom 

distress than 

unpartnered 

participants. 

Relationship status 

had a positive 

effect on the 

quality of life of 

low-income, 

uninsured men 

with prostate 

cancer. 

Grondhuis 

Palacios LA, den 

Ouden MEM, den 

Oudsten BL, 

Putter H, Pelger 

Netherlands Examination of the  

factors associated with 

how difficult partners 

found it dealing with 

issues related to sexual 

side effects of PCa 

Men with PCa and 

their partners, either 

or both could 

participate, (12 

partners participated 

160 female partners 

148 men (with 

female partners) 

ED and sexual 

activity, Partners 

perspective on 

sexual side 

effects, Impact of 

More than half of 

the female 

partners of men 

with increase in ED 

after PCa found it 

difficult to deal 

with treatment 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

RCM, Elzevier 

HW. 2019. 

when men with PCa 

did not)   

Partners recruited 

through PWC 

Separate postal 

questionnaires to 

males and females. 

sexual side effects 

on relationship 

related side effects 

and experienced 

sexual problems. 

However, overall, 

the majority of 

men and partners 

didn't believe the 

sexual side effects 

impacted on their 

relationship. 

Guan T, Guo P, 

Santacroce S, 

Chen D, Song L. 

2020 

USA Testing Mishel’s 

Uncertainty in Illness 

Theory to explore 

changes over time for 

patients and partners. 

Men with PCa and 

their partners who 

took part in couple-

focused 

psychoeducational 

intervention study. 

Partners recruited 

through PWC 

Secondary analysis 

of data from 

previous study  

(Northouse, Mood, 

Schafenacker, et al., 

2007)  

114 partner dyads 

(from 134 at 

baseline) completed 

assessments at 

baseline, 4-, 8-, and 

12-months post PCa 

diagnosis. 

Non-time related 

factors: Socio-

demographics, 

cancer factors. 

Time related 

factors: 

uncertainty, 

symptoms, social 

support. 

No statistically 

significant patterns 

in change of 

uncertainty over 

time were noted. 

Partners report 

greater 

uncertainty than 

patients.  

Gustavsson-Lilius 

M, Julkunen J, 

Finland To assess levels of sense 

of coherence and 

distress in patients with 

Heterosexual couples 

where one had been 

treated for 1 of the 

34 (27.6%) PCa 

patients and 

partners 

Sense of 

coherence, 

Depression 

For patient group 

gender did not 

impact on levels of 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Keskivaara P, 

Hietanen P. 2007. 

cancer and their 

partners. 

10 most common 

cancers. Majority of 

men had prostate 

cancer.  

Partners recruited 

through PWC 

53 (43%) Breast 

cancer patients and 

partners 

12 (9.7%) 

gynaecological 

cancer patients and 

partners 

11 (9%) GI cancer 

patients and 

partners 

13 (10.5%) had 

other cancers 

Inventory, Endler 

Multidimensional 

Anxiety Scale. 

distress, but in 

partner group 

women displayed 

more anxiety and 

depression than 

male partners.35% 

of cancer patients 

wives suffered 

from depression 

compared to 12% 

of male partners. 

Overall spouses 

seemed to react 

more strongly to 

the patient’s illness 

and treatment 

after first 6 months 

than patients 

themselves. 

Partners need 

special attention in 

clinical practice. 

Hamilton LD, van 

Dam D, 

Wassersug RJ. 

2016. 

Canada Assessing dyadic 

adjustment to PCa  

PCa patients and 

partners who utilised 

online support 

groups, Facebook 

groups, and were 

206 men with PCa 

66 female partners 

(12 couples took 

part but rest of 

Treatment type, 

mood, sexual 

function, dyadic 

adjustment 

Both patients and 

partners impacted 

by PCa impact on 

patients 

psychological and 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

included in email list 

servers. 

Participants recruited 

independently. 

sample were not 

romantically linked) 

Online survey 

sexual function. 

Ensuring both 

partners have an 

understanding of 

the changes may 

help patients and 

partners maintain 

a co-supportive 

relationship. May 

be a bias in the 

characteristics of 

couples where 

both were willing 

to take the survey. 

Harden J, 

Northouse L, 

Cimprich B, Pohl 

JM, Liang J, 

Kershaw T. 2008. 

USA Assessing how PCa 

impacts on different age 

cohorts. 

Age stratified sample 

of men who had 

been treated for PCa 

who were co-habiting 

with female partner 

and both were willing 

to take part.  

Mostly well 

educated, Caucasian 

participants, with 

moderate to high 

family income. 

23 couples where 

man aged 50-64 

23 couples where 

man aged 65-74 

23 couples where 

man aged 75 -84 

Age related 

differences in 

QoL, Appraisal of 

illness/caregiving 

scale, Self-efficacy 

scale, Concurrent 

concerns, phase 

of illness, patient-

spouse age 

discordance. 

Spouses of men 

50-64 experienced 

more bother 

related to sexual 

problems than 

other age groups. 

Findings suggest 

that counselling 

following a 

diagnosis of PCa 

should be 

extended to 

partners. 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Recruited through 

PWC. 

Harden J, Sanda 

MG, Wei JT, 

Yarandi HN, 

Hembroff L, Hardy 

J, et al. 2013. 

USA To determine the 

impact of PCa on 

partners 2 years post 

treatment. 

Partners of men 

treated for early 

stage PCa 2 years 

previously.  Both 

members of the 

couple had agreed to 

participate in larger 

study.  

Partners recruited 

through PWC 

119 female partners 

2 male partners 

completed self-

reported 

questionnaires in a 

computer assisted-

telephone interview 

Appraisal of 

caregiving, 

Marital 

satisfaction, 

sexual 

satisfaction, QoL 

Significant 

relationship 

between partners' 

perceptions of 

bother about the 

man's treatment 

outcomes and 

negative appraisal 

of their caregiving 

experience and 

poorer QoL. 

Younger women 

recorded the 

highest levels of 

impact. 

Harden JK, Sanda 

MG, Wei JT, 

Yarandi H, 

Hembroff L, Hardy 

J, et al. 2013. 

USA To determine the long-

term effects of PCa on 

spouses QoL 3 years 

post treatment. 

Spouses of men 

treated for early 

stage PCa 3 years 

previously. 

Both members of the 

dyad had taken part 

in a larger couples 

study  

95 female spouses 

completed self-

reported 

questionnaires in a 

computer assisted-

telephone interview  

Appraisal of 

caregiving. 

Female spouses 

experienced 

negative appraisal 

of caregiving, 

which impacted on 

QoL 3 years after 

husbands’ 

treatment. HCPs 

should help 

spouses find 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Women recruited 

through PWC. 

strategies that 

promote positive 

coping. Supporting 

caregivers will 

enhance QoL 

during 

survivorship. 

Harju E, Rantanen 

A, Helminen M, 

Kaunonen M, 

Isotalo T, 

AstedtKurki P. 

2018. 

Finland Longitudinal study 

exploring HRQoL and 

associated factors in 

men with PCa and their 

partners 

PCa patients 

attending urology 

outpatient clinic and 

were willing to give 

consent for partners 

to be contacted. 

Women recruited 

through PWC. 

179 men previously 

treated for PCa 

166 spouses 

Self-reported 

questionnaires 

completed at 

diagnosis, 6 months 

and 12 months 

Physical 

functioning, 

emotional well-

being, general 

health, 

correlation with 

age. 

Interventions to 

improve HRQoL 

should include 

spouses as well as 

patients, more 

attention should 

be paid to elderly 

couples. 

Harju E, Rantanen 

A, Helminen M, 

Kaunonen M, 

Isotalo T, Åstedt-

Kurki P. 2018. 

Finland Exploring changes in 

marital relationship 6 

months post PCa. 

 

Men attending 

urology clinic 

receiving any type of 

treatment for PCa 

who were willing to 

invite female partner 

to take part in the 

study. 

Partners recruited 

through PWC. 

186 couples 
completed self-
report 
questionnaires at 
diagnosis and 6 
moths post 
treatment.  

To assess 

whether changes 

in marital 

relationships 

result in change 

in HRQoL 

Lower marital 

satisfaction 

reported at 6 

months post PCa 

compared to 

baseline, 

significant for 

spouses but not 

significant for 

patients. No 

significant 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

association with 

changes in HRQoL.  

Hartung T, 

Mousten I, Larsen 

S, Andersen E, 

Suppli N et al. 

2020 

Denmark Assessment of 

antidepressant usage in 

men with PCa and their 

partners as a surrogate 

for diagnosis of anxiety 

and depression. 

People aged 50-64 

living in Copenhagen 

and Aarhus regions of 

Denmark without 

cancers at time of 

choosing to take part 

in Danish diet, cancer 

and health 

population survey. 

1828 men with PCa 

and their female 

partners between 

1997-2010.  

From population of 

25,126 without 

history of cancer. 

  

First-time 

antidepressant 

prescription as 

surrogate for 

diagnosis of 

depression or 

anxiety  

15% of men with 

PCa received 

antidepressants – 

a 2- to 4-fold 

increase over 

general 

population. No 

significant increase 

in partners BUT 

authors identified 

limitations as 

females could not 

be followed for as 

long as males plus 

lower statistical 

power for female 

cohort than male. 

Difference may 

also be explained 

by surveillance 

bias – patients see 

more HCPs. 

Heins M, 

Schellevis F, 

Rijken M, Donker 

Netherlands To assess whether 

partners of people with 

cancer consult their GPs 

GP medical records 

of partners of people 

3071 partners 

records (684 with 

PCa) 2 years post 

Number of GP 

contacts between 

6 months and 2 

During first 6 

months since 

diagnosis GP 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

G, van der Hoek L, 

Korevaar J. 2013. 

more often after their 

partners diagnosis. 

with a mixture of 

cancer types. 

diagnosis of cancer 

in their partners. 

years since 

diagnosis of 

partner, health 

problems 

present. 

consultations 

didn't vary from 

previous 18 

months. Health 

problems vary 

between cancer 

types. Between 6 

and 24 months 

after diagnosis GP 

use was increased 

in partners of men 

with PCa in 

somatic 

symptoms. GPs 

should be alert for 

problems in 

partners of cancer 

patients. 

Hyde MK, Legg M, 

Occhipinti S, 

Lepore SJ, Ugalde 

A, Zajdlewicz L, et 

al. 2018. 

Australia Exploring partners long-

term psychological 

distress and cancer 

specific distress over 2 

years, via telephone 

interview 

Female partners of 

men treated for PCa 

2-4 years previously. 

Men with PCa had 

taken part in 

previous PCa 

research study.  

427 (of 677) female 

partners 

Completed 

telephone 

interviews at 

baseline, 6, 12, 18, 

& 24 months post 

baseline. 

Psychological 

distress, cancer-

specific distress, 

caregiver -

burden, stress 

appraisal, partner 

self-efficacy, 

dyadic 

adjustment. 

23-25% of women 

reported anxiety, 

8-11% depression, 

5-6% high cancer 

specific distress. 

Higher dyadic 

adjustment = less 

distress, anxiety 

and depression. 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Partners recruited 

through PWC. 

Measured at 2-4 

years post men's 

PCa diagnosis 

(baseline) and 6, 

12, 18, and 24 

months later. 

Anxiety and 

depression can be 

persistent in 

female spouses. 

Ihrig A, Renner T, 

Muck T, Maatz P, 

Borkowetz A, Keck 

B, et al. 2019. 

Germany Secondary analysis of a 

survey of online PCSG 

users, to assess 

information seeking 

habits/psychological 

burden. 

Range of users; PCa 

patients, spouses, 

family members 

27 spouses of men 

with PCa who utilise 

online support 

group 

Family & friends 

group 

Men with PCa group 

Demographics (12 

questions), 16 

questions related 

to disease, 34 

questions related 

to information 

seeking habits. 

Children of 

patients showed 

highest 

psychological 

burden. 7% (2) 

spouses attend 

face to face 

groups. To 

improve 

counselling efforts 

physicians should 

be aware of the 

online resources. 

Kayser L, Hansen-

Nord NS, Osborne 

RH, Tjonneland A, 

Hansen RD. 2015. 

Denmark Assessing the health 

literacy of men 

undergoing active 

surveillance for PCa and 

their partners to 

ascertain whether this is 

a surrogate for 

Subgroup of 8 

couples who were 

part of larger 

intervention study 

into exercise and 

healthy eating.  

8 (from 14) couples 

previously in the 

intervention group 

agreed to be 

interviewed 

separately to 

Variance in 

responses to 

Health Literacy 

Questionnaire 

(HLQ) between 

men and their 

female partners. 

HLQ provided 

insight into 

differences 

between couples. 

Men tended to 

score higher than 

their spouses. Men 

preferred to 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

information and support 

needs. 

Women recruited 

through PWC. 

complete HLQ 

questionnaire 

manage the 

condition on their 

own, but 

involvement of the 

female spouse 

strengthened the 

men and gave 

women an 

increased insight 

into the condition. 

Kershaw TS, 

Mood DW, Newth 

G, Ronis DL, 

Sanda MG, 

Vaishampayan U, 

et al. 2008. 

USA Study to assess whether 

baseline variables from 

stress/coping model 

predicted subsequent 

appraisals 

Patient spouse dyads 

from control group of 

previous intervention 

study  

Women recruited 

through PWC 

121 (of 134) couples 

in control group of 

larger interventional 

study. 

Appraisal of 

illness 

/caregiving, social 

support, 

Communication, 

Symptom 

distress, phase of 

illness, Coping 

strategies 

PCa patients need 

interventions to 

help them manage 

effects of disease. 

programmes need 

to include spouses 

because they are 

also negatively 

affected by PCa, 

and they influence 

PCa patient 

outcomes. 

Kim Y, Kashy DA, 

Wellisch DK, 

Spillers RL, Kaw 

USA Examination of the 

dyadic effects of 

psychological distress on 

couples QoL in breast 

Married couples 

where member of 

couple diagnosed 

with breast or 

prostate cancer 

85 PCa survivors and 

female partners 

Psychological 

distress, similarity 

in psychological 

distress, QoL. 

Prostate cancer 

survivors reported 

better physical 

health than their 

spouses. Each 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

CK, Smith TG. 

2008. 

and prostate cancer 

survivors 

approx. 2 years prior 

to study.  

Partners recruited 

through PWC 

83 Breast cancer 

survivors and 

partners 

Completed 

questionnaires 

individually 

person's 

psychological 

distress is the 

strongest predictor 

of their own QoL 

but partner's 

distress and 

similarity in 

distress of couple 

play significant 

roles in a person’s 

QoL. The adverse 

effect of having a 

partner who is less 

emotionally 

resourceful was 

particularly 

pronounced on 

men's physical 

health. Couples 

may benefit from 

interventions to 

help them manage 

psychological 

distress, 

particularly the 

wife's, which may 

improve the 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

mental and 

physical health of 

both partners. 

Knoll N, 

Wiedemann AU, 

Schrader M, 

Felber J, Burkert 

S, Daig I, et al. 

2015. 

Germany Assessing couples’ 

adjustment to functional 

limitations after surgery 

for PCa 

Heterosexual couples 

where man had 

prostatectomy for 

PCa. 

Recruited through 

PWC 

169 (of 209 

enrolled) couples 

competing self-

report 

questionnaires  after 

catheter removal 

and 1, 3, 5, and 7 

months later 

Patients: Post 

surgery functional 

limitations, lines 

of defence, affect 

and received 

partner support 

Partners: affect 

and support 

provided to 

patients 

Matching patients’ 

independence 

goals with partners 

support may be 

beneficial for 

patients and 

partners. Partners 

recruited through 

men with PCa. 

Ko CM, Malcarne 

VL, Varni JW, 

Roesch SC, 

Banthia R, 

Greenbergs HL, et 

al. 2005. 

USA Examination of the 

relationships between 

problem-solving coping, 

distress levels and 

patient distress in PCa. 

171 patient/partner 

dyads where man 

had PCa within 18 

months of study - 

range of recruitment 

methods but both 

partners had to 

consent to 

participation to be 

included. 

171 heterosexual 

couples 

Mood, spousal 

problem-solving 

coping skills. 

Spouse distress 

was significantly 

related to patient 

distress. Spousal 

dysfunctional 

problem-solving 

predicted patient 

distress. Problem 

solving 

interventions and 

supportive care for 

spouses of men 

with PCa may 

impact not only 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

the spouse but the 

man with PCa. 

Lafaye A, Petit S, 

Richaud P, 

Houede N, Baguet 

F, CoussonGelie F. 

2014. 

France Examining how 

individual’s coping 

strategies in couples 

with PCa impact on the 

emotional state and 

QoL. 

99 (out of 216 

approached - 45.8%) 

couples completed 

self-report 

questionnaires. Both 

members of couple 

had to participate, 

women recruited 

through PWC 

79 couples (from 99 

couples consented) 

completed all 

questionnaires at 

T0+6 months 

Anxiety, 

depression, 

physical QoL, 

mental QoL 

When spouses 

used problem-

focused coping it 

predicted high 

anxiety levels for 

themselves and 

low mental QoL in 

patients. When 

patients employed 

problem-focused 

coping it resulted 

in lower anxiety 

and depressive 

symptoms in the 

patients and also 

influenced lower 

levels of anxiety 

and depression in 

their spouse.  

Emotion-focused 

coping in spouses 

increased anxiety 

and depressive 

symptoms in 

patients and 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

spouses and is 

associated with 

decreased levels of 

mental QoL. 

Patients social 

support seeking 

was related to 

lower levels of 

anxiety and 

depression for 

patients and 

spouses. Spouse 

social support 

seeking predicted 

high levels of 

anxiety in patients 

(may induce 

feelings of 

abandonment in 

patients). Couples 

may benefit from 

membership in 

support groups 

Lehto U, Aromaa 

A, Tammela TL. 

2018. 

Finland Assessing the 

experiences and 

psychological distress of 

female partners of men 

Female partners of 

men with PCa 2-7 

months post 

diagnosis. Older men 

106 female partners 

of men with PCa 

completed self-

Psychological 

symptoms, social 

support to and 

from patients, 

Many female 

spouses reported 

experiencing 

distress, more 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

with PCa, using 

quantitative 

questionnaire. 

more likely to refuse 

consent to approach 

their partner. 75% of 

161 men approached 

gave permission to 

contact partner. 

Women recruited 

through PWC. 

report mail survey 

questions 

sources of 

information and 

social support at 

diagnosis, 

changes in lives of 

spouses due to 

cancer, impact of 

side effects of 

treatment, 

support given to 

patients associated 

with information 

and emotional 

support provided 

by HCPs. Only 1/3 

of women satisfied 

with level of care 

the women or the 

patient had 

received. 12% 

spouses reported 

they had received 

no emotional 

support (from 

HCPs/family/loved 

ones). 28% 

reported 

relationship had 

improved, 4% that 

it had 

deteriorated. 

Emotional support 

received from 

HCPs was 

associated with 

lower levels of 

psychological 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

distress. Partners 

were more 

distressed than 

patients. 

Emotional support 

spouses receive 

from the doctors 

reduces their 

stress and the 

information they 

receive from 

doctor can 

enhance their 

capability to 

support the 

patients. The 

psychological well-

being of spouses 

should be taken 

into account and 

they should 

participate in 

treatment and 

care of the patient. 

Lim J-W, Shon E-J, 

Paek M, Daly B. 

2014. 

USA Examination of dyadic 

effects of coping and 

resilience on 

950 cancer survivors 

diagnosed within the 

previous 1-5 years 

28 breast cancer 

survivors and 

partners 

Psychological 

distress, coping, 

resilience, 

Resilience of the 

survivors and 

spouses was a 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

psychological distress 

after breast, colorectal 

and prostate cancer. 

invited from cancer 

registries records. 

Both members of the 

dyad had to consent. 

Partner recruited 

through  PWC. 

45 prostate cancer 

survivors and 

partners 

18 colorectal cancer 

survivor and partner 

All  91 couples 

completed self-

report survey 

(49.5% were 

prostate cancer 

survivors). 

demographic & 

medical 

characteristics. 

strong predictor of 

their personal 

psychological 

distress 

(actor/partner 

model). Spouse 

psychological 

distress was 

influenced by 

survivor resilience 

(survivor model). 

Enhancing 

survivors and 

spouses’ positive 

thoughts and 

available external 

resources can 

improve resilience 

and reduce 

psychological 

distress of couples 

coping with 

cancer. 

Lim J, Paek M, 

Shon E. 2015. 

USA Examination of the 

patterns of 

communication 

between couples 

Couples with breast, 

colorectal or prostate 

cancer survivors 

diagnosed in previous 

5 breast cancer 

survivors and 

partners 

Family 

communication, 

cancer related 

Males (both 

survivors and 

partners) 

demonstrated 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

surviving breast, 

colorectal and prostate 

cancer focusing on 

gender and role 

differences. 

1 -5 years. Recruited 

through cancer 

registry information. 

Partners recruited 

through PWC 

4 prostate cancer 

survivors and 

partners 

1 colorectal cancer 

survivor and partner 

communication, 

selective sharing 

better family 

communication 

scores.  No gender 

difference in 

cancer related 

communication 

scores. 80% of 

female partners 

stated that their 

husbands were 

reluctant to 

express emotional 

reactions. Prostate 

survivors/spouses 

reluctant to 

express worries 

concerns as means 

of protecting each 

other. Partners of 

PCa survivors 

wanted more 

emotional 

reactions and 

more general 

information from 

their husbands 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Lim J-W, Shon E-J. 

2018. 

USA Exploring moderating 

role of gender on the 

relationship between 

family cohesion and 

HRQoL 

91 cancer survivor 

couples with either 

prostate cancer, 

breast cancer or 

colorectal cancer 

Both members of the 

couple had to be 

willing to participate, 

recruited through 

PWC 

45 prostate cancer 

survivor couples 

28 breast cancer 

survivor couples 

18 colorectal cancer 

survivor couples 

HRQoL, Family 

cohesion, family 

communication, 

cancer -related 

communication, 

demographic and 

medical 

characteristics. 

Spouses higher 

perceived family 

communication 

was related to 

their own better 

physical HRQoL. 

There was a 

gender difference: 

for female spouses 

of male survivors 

the positive 

perception of 

family 

communication 

was associated 

with their own 

improved physical 

HRQoL. For male 

spouses, their 

positive perception 

of family 

communication 

was related to 

their own 

decreased mental 

HRQoL. 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Lim J-W. 2019. USA To determine how post-

traumatic growth is 

associated with health 

behaviours in couples 

coping with cancer - 

testing 5 hypothetical 

models 

91 dyads of breast, 

prostate and 

colorectal cancer 

survivor couples. 

Both members of the 

couple had to be 

willing to participate. 

Recruited through 

PWC. 

45 prostate cancer 

survivor couples 

28 breast cancer 

survivor couples 

18 colorectal cancer 

survivor couples 

Post-traumatic 

growth, health 

behaviours. 

Appreciation of life 

changed for both 

survivors and 

spouses. 62.8% of 

survivors made 

positive health 

behaviour 

changes. If the 

spouse develops a 

stronger religious 

faith, they may go 

to church to pray 

as a passive coping 

strategy - passive 

coping strategies 

are negatively 

associated with 

promoting health 

behaviours. 

Religiosity and 

exercise may act as 

competing coping 

mechanisms 

Lim J-W. 2019. USA Assessing how family 

communication and 

coping impact on the 

physical and 

950 cancer survivors,  

and their partners, 

diagnosed within the 

previous 1-5 years 

45 female spouses 

of prostate cancer 

survivors 

Psychological 

distress, family 

coping, family 

communication, 

Spouses of cancer 

survivors may 

experience 

different 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

psychological distress of 

spouses of cancer 

survivors. 

invited from cancer 

registries records. 91 

completed self-

report survey (49.5% 

were prostate cancer 

survivors). Both 

members of the dyad 

had to consent. 

Partner at invitation 

of PWC. 

28 male spouses of 

breast cancer 

survivors 

18 spouses of 

colorectal cancer 

survivors 

physical and 

psychological 

symptoms 

psychological 

distress symptoms 

in the survivorship 

period according 

to how well the 

family 

communicates and 

the coping 

mechanisms 

employed. Spouses 

may benefit from 

psychosocial 

interventions that 

facilitate their 

ability to 

communicate 

effectively and 

cope with 

challenges. this 

may reduce 

psychological 

distress. 

Malcarne VL, 

Banthia R, Varni 

JW, Sadler GR, 

Greenbergs HL, Ko 

CM. 2002. 

USA An assessment of the 

problem-solving skills 

used by spouses of men 

with PCa to ascertain if 

there is a link between 

32 female partners of 

men with PCa 

 

32 female partners 

of men completed 

self-report 

measures in own 

home. 

Social problem-

solving inventory 

(SPSI-R), to 

measure positive 

and negative 

Women at higher 

risk for emotional 

distress to 

traumatic life 

events. Men 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

the type of skills 

employed and 

emotional distress. 

problem-

orientation, 

Rational problem 

solving, 

impulsivity, 

avoidance. 

engage in less self-

disclosure than 

women, so 

counselling and 

psychotherapy 

may be less 

effective/less 

sought after by 

men than by 

women so offering 

interventions to 

improve problem 

solving skills in 

female partners 

may contribute to 

improved HRQoL 

in spouses of men 

with PCa. 

Manne S, Badr H, 

Zaider T, Nelson 

C, Kissane D. 

2010. 

USA Assessing how intimacy 

functions as a 

mechanism to impact on 

couples’ psychological 

distress in PCa. 

22.7% of couples 

approached to 

participate in study 

consented. Both 

members of the 

couple had to 

participate, women 

recruited through 

PWC. 

75 couples where 

man had PCa 

diagnosed in 

previous year 

completed self-

report postal 

questionnaires. 

Relationship 

enhancing 

communication 

(self-disclosure, 

mutual 

constructive 

communication), 

Relationship-

compromising 

Intimacy did not 

mediate for 

associations 

between self-

disclosure, holding 

back, and partner 

demand-patient 

withdraw 

communication 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

communication 

(holding back, 

mutual 

avoidance, 

demand-

withdraw 

communication), 

Relationship 

intimacy, 

psychological 

distress. 

and distress. The 

degree to which 

one or both 

partners avoid 

talking about 

cancer related 

concerns can 

either facilitate or 

reduce 

relationship 

intimacy. 

Manne SL, Kissane 

D, Zaider T, Kashy 

D, Lee D, 

Heckman C, et al. 

2015. 

USA Assessing intimacy as a 

mechanism for the 

effects of holding back 

sharing concerns about 

cancer on couples’ 

psychological distress, 

well-being and marital 

satisfaction. 

139 (of 769 eligible) 

men with localised 

PCa and their 

partners (138 

females, 1 male). One 

member of the 

couple had to have a 

cancer-specific 

distress score of at 

least 15 for patients/ 

16 for partners.  

Partners recruited 

through PWC 

139 couples where 

man had localised 

PCa and one 

member of couple 

had to have 

elevated cancer-

specific distress 

score on screening 

Well-being, 

distress, 

relationship 

satisfaction 

Holding-back had 

strong associations 

with both partners' 

well-being and 

distress. Holding 

back sharing 

concerns was 

particularly 

detrimental for 

couples' intimacy 

and relationship 

satisfaction. 

Manne S, Kashy 

DA, Zaider T, Lee 

D, Kim IY, 

USA Evaluating intimacy 

processes in couples' 

relationships where man 

236 (17.4%) 

consented with 209 

couples completing. 

209 couples where 

man had localised 

PCa and one 

Disclosure and 

responsiveness, 

Global relational 

Perceived 

responsiveness 

mediated the 
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of results 

Heckman C, et al. 

2018. 

was diagnosed with 

localised PCa. Focusing 

on personal process 

model of intimacy which 

proposes associations 

between self-and 

perceived partner 

disclosure. 

One member of the 

couple had to have a 

cancer-specific 

distress score of at 

least 15 for patients/ 

16 for partners.  

Partners recruited 

through PWC 

member of couple 

had to have 

elevated cancer-

specific distress 

score on screening 

intimacy, cancer-

related concerns 

association 

between self- and 

perceived partner 

disclosure about 

cancer and global 

relational intimacy 

for both patients 

and spouses. 

Interventions for 

distressed couples 

coping with 

prostate cancer 

would benefit from 

focusing on 

facilitating 

disclosure and 

responsiveness. 

Manne S, Kashy D, 

Myers-Virtue S, 

Zaider T, Kissane 

D, Heckman C, 

Kim I, Penedo F, 

Lee D. 2020 

USA Exploring the predictive 

role of commination and 

psychological 

adjustment for couples. 

Measures at baseline, 

5-, 12-, and 26-weeks 

for couples where 

man had undergone 

XRT or ADT within 

the previous 18 

months. 

68 (of 81) men with 

PCa and their 

spouses completed 

surveys at all 

timepoints 

Disclosure 

communication, 

partner 

responsiveness, 

holding back, 

mutual 

avoidance. 

Higher disclosure 

and 

responsiveness 

predicted better 

psychological 

outcomes. Holding 

back and 

avoidance 

predicted poorer 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

psychological 

outcomes.  

Mayes JM, 

Mouraviev V, 

Tsivian M, Krupski 

TL, Donatucci CF, 

Polascik TJ. 2009. 

USA Assessing concordance 

in heterosexual couples 

with man recovering 

from PCa surgery. 

Heterosexual couples 

4-59 months post 

prostatectomy. 

Postal Questionnaires 

sent to male patients 

at urology clinic, 

women recruited 

through PWC 

28 (of 374) 

heterosexual 

couples completed 

retrospective sexual 

survey via post 

Partnership, 

treatment 

satisfaction, self-

image, 

relationship, 

support, 

emotional status. 

Partnerships were 

reported as strong 

as was treatment 

satisfaction, but 

there was less 

agreement on 

relationship, 

support and 

emotional status. 

Widespread 

misconception 

between partners 

suggests further 

research into areas 

involving individual 

perceptions is 

suggested to 

improve recovery 

after surgical 

treatment of PCa. 

Merz EL, 

Malcarne VL, Koa 

CM, Sadler M, 

USA Assessing whether 

patients and partners 

appraise the impact of 

PCa in the same way. 

Couples where man 

had been diagnosed 

with PCa in previous 

18 months recruited 

by a range of 

164 couples (of 169 

who consented) 

completed baseline 

Baseline 

questionnaires 

administered by 

research 

assistant. Urinary 

Couples were 

concordant in 

most domains 

except sexual 

bother; partners 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Kwack L, Varnief 

JW, et al. 2011. 

methods. Both 

members of the 

couple had to be 

willing to participate.  

Partners recruited 

through PWC 

$30 incentive. 

questionnaires in 

own home 

function/bother, 

bowel 

function/bother, 

sexual 

function/bother, 

dyadic 

agreement, 

HRQOL. 

perceived patients 

experienced lower 

levels of sexual 

bother than the 

patients 

themselves 

reported. Dyadic 

disagreement is 

associated with 

worse HRQOL in 

couples facing PCa. 

Muldbucker P, 

Steinmann D, 

Christiansen H, de 

Zwaan M, 

Zimmermann T. 

2021 

Germany Exploring fear of 

recurrence (FoR) in 

couples with PCa, 

Laryngeal (LCa), or 

Breast cancer (BCa). 

Patients with breast 

cancer (all female) 

and their partners, 

patients with 

laryngeal cancer (all 

male) and their 

partners (all female), 

and patients with PCa 

(all male) and their 

partners (all female)  

188 couples 
PCa – 52 (partners 
all females) 
LCa – 21(partners all 
females) 
BCa – 115 (partners 
all males) 
 

Fear of 

recurrence, 

depression, and 

relationship 

satisfaction. 

Gendered 

differences noted. 

Female partners 

reported higher 

levels of FoR than 

the patients. 

Female patients 

showed higher FoR 

than female 

partners. Where 

male patients 

showed 

depression, the 

female partner 

was also 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

significantly 

impacted by this. 

Neese LE, Schover 

LR, Klein EA, Zippe 

C, Kupelian PA. 

2003. 

USA Exploring help seeking 

behaviour for sexual 

problems invited to take 

part in telephone 

interviews 

320 PCa survivors (of 

455) who indicated 

that they were 

already getting or 

likely to seek help for 

sexual problems 

within the next year. 

25% of men refused 

permission for 

researcher to contact 

their wife/partner. 

Women recruited 

through PWC. 

163 female partners 

1 male partner 

320 men with PCa 

Telephone survey 

utilising multiple 

choice questions 

asked by female 

masters researcher.  

Previous help 

seeking 

behaviour, 

Barriers to 

seeking help, 

motivating 

factors to 

increase help-

seeking, role of 

the partner in 

help-seeking, 

type of help 

preferred 

43% of men said 

their partners had 

encouraged them 

to seek help. Many 

women resigned 

themselves to 

having unsatisfying 

sex lives. 

Educational 

materials were 

used by both 

patients and 

partners but were 

less useful in 

helping to find 

professional 

referrals or 

resolving sexual 

problems. 

O’Shaughnessy 

PK, Laws TA, 

Esterman AJ. 

2015. 

Inter-

national/Australia 

To assess the support 

required by men with 

PCa and their partners. 

Men with PCa who 

attended PCSG in 

Australia, UK, USA, 

Ireland, Canada, 

South Africa and New 

Zealand (no 

193 men 

40 partners 

Online survey 

Supportive care 

needs of men 

with PCa and 

their partners 

Wives/partners are 

key psychosocial 

support to men 

with PCa. They 

provide valuable 

insight into men's 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Canadians 

responded). 

care needs that 

men are 

unable/unwilling 

to recognise 

themselves. 

Perez MA, Skinner 

EC, Meyerowitz 

BE. 2002. 

USA Investigating impact of 

radical prostatectomy 

for PCa on sexuality and 

intimacy on men and 

their partners 

134 men and their 

female partners 

(from 209 partnered 

patients, 64% 

response), Women 

recruited through 

PWC. 

134 partnered men 

who had radical 

prostatectomy 

134 female partners 

of men who had 

radical 

prostatectomy 

Responses to postal 

survey. 

 

Emotional 

distress, overall 

QoL, Sexual 

functioning, 

sexual interest, 

sexual 

satisfaction, Body 

image, 

relationship 

adjustment 

Measures of 

sexuality and 

intimacy 

moderately 

predicted patients’ 

emotional distress 

and QoL with body 

image and dyadic 

adjustment playing 

the most 

important roles. 

Partner ratings of 

sexual satisfaction 

played a more 

important role 

predicting female 

QoL. 

Ramsey SD, 

Zeliadt SB, Blough 

DK, Moinpour 

USA Assessing the impact of 

PCa on the sexual 

relationship from the 

perspective of partners 

Patient/female 

partner pairs 

followed for 12 

months post 

treatment. Partners 

88 patient/female 

partner pairs 

answered 

Satisfaction with 

care, influence of 

treatment 

approach, impact 

on relationship 

PCa therapy has a 

negative impact on 

sexual 

relationships that 



274 
 

 

Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

CM, Hall IJ, Smith 

JL, et al. 2013. 

of men with the 

condition. 

were only included if 

the man with PCa 

consented to study 

and was willing to 

allow contact with his 

partner. 

quantitative postal 

survey. 

with the patient, 

cancer worry and 

personal 

activities. 

appears to worsen 

over time. 

Rees CE, Sheard 

CE, Echlin K. 2003. 

UK Examining information 

seeking 

behaviours/information 

needs of partners of 

men with PCa 

Partners of men 

whose details were 

registered on a 

national UK prostate 

cancer charity 

database. Patients 

had to consent and 

invite partners to 

participate. 

39 partners (of 150 

men contacted) to 

complete postal 

questionnaire. 

Information 

seeking 

behaviours, 

information 

needs 

Positive correlation 

between 

information 

seeking and 

information needs. 

HCPs need to take 

into consideration 

the information 

seeking behaviours 

of patients and 

their family when 

identifying their 

information needs. 

Ross KM, Ranby 

KW, Wooldridge 

JS, Robertson C, 

Lipkus IM. 2016. 

USA To assess the effects of 

physical and mental 

health on relationship 

satisfaction up to 1 year 

post diagnosis. 

165 men undergoing 

prostatectomy and 

their female partners 

followed for 1 year 

post treatment. Both 

members of the 

99 couples (from 

188) completed a 

quantitative postal 

questionnaire. 

Demographics, 

Physical health, 

mental health, 

relationship 

satisfaction 

The patient and 

partners physical 

health had an 

effect on each 

other's 

relationship 

satisfaction at 1 

month. The 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

couple had to 

participate 

spouse's mental 

health predicted 

patient's 

relationship 

satisfaction 

throughout the full 

course of the 

research. 

Sanchez E, Baena 

A, Caliz C, Paredes 

F, Calvo J, 

Fernandez J. 2020 

Spain To estimate the 

prevalence of 

unsuspected 

anxiety/depression in 

Patients with PCa and 

their partners. 

PCa outpatients and 

spouses between 

January and June 

2019. Spouses 

recruited through 

PWC. 

Men 2 months – 13 

years post treatment, 

age 49-92. 

Wives aged 45-87.  

Any one with 

previously diagnosed 

anxiety/ depression 

excluded. 

184 PCa patients 
137 wives of PCa 
patients. Self-
reported postal 
questionnaire 
 

Anxiety and 

depression 

3 surveys: 

Memorial Anxiety 

Scale for PCa 

(patients) 

HADSS (patients 

and spouses) 

Patient Health 

Questionnaire 

(patients and 

spouses) 

High prevalence of 

anxiety and 

depression found 

in PCa patients and 

wives, with higher 

levels noted in 

wives than in 

patients. Women 

with higher 

education levels 

showed higher 

levels of 

depression. 

Sanda MG, Dunn 

RL, Michalski J, 

Sandler HM, 

USA Assessing QoL and 

satisfaction with 

Men with T1 and T2 

PCa having 

prostatectomy, 

1085 (of 1201) PCa 

patients completed 

study 

Vitality, Bowel 

problems, urinary 

problems, sexual 

Each treatment 

type was 

associated with 



276 
 

 

Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Northouse L, 

Hembroff L, et al. 

2008. 

outcomes of PCa 

treatments 

Brachytherapy, or 

EBRT as primary 

treatments 

625 partners problems, 

satisfaction with 

treatment 

outcomes 

particular pattern 

of changes in QoL 

domains. 

Treatment related 

QoL changes in 

patients caused 

distress in their 

partners. 

*Minimal 

reporting related 

to partners despite 

high numbers 

within study. 

Segrin C, Badger 

TA. 2010. 

USA 

 

Comparing 

psychological distress 

between support 

partners (siblings, 

spouses, family, friends) 

of people surviving 

breast cancer and PCa 

People identified as 

‘partners’ by person 

with cancer. Mostly 

spouses/partners but 

some 

siblings/children 

215 participants 

invited through PWC 

across 3 different 

studies. 58 of whom 

were female spouse 

of men with PCa. 

Depression, 

positive and 

negative affect, 

anxiety, and 

relationship 

satisfaction. 

Psychological 

distress was similar 

among all 

relationship types, 

but spouses’ levels 

of psychological 

distress was above 

population norms. 

Female 'partners' 

had higher levels 

of depression than 

male 'partners'. 

Need to consider 

deleterious impact 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

of cancer on 

spouses and other 

supporting people. 

Segrin C, Badger 

TA, Harrington J. 

2012. 

USA Assessing the degree of 

dyadic interdependence 

in psychological QoL in 

dyads adjusting to PCa 

70 men with PCa 

either having 

treatment or 

completed treatment 

within previous 6 

months who were 

taking part in RCT 

interventional study 

along with a 

‘partner’.  

70 men with PCa 

and any stage 

disease and their 

‘partners’ who were 

spouses (51), 

children, or friends.  

Depression, 

anxiety, Fatigue, 

positive affect, 

prostate specific 

related QoL. 

Survivors prostate 

specific function is 

related to both 

their own and their 

partners 

psychological QoL. 

Evidence of 

longitudinal dyadic 

interdependence 

for psychological 

QoL, therefore 

survivors 

psychological QoL 

is affected 

substantially by 

their partners 

psychological QoL 

consistent with 

theories of 

emotional 

contagion. 

Shindel A, Quayle 

S, Yan Y, Husain A, 

USA 

 

Assessing sexual 

function female 

partners of men who 

Men who had 

undergone radical 

prostatectomy 

90 men with PCa 

and their partners 

completed self-

International 

index of erectile 

function for men, 

Correlation of all 

domains in IIEF 

and FSFI except 
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Groups Outcomes 

measured 

Main description 

of results 

Naughton C. 

2005. 

have had radical 

prostatectomy for PCa, 

between 1996 and 

2000 and their 

female partners - all 

patients from 

hospital invited to 

participate (1134). 

Average 45 months 

post-surgery. Women 

recruited through 

PWC. 

report postal 

questionnaires. 

female sexual 

function index for 

female partners 

male erectile 

function and 

overall sexual 

function with 

female desire. 

Interrelationships 

between male and 

female sexual 

dysfunction. 

Evaluation and 

treatment of 

sexual dysfunction 

should include 

both partners. 

Song L, Northouse 

LL, Braun TM, 

Zhang L, Cimprich 

B, Ronis DL, et al. 

2011. 

USA Exploring relationship 

between QoL in patients 

and partners 

experiencing PCa. 

Secondary analysis of 

data from RCT 

(Northouse et al.) 

Men with PCa at 3 

different phases: 2 

months post 

treatment, or 2 x rise 

in PSA or diagnosis of 

mets/advanced 

disease and their 

female partners. 

Women recruited 

through PWC. 

134 dyads asked to 

complete 

questionnaires 

independently 

Social support, 

Open 

communication, 

illness 

uncertainty, PCa 

related 

symptoms. Asked 

to complete 

questionnaires 

independently at 

baseline, 4, 8, and 

12 months. 

QoL in couples 

with higher income 

and localised 

disease was better. 

Partners QoL was 

better in older 

females. QoL 

improved as social 

support and 

cancer-related 

communication 

increased. *QoL 

better in patients 
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Groups Outcomes 

measured 

Main description 

of results 

with lower 

education level. 

Song L, Northouse 

LL, Zhang L, Braun 

TM, Cimprich B, 

Ronis DL, et al. 

2012. 

USA Examining the patterns 

of change in dyadic 

communication over 

time. Secondary analysis 

of larger RCT (Northouse 

et al.) 

PCa patients with 

either localized, 

biochemical 

recurrence, or 

advance disease. 

Partners recruited 

through PWC. 

134 PCa patients 

134 female partners 

of men with PCa 

Communication, 

social support, 

illness 

uncertainty, 

symptom 

distress, PCa 

specific 

symptoms. 

Patients and 

partners asked to 

complete 

questionnaires 

separately at 

baseline, 4, 8, 12 

months. 

Patients + partners 

reported similar 

levels of 

communication at 

time of diagnosis. 

Communication 

reported by 

patients and 

partners decreased 

over time in similar 

trend. Couples 

perceived 

communication 

increased as they 

reported more 

social support, less 

uncertainty, and 

fewer hormonal 

symptoms in 

patients. 

Song L, Rini C, Ellis 

KR, Northouse LL. 

2016. 

USA Assessing how PCa 

patients and partners 

appraisals of illness and 

QoL coincide 

PCa patients 2-4 

months post initial 

treatment, 2 x rise in 

PSA, diagnosis of 

mets/advanced 

124 heterosexual 

couples completed 

in-person 

questionnaires 

independently at 

Appraisal of 

Illness, perceived 

dyadic 

communication, 

QoL, Urinary 

Patients and 

spouses who 

perceived more 

dyadic 

communication at 
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Groups Outcomes 

measured 

Main description 

of results 

disease. Women 

recruited through 

PWC. Secondary 

analysis of previous 

RCT data (Northouse 

et al.). 

their home with 

researcher present. 

bother, sexual 

problems, bowel 

problems. 

4 months had 

better QoL at 8 

months. 

Interventions that 

reduce negative 

appraisals of illness 

and promote 

dyadic 

communication 

may improve QoL 

for both patients 

and partners. 

Sterba KR, Swartz 

RJ, Basen-

Engquist K, Black 

PC, Pettaway CA. 

2011. 

USA Examining QoL in wives 

of men with high risk 

PCa. 

Female spouses of 

men with PCa. 

Husbands were 

randomized to either 

1 year hormone 

treatment post XRT 

or XRT only. 

43 female partners 

of men with high 

risk PCa, whose 

husbands were 

participating in 

hormone RCT. 

Separate telephone 

calls for researcher 

to complete 

questionnaires with 

participants at 

baseline, 6, 12, 18, 

and 24 months. 

Mood 

disturbance, 

mental and 

physical health, 

sexual function 

and bother, 

dyadic 

adjustment. 

Women's mental 

health functioning 

improved over 

time. Women with 

husbands in 

observation group 

had worse mood 

disturbance and 

poorer mental 

health than those 

whose husbands 

were in treatment. 

Women reported 

worse sexual 

functioning at 18 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

and 24 months 

compared with 

baseline, but 

sexual bother were 

unrelated to time, 

treatment, and 

symptoms. Spousal 

cancer-related 

distress decreases 

over time. Physical 

burden of 

caregiving may 

intensify when 

men have more 

symptoms. 

Thomas KS, Bower 

JE, Williamson TJ, 

Hoyt MA, Wellisch 

D, Stanton AL, et 

al. 2012. 

USA Using diurnal cortisol 

output readings to 

assess stress levels in 

partners of men with 

PCa compared to 

women who were in 

relationships with men 

with no illness. 

Women aged 

between 42-75 

recruited through 

flyers at urology 

clinics or contacted 

through tumour 

registry information 

identifying men with 

PCa. 

19 female partners 

of men with PCa 

26 female partners 

of men with no 

illness 

Salivary cortisol 

levels for 3 days 

at wakening, +30 

mins, +8 hours, 

bedtime for 3 

days. Self-report 

diary of caffeine 

intake, tobacco 

use, alcohol 

consumption, 

sugar intake, 

physical activity, 

Partners of men 

with PCa had lower 

daily cortisol 

output across the 3 

days than controls. 

68.4% of PCa 

partners reported 

sub-threshold 

PTSD (compared to 

23.1% of controls). 

Sub-threshold 

PTSD significantly 
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characteristics 

Groups Outcomes 

measured 

Main description 

of results 

sleep, and daily 

stress levels. 

Structured clinical 

interview to 

assess for DSM-IV 

disorders (PTSD). 

20 item scale to 

assess for self-

report measures 

of distress, 

perceived stress 

scale, modified 

caregiver strain 

index. 

predicted cortisol 

output. Findings 

highlight 

importance of 

developing 

interventions 

aimed at reducing 

the risk of 

psychopathologies 

in PCa partners. 

Thornton AA, 

Perez MA, 

Meyerowitz BE. 

2004. 

USA Prospectively measured 

QoL and psychosocial 

adjustment in men with 

PCa and their partners 

prior to surgery and 

across 1 yr post-surgery. 

Partnered PCa 

patients and their 

partners both had to 

take part. All partners 

who completed full 

study were female. 

65 (of 80) couples 

completed all 

assessments. 

General HRQoL, 

PCa-specific QoL, 

Urinary & Erectile 

functioning, 

Cancer -specific 

stress, General 

stress, 

Relationship 

quality, 

Patient and 

partners differed; 

patients’ levels of 

emotional stress 

decreased after 

surgery. Partners 

levels didn't 

decrease until 1 yr 

post-surgery. 

Thornton AA, 

Perez MA. 2006. 

USA Assessing posttraumatic 

growth in PCa patients 

Couples where man 

had radical 

prostatectomy.  

67 (of 106 couples) 

completed 1 yr 

assessment. Data 

collected via postal 

Posttraumatic 

growth inventory, 

Coping, positive 

reframing, 

For partners higher 

levels of PTG after 

1 year in women 

whose partners 
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of results 

and partners 1 year post 

surgery.  

questionnaire at 

surgery (T0), 

T0+3weeks, T0+6 

months, T0+12 

months. Patient’s 

partner had to be 

present at pre-

surgical 

appointment to sign 

consent forms. 

planning, 

acceptance, using 

emotional 

support, using 

instrumental 

support, humour, 

religion, self-

distraction, 

denial, venting, 

substance use, 

behavioural 

disengagement, 

self-blame. 

Positive and 

negative affects 

schedule, Impact 

of events scale, 

Rand health 

survey. 

were employed, 

those who were 

less well educated, 

used positive 

reframing and who 

endorsed higher 

cancer-specific 

avoidance 

symptoms of stress 

pre-surgery. 

Psychological 

disruption 

associated with 

cancer experience 

and coping are 

related to PTG in 

both survivors and 

their partners. 

Tran S-N, Wirth 

GJ, Mayor G, 

Rollini C, Bianchi-

Demicheli F, Iselin 

CE. 2015. 

Switzerland Assessing sexual 

functioning of men with 

PCa and their female 

partners pre-surgery 

and 6 months post-

surgery 

Men undergoing 

robot-assisted 

laparoscopic radical 

prostatectomy and 

their female 

partners. 

21 couples who 

were sexually active 

pre-surgery 

International 

Index of erectile 

function (IIEF), 

female sexual 

function index 

(FSFI), Lock-

Wallace Marital 

Six months post-

surgery IIEF and 

FSFI had significant 

dropped within 

couples, MAT 

scores were 

unaffected. ED is 

associated with 
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of results 

Adjustment Test 

(MAT). 

worsening female 

sexual function. 

Full erectile 

function can take 

2-3 years post-

surgery to recover. 

Nerve-sparing 

surgery has 

protective effect 

on both patients 

and their partners. 

Turner D, Adams 

E, Boulton M, 

Harrison S, Khan 

N, Rose P, et al. 

2013. 

UK Examination of long-

term impact on close 

family members of PCa, 

Breast, and colorectal 

cancer survivors 5-16 yr 

post diagnosis. Family 

members invited by 

PWC 

Close family 

members of people 

with breast, 

colorectal or prostate 

cancer. 

257 close family 

members: 211 

spouses for all 

cancer types.  

70 PCa spouses 

Health status, 

levels of anxiety 

and depression, 

unmet supportive 

care needs, and 

positive 

outcomes 

Practical unmet 

needs identified: 

hospital parking. 

Information on 

familial risk, help 

managing fear of 

cancer recurrence, 

co-ordination of 

care was among 

the most cited 

unmet needs. Little 

variation across 

cancer types. Most 

family members 

report few on-

going issues, but 
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of results 

small proportion 

(<10% have high 

levels of anxiety 

and/or moderate 

or strong unmet 

needs. Strategies 

needed to identify 

this group and 

address their 

needs. 

van de Wal M, 

Langenberg S, 

Gielissen M, 

Thewes B, van 

Oort I, Prins J. 

2017. 

Netherlands Prevalence of fear of 

cancer recurrence (FoR) 

in partners of PCa 

survivors and assess 

relationship with QoL in 

partners.  Comparison 

with FCR in survivors. 

740 partners of PCa 

survivors through 

invited to participate. 

219 completed 

questionnaire, 168 

analysed. Men with 

PCa had to consent 

to partner being 

invited. 

168 (of 311) 

partners of PCa 

patients (gender not 

known as postal 

questionnaires were 

utilised and gender 

not asked). 

Cancer Worry 

Scale (CWS), 

HRQoL. 

Mean levels of FoR 

were comparable 

between survivors 

and partners. 35% 

partners reported 

high FoR/38% 

survivors. Higher 

survivor FoR and 

younger age were 

significantly 

associated with 

higher partner 

FoR. Partners with 

high FoR scored 

significantly lower 

on social 

functioning, 
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of results 

emotional 

functioning, 

mental health, 

general health, and 

vitality. Clinicians 

should be aware of 

partner FoR when 

delivering care to 

men with PCa. 

Varner S, Lloyd G, 

Ranby K, Callan S, 

Robertson C, 

Lipkus I. 2019 

USA Exploration of 

congruence between 

patients with PCa and 

partners for 

psychosocial constructs 

during first year 

following diagnosis.  

Men having radical 

prostatectomy for 

stage I/II PCa.. 

Partners recruited 

through PWC. 

 

165 couples 

surveyed at 

diagnosis, 1-, 6-, and 

12-months via 

separate postal 

questionnaires for 

men and partners. 

Illness 

uncertainty, non-

supportive 

behaviours, 

perceived 

support, 

relationship 

satisfaction, 

physical and 

mental QoL 

Partners feeling 

more supported at 

diagnosis was 

related to patients 

feeling more 

supported at 6 

months. Partners 

feelings of support 

at 6 months 

predicted patients 

12 month ratings 

of physical and 

mental QoL.  Study 

shows 

psychological 

interdependence 

between patients 

and partners. 
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Virtue SM, Manne 

SL, Kashy D, 

Heckman CJ, 

Zaider T, Kissane 

DW, et al. 2015. 

USA Spousal influence on 

physical activity and 

healthy eating in PCa 

survivors. 

Men treated for PCa 

in previous 12 

months and their 

partners. Study used 

baseline data from 

multi-site RCT 

exploring couple-

focused interventions 

(Manne et al.).  

Women invited by 

PWC. 

132 couples, 

Completed self-

report measures 

through postal 

questionnaire. 

 

SRQs for physical 

activity, fruit/veg 

consumption, 

relationship 

satisfaction, and 

support for 

partners healthy 

diet/physical 

activity. 

Couples reported 

similar fruit/veg 

consumption and 

physical activity. 

Greater fruit/veg 

consumption was 

related to higher 

relationship 

satisfaction and 

greater spouse-

rated support. 

Partners and PCa 

survivors may 

influence each 

other’s diet and 

exercise 

behaviours. 

Walker LM, 

Santos-Iglesias P, 

Robinson J. 2018. 

Canada Assessment of mood, 

sexuality and relational 

intimacy at 6 months of 

ADT 

Heterosexual couples 

dealing with side-

effects related to 

ADT assessed at 

baseline, 3 months 

and 6 months. 

72 couples 

completed 

questionnaires 

independently 

Emotional 

intimacy, sexual 

intimacy 

Declines in sexual 

function, sexual 

frequency, and 

relational intimacy 

observed for first 6 

months. Specific 

facets of relational 

intimacy are 

improved with 

increased sexual 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

activity and also 

when partners 

recognise the 

emotional changes 

that patients 

experience. 

Winters-Stone 

KM, Lyons KS, 

Bennett JA, Beer 

TM. 2014. 

USA Determining 

correlations between 

incongruence of 

symptom perception 

and relationship quality 

in couples >60 years old. 

Couples where man 

had completed 

primary treatment 

for PCa, and couples 

were agreeable to 

taking part in RCT 

requiring 2 x weekly 

exercise sessions for 

6 months. This study 

explores baseline 

data to detect 

incongruence. 

59 couples (who 

were volunteering 

for paired exercise 

study over 6-month 

period). 

PWC symptom 

severity, PWC 

and/or partners 

predictors of 

symptom 

incongruence, 

Depressive 

symptoms, 

current co-

morbidities, Age, 

demographics 

and clinical 

information. 

PWC and spouse 

rating of symptom 

severity and 

amount of 

incongruence 

varied significantly 

across couples. 

Spouses rated 

symptom severity 

higher then PWC. 

Younger age of 

PWC and high 

spouse caregiver 

strain accounted 

for 29% of 

incongruence in 

perceptions of 

PWC symptom 

severity. 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

Wood A, Barden 

S, Terk M, 

Cesaretti J. 2019. 

USA The influence of stigma 

on QoL and relationship 

satisfaction for PCa 

survivors and partners 

Convenience 

sampling of clinic 

patients/partners 

and couples from PCa 

support group. Both 

members of the dyad 

had to participate. 

PCa survivors were 1-

3 years post 

treatment. 

80 couples 

completed 

questionnaires 

Stigma measured 

by social impact 

scale, QoL 

measured by 

Functional 

Assessment of 

Cancer Therapy 

(FACT) - general 

population, 

relationship 

satisfaction 

measured by 

Couples 

Satisfaction 

Index. 

Stigma had a 

negative 

association with 

QoL, but not with 

relationship 

satisfaction. 

Wu L, McGinty H, 

Amidi A, Bovbjerg 

K, Diefenbach M. 

2019 

USA Assessing the fear of 

cancer recurrence (FoR) 

and impact of treatment 

on men with PCa and 

partners 

Secondary analysis of 

longitudinal study of 

men who presented 

for 2nd opinion re PCa 

(Diefenbach & 

Mohamed). 

Participants recruited 

April 2001-Nov 2002. 

Spouses invited by 

PWC. 

69 patients & 62 

spouses (from 71 

dyads) completed 

FoR questionnaire  

Patients and 

spouses assessed via 

self-report 

questionnaires at 

baseline, 6-months, 

and 12-months. 

Socio-

demographics, 

medical 

information, FoR  

Dyadic assessment 

not possible so 

individual 

responses 

assessed. 

Both patients and 

spouses reported 

moderate FoR but 

spouses FoR was 

significantly higher 

than patients. FoR 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

declined in both 

groups over time. 

Yiou R, 

Ebrahiminia V, 

Mouracade P, 

Lingombet O, 

Abbou C. 2013. 

France Assessing sexual QoL in 

women whose partners 

use erectogenic drugs 

post prostatectomy 

All men included in 

study had pre-

operative IIEF score 

>25 and stable 

relationship of at 

least 6 months. No 

adjuvant cancer 

therapies. 

104 couples who 

utilised 

Intracavernous 

alprostadil injections 

for 1 year. 

International 

Index of Erectile 

Function (IIEF), 

Incontinence, 

evaluation of pain 

associated with 

injections for 

men. Females 

completed ISL 

(Impact on sex 

life) 

questionnaire. 

General life 

satisfaction. 

Retrospective 

study at 1 year. 

Indexes of female 

sexual QoL were 

low overall but 

were highly 

correlated with the 

men's response 

level to IAI 

treatment. IAI-

related pain, 

increased age, and 

poor urinary 

function of men 

appear to 

negatively impact 

female sex life. 

Yoshimoto SM, 

Ghorbani S, Baer 

JM, Cheng KW, 

Banthia R, 

Malcarne VL, et 

al. 2006. 

USA Exploring whether 

religious beliefs can be a 

source of support for 

couples dealing with 

PCa. 

101 men diagnosed 

with PCa in previous 

18 months and their 

female partners 

6 men who used 

spiritual/religious 

mechanisms (but 

not their wives) 

14 couples who 

both used 

spiritual/religious 

coping mechanisms 

Comparing 

whether a couple 

who both have 

strong religious 

views cope better 

than a couple 

where 1 member 

of the couple 

utilises religious 

Where couples 

both used religious 

coping, the wife 

showed 

significantly 

greater reduction 

in dysfunctional 

problem-solving in 

comparisons to 



291 
 

 

Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

65 couples where 

neither husband nor 

wife used 

spiritual/religious 

coping mechanisms 

16 women who 

used 

spiritual/religious 

coping mechanisms 

(but not their 

husbands) 

beliefs as coping 

mechanism or 

neither member 

of the couple 

have religious 

coping 

mechanisms. 

Social problem-

solving inventory 

completed by 

wives at baseline 

and 10 weeks 

later. 

wives who had 

husbands who did 

not employ 

religion as a coping 

mechanism. When 

couples share in 

turning to religion 

as a source of 

coping, this may be 

associated with 

improved 

problem-solving, 

but sole 

engagement 

coping by wives 

may be associated 

with worse 

problem-solving. 

Zhou ES, Kim Y, 

Rasheed M, 

Benedict C, 

Bustillo NE, 

Soloway M, et al. 

2011. 

USA Assessing the marital 

satisfaction of PCa 

survivors and their 

spousal caregivers. 

Physical and mental 

health impacts. 

Men >50 with stage 3 

or 4 PCa and have 

had ADT in previous 

12 months along with 

their spouse. 

29 couples 

completed 

assessments. 

Physical health 

(10 item physical 

health 

questionnaire) 

mental health (5 

question 

shortened form 

of MOSSF-32) and 

Strong relations 

between physical 

and mental health 

with marital 

satisfaction for 

both patient and 

spouse. Spousal 

mental and 

physical health 
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Authors Country Context Participant 

characteristics 

Groups Outcomes 

measured 

Main description 

of results 

marital 

satisfaction (DAS). 

was related to 

patients’ marital 

satisfaction. 
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Appendix 5.8 Chart showing summary of Qualitative/Interpretive studies 

Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Appleton L, 

Perkins E. 2017. 

Interviews at 3 

timepoints. GT 

methods 

employed. 

UK Patient's 

physical/emotional 

health, the impact of 

radiotherapy on the 

lives of family and 

friends of the patient, 

and the nature of the 

exchanges which took 

place before and during 

radiotherapy. 

Mixed group of 

nominated 

'significant' others 

that could be 

family/friends or 

spouses - 5 female 

spouses of PCa 

patients included 

22 informal carers 

(described themselves 

as 'helpers') attending 

radiotherapy centre 

with cancer patients 

with mixed 

pathologies.  

5 female spouses of 

PCa patients included. 

 

The impact of cancer on 

family/friends and how 

providing 'help' during this 

time can overcome the 

separation imposed by a 

cancer diagnosis. 

Family/friends described 

themselves as 'Helpers' 

rather than carers. They 

identified two types of 'help'; 

behind the scenes and 

unknown to the patients in 

most cases (The majority of 

helpers expended 

considerable energy in trying 

to protect the patient from 

negative influences that 

could undermine their 

physical and emotional well‐

being) and obvious help that 

patient could see. 

Arrington MI, 

Grant CH, 

Vanderford ML. 

2005. 

Researcher 

observing 

member 

interactions at 

USA American retirees who 

attend prostate cancer 

support group. Men 

(Man to Man) and 

Combined 

male/female support 

group, separate male 

support group, 

Aspects of social 

support were 

measured; Information 

gathering/sharing, 

Surprisingly only Information 

gathering/sharing was 

obvious. There was negligible 

evidence of 
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Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

PCa support 

group.  

female partners (Side by 

Side) are included. 

separate female 

support group. 

Cumulatively over 

100 participants 

Emotional support, 

Tangible/practical 

assistance. 

tangible/practical assistance 

and very surprisingly 

emotional support was 

discouraged. 

Bamidele O, Lagan 

BM, McGarvey H, 

Wittmann D, 

McCaughan E. 

2019. 

Semi-structured 

telephone 

interviews.. CGT 

method after 

Charmaz utilised 

for analysis 

UK Experiences of BA and 

BC men with PCa in the 

UK. 

Female partners of 

Black African and 

Black Caribbean men 

(not all wives were 

BA/BC). Women 

recruited through 

PWC 

BA (3), BC (4), WB (2) 

WI(1) Spanish 1 wives 

of BA and BC men less 

than 5 years post 

treatment for PCa.  

partners may feel isolated 

and have limited psycho-

social support. Inclusive 

support care involving 

partner and patient could 

help men to develop 

empathy for their wives. 

Bamidele O, 

McGarvey H, 

Lagan BM, 

Parahoo K, 

Chinegwundoh  F, 

McCaughan E. 

2019. 

Semi-structured 

telephone 

interviews with 

men and 

partners/focus 

groups with HCPs. 

CGT method after 

Charmaz utilised 

for analysis 

UK Lived experiences of 

PCa patients and 

partners, Attitude of 

HCPs 

Black African and 

Black Caribbean men 

and their (multi 

racial) female 

partners, and HCPs. 

Women recruited 

through PWC. 

25 BA or BC men with 

PCa, 11 female 

partners, 11 HCPs 

(designations not 

disclosed) 

Need to increase 

psychosocial and 

psychosexual support for PCa 

survivors and partners 

regardless of ethnicity or 

cultural background. 

(Disagree that sex is of 

priority at younger age). 

Gender roles influence 

coping mechanisms. 

Beck AM, 

Robinson JW, 

Carlson LE. 2013. 

Participants 

interviewed as 

couples then as 

individuals. GT 

Canada  

 

Comparison of couples 
who maintain satisfying 
sexual intimacy post 
PCA with those who do 
not. 

Sexual 
adjustment/sexual 
satisfaction after PCa 
 

17 heterosexual 
couples 
10 who maintained 
satisfying sex life/7 
who didn’t. Primarily 

Couples who place greater 

value on sex for relational 

intimacy adjust better to 

sexual challenges after PCa. 
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Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

methodology 

employed. 

 white, middle class. 
average age of women 
was 57, average age of 
men was 64 

Blank TO, Adams-

Blodnieks M. 

2007. 

Examining the 

postings of service 

users, partners, 

friends and family 

of breast and 

prostate cancer 

group members. 

Thematic analysis 

of transcripts. 

USA Exploring how different 
groups utilise online 
support. 

Postings by gender, 

patient/spouse/other, 

newly 

diagnosed/open 

discussion 

492 postings on 

WebMD groups 

divided into 

medical/treatment, 

intimacy/sexuality, 

emotional expression, 

support 

Women more likely to follow 

traditional gender roles and 

act as 'caretaker', more likely 

to seek information and also 

more likely to be concerned 

with support and emotional 

expression. Higher 

percentage of PCa spouses 

utilizing forum (29%) than 

breast Ca spouses (3%). 

Blank TO, Schmidt 

SD, Vangsness SA, 

Monteiro AK, 

Santagata PV. 

2010. 

Analysis of online 

postings. 

Thematic 

grouping of posts. 

USA Type of information 

/support requested 

from messages posted 

on breast and prostate 

cancer support sites on 

Google and WebMD 

 

Online users of 

support sites by 

cancer patients, 

spouses and family 

members 

3203 postings (1035 

prostate group, 2168 

breast group) 18.8% of 

prostate group 

postings were by 

spouse (195) 

 

Highlighted the differences in 

needs of different genders. 

Clinicians should be more 

aware of the different needs 

of patients and their family 

members. 

Boehmer U, Clark 

JA. 2001. 

Focus groups with 

men and women.  

USA Communication about 

diagnosis and treatment 

of PCa between men 

and their wives 

Focus groups 

conducted separately 

for each gender. 

Retrospective 

individual focus groups 

with 20 patients and 7 

wives - compared 

Reveals lack of 

communication within 

couples. Care providers 

should facilitate involvement 

of wives to assist with 
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Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Comparison of 

dyadic content.  

GT method 

analysis 

Women recruited 

through men, all 

women had husbands 

who took part, but 

not all men’s wives 

took part. 

husbands and wives 

accounts  

 

adaptation to prostate 

cancer 

Bottorff JL, Oliffe 

JL, Halpin M, 

Phillips M, 

McLean G, Mroz L. 

2008. 

Individual 

interviews with 

women who 

regularly attend 

prostate cancer 

support groups. 

Inductive, 

iterative analysis 

method 

employed. 

Canada Women’s motivations 

for attending PCa 

support groups. 

 

Women recruited 

from across 13 

different prostate 

cancer support 

groups (sought 13 

volunteers but more 

women wanted to 

take part). Women 

were recruited 

independent of men 

BUT husbands 

attended groups. 

20 women who 

regularly attend one of 

the 13 prostate cancer 

support groups. 

Women were guided by 

traditional gender roles and 

behaviours; nurturing/caring, 

facilitating social connections 

and desire to share 

emotional experiences. 

Butler L, Downe-

Wamboldt B, 

Marsh S, Bell D, 

Jarvi K. 2000. 

Semi-structured 

interviews. All 

interviews were 

transcribed 

verbatim using 

numerical codes 

to protect 

participants' 

Canada Partners (female) 

perceptions of quality of 

life after radical 

prostatectomy 

Attendees at urology 

follow-up clinics and 

prostate support 

groups. Women 

recruited through 

PWC 

21 couples in total. 20 
couples, semi 
structured interviews 
individually, 1 couple 
were interviewed 
together,  
all Caucasian. 

People should be made 

aware of community 

resources, partners need 

someone to talk to, some 

women feel isolated, but 

some women feel that a 

cancer diagnosis improved 

their relationship. Needs of 
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Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

identities. Content 

analysis was used 

to categorize 

emergent  themes 

within the data. 

Both members of the 

couple had to 

participate.  

 

informal caregivers such as 

spouses should be 

recognised. 

Collaco N, 

Wagland R, Alexis 

O, Gavin A, Glaser 

A, Watson E. 2019 

Separate semi-

structured 

telephone 

interviews with 

men and partners. 

Thematic analysis 

using framework 

method to allow 

for dyadic 

analysis. 

UK Challenges on family 

unit that result from 

men <65 living with PCa 

Men <65 at time of 

diagnosis in a 

heterosexual intimate 

relationship. Men 3-5 

years post diagnosis. 

Women recruited at 

invitation of PWC. 

23 heterosexual 

couples 

Parental roles and family 

dynamics pose challenges for 

younger men: five themes – 

difficult conversations about 

PCa diagnosis, parental 

perceptions of the impact of 

PCa on children, parental 

responses to impact of PCa 

on family, 

shielding/coping/normalising 

strategies, levels of support. 

Collaco N, 

Wagland R, Alexis 

O, Gavin A, Glaser 

A, Watson E. 2020 

Separate semi-

structured 

telephone 

interviews with 

men and partners. 

Thematic analysis 

using framework 

method to allow 

UK Experiences and needs 

of couples affected by 

PCa where man is <65  

Men and partners 

taking part in larger 

Life After Prostate 

Cancer Diagnosis 

study. Women 

recruited at invitation 

of PWC. 

28 Heterosexual 

couples where man 

<65 

Couples’ experiences of 

intimate relationships, 

parental roles, work and 

financial obligations, social 

connections/activities were 

all impacted by PCa. 

Strategies employed to 

accommodate changes 

included communicating 

with each other, distancing, 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

for dyadic 

analysis. 

distraction, adopting positive 

mindset. Couple identities 

evolve as a result of PCa. 

Docherty A, 

Brothwell CPD, 

Symons M. 2007. 

In-depth focus 

groups. 

Iterative 

coding/thematic 

analysis. 

 

UK Assessing impact of 

inadequate knowledge 

on PCa from diagnosis 

through to post 

treatment, on men and 

their partners. 

 

Recruited from PCa 

support group.  

 

12 people 

Focus group with 5 

men and 1 woman. 

Focus group with 4 

men and 2 women. 

Men (6 months to 5 

years post diagnosis) 

and female spouses 

Not all men had 

partners, women 

recruited 

independently. 

 

Inadequacies in patient and 

spouse knowledge and 

awareness of PCa, PSA test 

results used as health 

indicator, spouse is the most 

useful practical and 

emotional support. 

Evertsen JM, 

Wolkenstein AS. 

2010. 

Two focus groups 

(n=14) of women 

whose partners 

were diagnosed 

with PCa up to 18 

months 

previously, 

USA Women's interaction 

with physicians and 

their support needs 

associated with a 

partner's PCa diagnosis 

Female partners of 

men diagnosed over 

previous 2 years at 

large Mid-west USA 

urology clinic 

14 female Participants 

recruited through 

invitation of PWC. 

Women require more 

support, confusion and 

feelings of abandonment is 

common once clinical care is 

complete, and men become 

more dependent on their 

partners to act as primary 

communicator and caregiver. 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Framework 

approach utilized. 

Holistic approaches are 

required to recognise the 

partner and family needs as 

important in treating PCa 

patients. 

Ervik B, Nordøy T, 

Asplund K. 2013. 

Qualitative in-

depth interviews 

using a 

phenomenological 

hermeneutic 

approach. 

Norway The experiences of 

spouses of men with 

PCa. 

Qualitative interviews 

to elicit experiences 

of spouses of men 

with PCa. 

Ethics required 

recruitment through 

men with PCa. 

 

9 female partners of 

78 men with early 

stage PCa interviewed.  

Being female partners is 

emotionally and physically 

demanding, spouses can 

suppress their own needs to 

support their husbands, 

increasing fatigue over time 

and shift in focus from 

husbands needs to their own 

needs for support. 

Feltwell AK, Rees 

CE. 2004. 

Focus group, 

couple interviews. 

Transcripts were 

theme analysed 

using an iterative 

process composed 

of several stages, 

two independent 

researchers. 

UK Exploring the depth of 

information seeking 

behaviours of partners 

of men with PCa 

 

Postal invitation to 

men with PCa to 

invite their partners 

to participate in 

study. Man had to 

agree first, partners 

recruited through 

PWC. 

6 (of 63 invited) 

couples recruited 

through postal 

invitation. 

4 couples interviewed 

in own homes plus one 

mini focus group with 

2 couples together 

Partners sought information 

to reduce anxiety and 

uncertainty, help in decision 

making processes, care for 

men with PCa, and ensure 

the needs of the men were 

met. They avoided 

information that might 

increase level of worry. They 

failed to seek information 

from HCPs because they felt 

disempowered and time-
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

pressured during 

consultations. 

Fergus KD, Gray 

RE, Fitch MI, 

Labrecque M, 

Phillips C. 2002. 

Semi-structured 

individual 

interviews. GT 

approach to 

analysis following 

Glaser. 

Canada Impact of disease, social 

support, coping, general 

experiences from 

diagnosis to 1 year post 

treatment. 

Examining patient-

provided support for 

spouse caregivers of 

men with PCa, part of 

a larger study on 

marital partners' 

coping and 

adjustment. 

Women recruited 

through PWC. 

 

 

34 couples, 

interviewed at 3 time 

points (diagnosis, 2 

months post-surgery, 1 

year post-surgery) 

individually/separately. 

 

When patients and 

caregivers were making 

concerted efforts to help 

each other both parties were 

better able to deal with 

practical and emotional 

struggles. When partners 

didn't receive support one or 

both parties’ ability to cope 

was diminished. Many 

couples found their 

relationship had become 

stronger as a result of their 

experience with PCa. 

Fergus KD. 2011. Ethnographic 

study, couples 

interviewed 

together on 2 

occasions. GT 

methodology. 

Canada  

 

Examination of 'well 

adjusted' couples’ 

methods of coping and 

resiliency to overcome 

PCa. 

Couples interviewed 

together 2 years post 

diagnosis. 

Women recruited 

through PWC. 

5 couples selected 

from larger 

longitudinal study. 

Couples who 

demonstrated high 

scores on Dyadic 

Adjustment Scale and 

presented to 

interviewers as being 

high-functioning and 

Embracing a communal body 

was instrumental to repair of 

the same. Communal 

embodiment approach could 

help other couples adjust to 

PCa. Authors suggest that 

couple interventions may 

strengthen relationships and 
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Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

well adapted in 

previous study.  

Coping and resilience 

promote coping and 

resilience. 

Gray RE, Fitch M, 

Phillips C, 

Labrecque M, 

Fergus K. 2000. 

Separate and 

simultaneous 

interviews with 

men and partners. 

GT method of 

analysis after 

Glaser. 

Canada Exploring issues of 

support and coping for 

couples 

Men attending 

urologist for PCa 

recruited prior to 

surgery. Partners 

recruited through 

PWC. 

34 (of 83) couples 

interviewed prior to 

surgery, 2 -3 months 

post-surgery and 32 

couples at 1 year -13 

months post-surgery  

 

Men struggled to stay in 

control of emotions and their 

lives. Women were 

constrained from employing 

their usual strategies of 

coping and were torn 

between offering support 

and appreciating men's need 

for self-reliance. 

Harden J, 

Schafenacker A, 

Northouse L, 

Mood D, Smith D, 

Pienta K, et al. 

2002. 

Focus groups:  
2 x patients only,  
2 x spouse only,  
2 x dyad groups.  
Interactions 
recorded and 
content analysed 

USA Exploration of the 

experiences of couples 

living with PCa. 

Assessing their QoL, 

ability to manage 

symptoms and 

suggestions for 

interventions to 

improve daily 

experiences. 

Participants recruited 

from two cancer 

centres in Mid-

western USA to 

explore through 

descriptive qualitative 

study, the 

experiences of 

couples with PCa. 

Women recruited 

through PWC. 

42 participants; 22 

men with PCa and 20 

spouses.  

4 major themes; enduring 

uncertainty, living with 

treatment effects, coping 

with changes, needing help. 

Both men and women felt 

unprepared for side effects. 

Both partners and patients 

need to be included in 

discussions about the effects 

of illness and treatment. 
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Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Harden JK, 

Northouse LL, 

Mood DW. 2006. 

In-depth 

interviews with 

couples together. 

Analysis consisted 

of iterative 

approach to 

coding and 

identifying 

themes. 

USA Examining the 

experiences of PCa 

couples according to 

age groups/life cycle 

cohort.  

Stratified purposive 

sampling to recruit 5 

couples for particular 

age groups. Men with 

PCa were either 

newly diagnosed with 

localized disease, 

biochemical 

recurrence, or 

advanced disease. 

Women recruited 

through PWC 

15 dyads examined in 

3 different age groups. 

5 dyads age 50-64, 5 

dyads 65-74, 5 dyads 

75 - 84. Couples 

interviewed together. 

Both members of 

couple had to be 

willing to participate. 

 

PCa had an effect on couples’ 

daily lives, dyadic 

relationships, and 

developmental stage. Across 

the age groups 50-64 yr. 

old’s disappointment and 

anger at inability to reach life 

goals and establish financial 

security. 65-74 more satisfied 

with their life than other 2 

age groups. 75 - 84 reported 

slower recovery times. 

Although PCa has some 

universal effects, it may also 

have differential effects by 

age cohort. Inclusion of the 

man and his spouse in 

educational and information 

sessions is essential. Wives 

may not have openly shared 

their inner feelings and 

distress in the presence of 

their husbands in an attempt 

to maintain a positive 

outlook. 



303 
 

 

Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Ka’opua LSI, 

Gotay CC, Boehm 

PS. 2007. 

In-depth face-to-

face interviews x 2 

at 6 month 

intervals. Text 

management 

program utilised 

and combined 

GT/content 

analysis method 

employed. 

USA Exploration of 

spirituality-based 

resources as coping 

mechanisms for dealing 

with husbands PCa. 

Women recruited 

through PWC.   

Women recruited 

from larger long-term 

QoL survey of 

partners of men who 

had PCa for 5 years or 

more. 

28 Wives of PCa 

survivors purposively 

sampled by race and 

ethnicity, age 55 - 86. 8 

Caucasian, 8 Japanese, 

6 Chinese, 3 Filipino, 3 

Native Hawaiian.  

 

Women were challenged by 

psychosocial sequalae 

associated with PCa 

treatments. SBR facilitated 

adaptation and coping in 

marriage 

preservation/couple 

intimacy, personal growth 

and continuous learning, 

health related attitudes and 

behaviours, and community 

connections through giving 

and receiving social support. 

Kelly D., Forbat L., 

Marshall Lucette 

S., White I. 2015. 

In-depth 

interviews, (6 

couples together, 

2 couples sought 

separate 

interviews, 2 men 

would only 

participate 

without their 

partners). 

Iterative approach 

to coding with 2 

UK The impact of treatment 

for PCa on intimacy, 

sexual 

expression/relationships 

from a couple’s 

perspective. 

People impacted by 

PCa 2 years post 

treatment. 

Partners recruited 

through PWC. 

18 participants, 6 

female partners, 6 

heterosexual couples, 

2 same sex couples, 2 

unpartnered men. 34-

78 years, all patients at 

least 2 years post 

treatment.  

 

PCa impacts on partners. 

Women often referred to ED 

in joint terms. Tensions in 

communication about ED 

within relationships. Partners 

often reported feeling 

excluded. Relational models 

of care should be considered. 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

independent 

researchers. 

Lepherd L, 

Graham C. 2016. 

Narrative 

assessment of 

telephone 

interviews. 

Narrative and 

thematic analysis. 

Australia 

 

How men with PCa and 

their female partners 

found spiritual comfort 

and hope during the 

prostate cancer 

trajectory. 

Men and women 

whose lives have 

been impacted by 

prostate cancer from 

across Australia. 

Some had just 

finished treatment 

others had been 

recovering for some 

time. 10 couples, plus 

10 men and 10 

women, recruited 

independently 

through media 

advertising. 

10 heterosexual 

couples 

10 men (not in 

relationship with any 

of the women in the 

study) 

10 women (not in a 

relationship with any 

men in the other 

groups) 

 

Being positive at a time of 

illness and when dealing with 

the consequences of the 

illness is an important 

element in coping. Hope and 

positivity are often 

achievable aspects of a life 

related to PCa but must be 

tempered by reality 

Oliffe JL, Mróz 

LW, Bottorff JL, 

Braybrook DE, 

Ward A, 

Goldenberg LS. 

2015. 

In-depth, 

individual 

interviews with 30 

participants were 

analysed using 

interpretive 

descriptive 

methods. 

Canada Exploring heterosexual 
gender relations and 
how supportive care is 
related to gender. 

Couples who attend 

prostate cancer 

support group, both 

members of the 

couple had to agree 

to take part. 

15 men with PCa 

between 1- and 12-

years post diagnosis 

15 female partners  

 

Traditional heterosexual 

gender relations guided most 

couples PCa-related support 

both within and outside of 

PCSGs. Couples both aligned 

to and resisted traditional 

gender roles to 

accommodate, explain and 

rationalise how, as a couple, 



305 
 

 

Study Methods for data 

collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

they approached PCa 

supportive care needs. 

Pinks D, Davis C, 

Pinks C. 2018. 

Combination of 

focus groups and 

2 individual in-

depth telephone 

interviews. 

Thematic analysis. 

Australia Experiences of the 

partners of PCa 

survivors 

Women who was the 

partner of a man 

living with/beyond 

PCa for at least 12 

months. 

16 female partners of 

men with PCa at least 

12 months post 

treatment. 

  

Five themes: 1) caregiver 

burden, 2) Knowledge deficit, 

3) isolation, 4) change of 

sexual relations, 5) unmet 

needs. Specific partner-

related information and 

interventions are needed to 

assist couples. 

Rivers BM, August 

EM, Gwede CK, 

Hart AJ, Donovan 

KA, PowSang JM, 

et al. 2011. 

Semi-structured 

individual 

interviews. 

Analysed utilising 

constant 

comparative 

methods and 

content analysis. 

USA Psychosocial concerns 

related to sexual 

functioning 

African American 

men with localised 

PCa. Women 

recruited through 

PWC. 

12 heterosexual 

couples. Men at least 1 

year post PCa 

treatment and their 

female spouses. 

QoL issues were main 

concern for men, while 

survival of husbands was 

main concern for female 

partners. Patients and their 

spouses have differing 

perceptions regarding QoL 

and the impact of sexual 

functioning on survivorship. 

Sinfield P, Baker 

R, Ali S, 

Richardson A. 

2012. 

Qualitative study 

with participants 

either taking part 

in focus groups or 

individual semi 

structured 

UK Exploring the needs of 

carers of men with PCa 

and identify barriers 

and enablers to meeting 

the needs. 

Information packs 

mailed/given to men 

with PCa and asked to 

pass on separate pack 

to female carers  

3 x focus groups (15 

participants)  

13 x face-2-face 

interviews  

Carers needs varied. and 

were often unmet because of 

barriers (lack of awareness of 

sources of help, lack of 

understanding of 

information, reluctance to 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

interview 

(participants 

choice).  

Framework 

approach 

independently by 

two researchers. 

6 x telephone 

interviews  

*33 of the 34 female 

participants were 

wives 

ask for help, prioritising 

patient needs) to existing 

services. Women needed 

information, emotional 

support, practical support, 

effective medical care for 

patient. 

Sinfield P, Baker 

R, Agarwal S, 

Tarrant C. 2008. 

Semi structured 

interviews carried 

out in own homes. 

NUD*IST software 

used for analysis 

and framework 

method employed 

UK Understanding the 

experiences of PCa 

patients and their 

partners. 

Patients (and their 

partners) from two 

hospitals and two 

charitable 

associations. Men 

were asked to pass on 

invitation letter to 

partners. 

35 men with PCa 10 

female partners 

Patients and partners 

information needs were 

often not met Patients 

preferred role in decision-

making about 

treatment/testing was not 

often taken into account. 

Patients and partners should 

be able to obtain information 

and participate in all decision 

making. 

Sanders S, Pedro 

LW, Bantum EO, 

Galbraith ME. 

2006. 

Focus groups of 

10 couples in 3 

parts; 2 parts as 

couples, 1 part as 

separate male and 

female groups. 

USA To assess long-term 

intimacy needs and 

concerns of couples 

dealing with PCa. 

Men were between 

45 -81 years old, 7 

had surgery, 3 had 

radiotherapy. Time 

since treatment was 

1.5 - 8 years. Women 

aged 38-75. 

10 heterosexual 

couples who were 

already taking part in 

another PCa research 

study. 

Women and men think 

differently and respond 

differently to intimacy 

challenges. Women wanted 

to talk about sexual issues in 

group without the men.  

Women wanted a female 

support group. HCPs should 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

consider the relationship and 

intimacy needs that are 

unique to men, women, and 

couples. 

Tanner T, 

Galbraith M, Hays 

L. 2011. 

Qualitative 

content analysis 

from 2 open 

ended questions 

from 8yr 

longitudinal 

surveys. 

Qualitative 

descriptive 

analysis by 3 study 

team members. 

USA The experiences of 

female partners of men 

with PCa. in relation to 

QoL and relationships 

The experiences of 

female partners of 

men with PCa up to 8 

years beyond 

diagnosis. 

105 women (from 364 

who started at time 0) 

still participated at 8 

years annual survey. 

PCa has a comprehensive 

impact on female partners in 

the domains of coping with 

life in the face of cancer, 

encountering difficult 

emotions related to men’s' 

illness, and learning to live 

with relationship changes. 

Primary care providers 

should understand the 

importance of  assessing, 

recognising, and 

appropriately addressing 

their specific concerns. 

Walker LM, 

Robinson JW. 

2011. 

Open-ended 

interview format, 

GT methodology, 

NVivo employed 

for analysis. 

Canada Couples’ sexual 

adjustment to ADT for 

PCa 

Heterosexual couples’ 

adaptation to ADT 

18 couples interviewed 

(as dyad). Both 

members of the couple 

had to be willing to 

take part. Patients 

between 47 - 83 years 

old, female partners 

from 32 - 82 years old. 

Three groupings: 1) assumed 

sex to be impossible and 

quickly accepted loss in 

exchange for life extending 

treatment. 2) Struggling to 

maintain satisfying sex or 

adapt to changes in sex life. 

3) Struggled but found they 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Time since treatment 

between 8 months- 14 

years. 

were satisfied with sexual 

outcomes. The latter group 

raises questions about what 

couples should be told about 

ADT prior to treatment., and 

whether knowing that other 

couples achieve sexual 

intimacy after ADT would 

help in preservation of their 

sex lives. 

Walker LM, 

Robinson JW. 

2012. 

Open-ended 

interview with 

both members of 

the dyad. GT 

methodology 

using NVivo 

Canada Methods utilised to 

accommodate sexual 

adjustment and sexual 

satisfaction subsequent 

to ADT after PCa. 

Couples adjusting to 

side effects of ADT 

and how it impacts 

their sex life 

18 Heterosexual 

couples 

Couples struggle to be 

intimate as a result of ADT. 

Some manage to incorporate 

sex toys/medications/other 

innovations into their 

relationships to fulfil sexual 

desires successfully. Some 

partners feel guilty asking 

men to maintain some sort 

of sexual intimacy. Other 

grieve the loss of intimacy in 

their relationship. Couples 

who struggle with side 

effects of ADT would benefit 

from help of HCPs and 

learning about the 
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collection and 

analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

experiences of others who 

have successfully negotiated 

the same struggles. 

Williams KC, Hicks 

EM, Chang N, 

Connor SE, Maliski 

SL. 2014. 

3 x In-depth semi-

structured 

telephone 

interviews 

conducted 

separately for 

partners and men 

who had PCa 

treatment in 

previous 6 

months. 

Interviews at time 

T, T+6 months, 

T+9 months. 

Three researchers 

independently 

coded transcripts 

USA How female partners 

deal with relationship 

changes after PCa 

Latino men with low 

income who were 

offered state funded 

PCa treatment. Men 

invited female 

partners to take part. 

28 female partners 

were interviewed at 

time T,  

18 at time T2,  

8 at time T3.  

Age range 36 - 63 

Emphasis on ED is commonly 

misplaced. Women 

repeatedly described happily 

substituting cuddling, hand-

holding, and other intimate 

alternatives to intercourse. 

Focus on ED is obscuring 

important sources of 

distress. Women 

downplayed changes, 

protected their husbands 

from their emotions, called 

on family support, women 

instinctively changed their 

diet along with husbands. 

They cited positive changes 

of feeling closer for most 

couples 

Wittmann D, 

Carolan M, Given 

B, Skolarus TA, An 

Qualitative 

individual 

interviews at 

single timepoint 

with men 

USA The role of the partner 

in couples’ sexual 

recovery after PCa 

Couples where the 

man was post PCa 

treatment by at least 

1 year 

10 men  

9 female partners  

who had previously 

taken part in a study 

Men and partners agreed 

that partners provide 

emotional and logistical 

support. Both men and 

partners perceived the 
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analysis 

Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

L, Palapattu G, et 

al. 2014. 

recovering from 

PCa and their 

partners. Data for 

patients and 

partners were 

analysed 

separately. GT 

was employed: 

Line by line, axial 

and selective 

coding by two 

researchers 

independently. 

NVivo software 

utilised. 

exploring barriers to 

sexual recovery after 

PCa more than 1 year 

previously. 

woman’s own sexual interest 

as critical to the couple’s 

sexual recovery. Some men 

felt pressured by partner's 

initiative. Men were unaware 

of partners' needs or needs 

for support. Women 

expressed those needs but 

were unsure what kind of 

support they needed. 

Wittmann D, 

Northouse L, 

Crossley H, Miller 

D, Dunn R, Nidetz 

J, et al. 2015. 

Couple interviews 
followed by brief 
individual 
interviews 
Analytic inductive 
analysis utilising 
NVivo software 

USA Couples’ views on 

sexual recovery after 

surgical treatment for 

PCa 

Development of a 

conceptual model of 

couple’s sexual 

recovery after PCa 

surgery. 

20 couples 

participated in 2 

interviews on two 

separate occasions 3 

months apart as 

couples (followed by 

brief individual 

interviews). 

All couples valued sexual 

recovery but were worried 

about cancer spread pre-

surgery but had confidence 

in medical intervention. Post-

surgery couples’ sexual 

activity decreased. Couples 

reported feeling loss and 

grief; cancer diagnosis was 

the first loss, surgery related 

sexual loss followed later. 
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Country Phenomena of interest Setting/context/ 
Culture 

Participant 

characteristics and 

sample size 

Description of main results 

Couples’ engagement in 

intentional sex, patients’ 

acceptance of ED aids, 

partners interest in sex help 

the recovery. 

Wootten AC, 

Abbott JM, 

Osborne D, Austin 

DW, Klein B, 

Costello AJ, et al. 

2014. 

313 men treated 

for PCa 6 months 

to 3 years 

previously were 

asked to invite 

partners to take 

part in study. Six 

focus groups of 

1.5 hrs duration of 

4 or 5 women + 1 

in-depth 

telephone 

interview. 

Thematic analysis 

Australia Assessing the impact of 

PCa on partners 

Qualitative study 

examined 

experiences of 

females to 

understand the 

personal impact of 

PCa on partners. 

27 female partners 

between 43 - 76 years 

old.   

26 women in 6 focus 

groups 

1 telephone interview. 

Six themes: Influence of the 

man's response to PCa on 

female partner, the need to 

be involved in treatment and 

medical decision making, 

supporting a man who is 

experiencing loss of 

masculinity, degree of 

congruence between each 

partner's coping responses, 

constrained communication, 

changed roles and increased 

practical management. An 

intervention should be 

considered to improve 

partner well-being and lessen 

the impact of PCa and its 

treatment on relationships. 
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Appendix 5.9 Chart showing summary of studies utilising mixed methods approach 

 Study Country Context Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Albaugh JA, Sufrin 

N, Lapin BR, 

Petkewicz J, 

Tenfelde S. 2017. 

USA Exploring 

experiences of 

sexual 

dysfunction in 

men with PCa 

and their 

partners  

27 men with sexual 

dysfunction and 9 

female partners 

between 1 - 5 years 

post treatment, average 

age 61 years who 

attended PCSGs 

 

Men and partners 

asked to describe 

their experiences in 

individual interviews. 

Men (but not 

partners) also 

completed individual 

questionnaires. 

Phenomenological 

approach identified themes. 

Questionnaires related to 

erectile hardness, erectile 

function, climax. 

Frustration with sexual 

dysfunction, Importance of 

support and 

understanding, depression 

and anxiety related to 

sexual dysfunction, 

importance of intimacy, 

women need more 

information about sexual 

side effects 

Bennett M, Pearce 

A. 2012. 

Australia Exploring the 

experiences of 

partners of 

men with PCa. 

61 female partners 

recruited independently 

of men who attended 

PCa partner support 

groups 

61 completed 
community survey,  
2 written 
biographical 
accounts,  
1 focus group with 8 
women 

Distress levels, unmet 

needs 

41% of women receive no 

support in coping with the 

challenges of supporting 

their husbands and looking 

after their own well-being. 

Difficulties in accessing 

suitable information. 

Carlson LE, 

Ottenbreit N, St. 

Pierre M, Bultz BD. 

2001. 

Canada To examine 

partners 

understanding 

of patient 

experiences of 

breast 

prostate 

cancer 

Couples approached in 

hospital clinic waiting 

area to complete 

questionnaires 

separately and 

interviewed separately. 

15 prostate cancer 

couples (plus 8 

couples with breast 

cancer). Partners 

recruited through 

PWC 

Comparison of partner 

understanding and patients’ 

mood after breast and 

prostate cancer 

wives of PCa patients 

found the cancer journey 

more difficult than the 

patients. Dyadic 

functioning of patients and 

partners suggests partners 

should be included in 

social support 
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 Study Country Context Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Elliott K-EJ, Scott JL, 

Monsour M, 

Nuwayhid F. 2015. 

Australia How partners 

of PCa 

survivors 

adjust to 

relationship 

changes 

brought about 

by cancer. 

Dyads (female partners) 

where men with 

advanced stage PCa 

were willing to 

participate in mixed 

methods study 

consisting of 

communication task, 

semi-structured 

interview and self-

report questionnaire.  

6 couples, 

communication task 

and semi structured 

interview as dyad, 

individual self-report 

questionnaire. 

Recruited through 

PWC. 

Relationship intimacy, 

disease progression, carer 

burden, coping strategies, 

resilience. 

Dyadic coping processes 

enhance resilience in 

couples. Coping and 

resilience are likely to be 

undermined by co-

morbidities. Carer burden 

may be relieved by 

encouraging women to 

mobilise social supports 

external to marriage and 

to seek support from HCPs 

to alleviate informational 

support needs. 

Gottlieb BH, 

Maitland SB, Brown 

J. 2014. 

Canada Aims to 

understand 

how wives’ 

mental health 

and life 

enjoyment are 

impacted by 

their belief in 

how well they 

support their 

husbands with 

PCa. 

Wives of PCa patients 

completed 

questionnaires and 

were interviewed in 

own home.  

51 wives with 

husbands treated 

within previous 6 

months. Recruited 

through PWC 

Psychosocial adjustment, 

support provided to and 

received from husband, 

social support, perceived 

husband's avoidant coping 

Findings consistent with 

Cognitive dissonance 

theory; wives who 

provided sufficient 

support to more avoidant 

husbands had better 

mental health and life 

enjoyment. Support from 

social networks resulted in 

better adjustment of wives 

than support provided by 

their husbands. 
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characteristics 

Groups Outcomes measured Description of main 

results 

Hawes SM, 

Malcarne VL, Ko 

CM, Sadler GR, 

Banthia R, Sherman 

SA, et al. 2006. 

USA To describe 

problems 

chosen as 

targets of 

problem-

solving 

therapy by 

partners of 

men with PCa. 

Secondary 

analysis 

Spouse and partner 

dyads willing to take 

part in intervention 

study delivering 

problem solving skills to 

help manage issues 

associated with PCa. 

66 couples Problems faced by spouses 

and partners of men with 

PCa. 

Women most often cited 

emotional wellness, 

balancing their medical 

concerns with their 

husband’s condition, 

men's lack of 

communication, fear, or 

depression. Spouses 

require interventions and 

assistance to help them to 

support and care for their 

husbands'. 

Mehta A., Pollack 

C.E., Gillespie T.W., 

Duby A., Carter C., 

ThelenPerry S., et 

al. 2019. 

USA Assessing 

what sexual 

support 

interventions 

patients and 

partners want 

after 

treatment for 

PCa 

Combination of single, 

and partnered men; 9 

white, 5 African 

American patients, all 

white partners. 2 same 

sex couples included. 

Range of treatment 

approaches for PCa. 

Time since treatment 

not stated. Partners 

recruited through man 

with PCa. 

4 single men 

8 heterosexual 

couples 

2 same sex couples 

Combination of 

focus groups, 

questionnaires, and 

skype interviews 

Female sexual function 

index, international index of 

erectile function, expanded 

prostate cancer index 

composite - quantitative 

Pre-treatment preparation, 

Communication about 

sexual concerns, strategies 

to promote sexual intimacy, 

attentiveness to partner’s 

needs, access to peer 

support, provider 

understanding of gay men's 

sexual identity - qualitative 

Patients and partners 

value pre-treatment 

preparation for sexual 

support and recovery for 

both parties. Web-based 

approach may help to 

mitigate barriers to access 

support services. 
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 Study Country Context Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

O’Shaughnessy PK, 

Ireland C, Pelentsov 

L, Thomas LA, 

Esterman AJ. 2013. 

Inter-
national/ 
Australia 

To explore 

experiences of 

men with PCa 

and their 

partners in 

relation to 

impaired 

sexual 

function. 

Couples where man had 

a previous diagnosis of 

PCa. 

35 female partners 

completed internet 

survey 

115 men with PCa 

completed internet 

survey 

3 heterosexual 

couples interviewed. 

Men’s focus group (5 

men x 2 groups) 

Mixed focus groups 

for couples (2 groups 

1 x 7, 1 x 9) 

Sequelae of PCa, Emotional 

responses, Physical 

responses, Supportive care 

needs, supportive care 

challenges for wives. 

3 key themes: sexual 

dysfunction, Loss of libido, 

masculinity. 71% of wives 

felt cancer impacted on 

men's feelings of 

masculinity - only 42% of 

men said this. 

Recommends that nursing 

assessments of men's 

sexual health be 

augmented by information 

gained from their partner. 

O’Shaughnessy PK, 

Laws TA, Esterman 

AJ. 2015. 

Australia Secondary 

analysis of 

previous data. 

Exploring the 

psychological, 

emotional and 

spiritual 

impact of PCa 

on men and 

their female 

partners. 

Men previously treated 

for PCa, and their 

partners recruited from 

Adelaide area. 30 

participants (21 men, 9 

women). 

Men only focus 

groups n=4 x 2 

groups  

mixed focus groups 

n=7,  

n=93 coupes 

interviewed. 

The themes of love, hope 

and faith were explored. 

The study identified 

unresolved needs related 

to concepts of love, hope 

and faith. 
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characteristics 

Groups Outcomes measured Description of main 

results 

Street AF, Couper 

JW, Love AW, Bloch 

S, Kissane DW, 

Street BC. 2010. 

Australia Exploration on 

psychosocial 

adaptation of 

female 

partners of 

men with PCa 

over 6-month 

period. 

Partners of 60 men who 

had been recruited into 

multisite observational 

study in Melbourne. 

50 (from 60 

recruited) female 

partners of men who 

were in separate PCa 

study. 

Questionnaires at baseline 

and 6 months + 2 x semi-

structured interviews 

(interview 1 at participants 

home, interview 2 mostly 

by phone). Analysed using 

NVivo by 2 independent 

researchers. 

High levels of resilience 

displayed by majority of 

women. 11 women 

assessed as distressed at 

diagnosis had poorer 

adaptation and coping 

skills at 6 months. No 

women over age 71 was 

considered anxious or 

depressed. 

Wilson SJ, 

Barrineau MJ, 

Butner J, Berg CA. 

2014. 

USA Perceived 

wellness of 

couples with 

PCa 

Men aged 40-84, 

women aged 38-80, 

only couples who both 

consented were 

included. Questionnaire 

pack for each individual, 

followed by face-to-face 

interviews 

61 PCa patients and 

their female partners 

Possible selves (future), 

Shared selves, other-focus 

selves, Perceived wellness, 

Subjective health, general 

well-being, dyadic 

adjustment 

Shared possible selves may 

be shared unequally in 

couples facing chronic 

illness and suggest the 

importance of considering 

both partners' other-focus 

to understand perceived 

wellness. Findings may 

point to more general 

process of relational 

adaptation to major life 

stressors such as PCa. 
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Appendix 5.10 Chart showing summary of interventional studies 

Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Badger TA, Segrin 

C, Figueredo AJ, 

Harrington J, 

Sheppard K, 

Passalacqua S, et 

al. 2011. 

USA To test the 

effectiveness 

of two 

telephone-

delivered 

psychosocial 

interventions 

to maintain or 

improve QoL 

Men undergoing 

prostate cancer 

treatment or completed 

within 6 months and 

their partners (or close 

family members). 

Partners recruited 

through PWC 

36 men and partners 

in telephone 

interpersonal 

counselling group 

(TIP) 

34 men and partners 

in Health Education 

Attention Condition 

group (HEAC) 

Psychological well-being 

Physical well-being fatigue 

social well-being Spiritual 

well-being 

Both TIP and HEAC 

improved scores but HEAC 

was more significant 

improvement for both 

partners and patients. 

HEAC focused on 

information that is more 

globally beneficial to QoL. 

Survivors and partners had 

greater unmet needs for 

information when they 

were longer out of 

treatment 

Carlson LE, Rouleau 

CR, Speca M, 

Robinson J, Bultz 

BD. 2017. 

Canada To assess 

therapy 

intervention vs 

standard care 

at programme 

close, 3- and 

6-months post 

programme. 

Couples where men had 

been diagnosed with 

PCa within the previous 

18 months. Women 

recruited through PWC. 

45 couples received 

SET intervention 

32 standard care 

Mood disturbance, tension, 

anger, confusion, state 

anxiety and emotional 

support. 

SET did not improve 

psychosocial outcomes for 

PCa men or their wives. 

(No research undertaken 

to assess what female 

partners needed/wanted 

or to assess what female 

issues were. SET was 

developed for partners of 

breast cancer patients - 

different gender grouping) 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Chambers SK OS. 

2015. 

Australia 3 arm RCT of 

couples-based 

sexuality 

intervention 

for men with 

localised PCa 

and their 

female 

partners 

assessed 

through postal 

self-report 

questionnaires

. 

121 (of 405) couples 

completed the study 

where the man had 

undergone 

prostatectomy in 

previous 12 months 

who were both willing 

to participate in 

research, assessed at 3-, 

6- and 12-months post 

recruitment. Both 

members of couple had 

to consent. 

64 couples Usual 

care arm 

62 couples nurse 

intervention arm 

63 couples peer 

intervention arm 

Sexual function, sexuality 

needs, sexual self-

confidence, marital 

satisfaction, intimacy, 

willingness to use 

interventions for ED. 

At 12 months men in peer 

and nurse intervention 

arms were more likely to 

use medical treatments for 

ED, but this might not 

translate into better sexual 

or relationship outcomes. 

Chambers SK, 

Occhipinti S, 

Schover L, Nielsen 

L, Zajdlewicz L, 

Clutton S, et al. 

2015. 

Australia Couples based 

sexuality 

intervention, 3 

arm 

randomised 

controlled 

trial. 

Female partners 

recruited through PWC 

who were scheduled for 

surgery or who had 

undergone surgery in 

previous 12 months. 

Nurse counselling 

intervention arm: 53 

(from 62) couples 

completed  

Peer supported 
intervention arm: 52 
(from 63) couples 
completed  
(peer supporters 
were men who had 
previously had PCa) 

Utilisation of ED 

treatments, Sexual function 

and satisfaction, sexual 

supportive care needs, 

sexual self-confidence, 

marital satisfaction, 

Interventions did not 

necessarily improve sexual 

or relationship outcomes. 

Female partners would 

prefer separate 

counselling and support 

from other partners. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Usual care arm: 54 

(from 64) couples 

completed 

Chambers SK, 

Occhipinti S, Stiller 

A, Zajdlewicz L, 

Nielsen L, Wittman 

D, et al. 2019 

Australia Longitudinal 

follow-up of 

RCT 

participants 

189 heterosexual 

couples took part in 

couples-based 

intervention study five 

years previously (nurse 

delivered vs peer 

delivered vs usual care 

(UC)) 

107 men with PCa 

91 female partners 

Sexual adjustment, unmet 

sexual supportive care 

needs, masculine self-

esteem, marital 

satisfaction, utilisation of 

erectile aids. 

Partners in peer group had 

higher sexual adjustment 

than those in UC and 

nurses group and women 

in UC had lower sexual 

supportive care needs 

than women in Peer group 

at 2 & 3 yrs. Men in peer & 

nurse group utilised sexual 

aids more than men in UC.  

Collins AL, Love 

AW, Bloch S, Street 

AF, Duchesne GM, 

Dunai J, et al. 2013. 

Australia Pilot study of 

Cognitive 

Existential 

Couples 

Therapy 

delivered by 

HCP, 6 x 

weekly 90-

minute 

sessions for 

dyad. 

Couples both had to 

agree, partners 

recruited through PWC, 

diagnosis within 

previous 12 months. 

Questionnaires 

completed individually 

to assess impact of 

intervention. 

Pre-test, post-test 

single group design. 

9 couples (from 12) 

completed sessions 

and questionnaires 

Treatment acceptability, 

psychological distress, 

marital function, coping. 

Programme resulted in 

reduced levels of 

avoidance particularly in 

partners more than 

patients. Couples valued 

therapists’ contribution to 

overall care. Potential to 

reduce psychological 

distress 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Couper J, Collins A, 

Bloch S, Street A, 

Duchesne G, Jones 

T, et al. 2015. 

Australia RCT to assess 

value of 

Cognitive 

Existential 

Couple 

Therapy 

(CECT) for men 

with PCa and 

their female 

partners, 

recruited 

through men. 

Couples both had to 

agree to participate, 

man diagnosed within 

last 12 months 

contacted by letter 

Intervention group 

23 (of 30) couples 

completed and 

undertook CECT  

Standard care group 

26 (of 32) couples 

completed 

Depression and anxiety, 

psychological distress, 

marital satisfaction 

CECT resulted in lower 

cancer-distress for 

partners, alleviated long-

term relationship decline. 

Younger group derived 

more benefit from 

intervention. 

Dieperink KB, Mark 

K, Mikkelsen TB. 

2016. 

Denmark Gender 

specific focus 

groups to 

explore sexual 

side effects of 

PCa after a 4-

day residential 

at a 

rehabilitation 

centre 

Couples where man 

treated for PCa with 

IMRT and/or ADT and 

identified as having 

sexual problems, willing 

to participate in group, 

couple and individual 

activities. Couples 

recruited through PWC 

8 (from 20) 

identified couples 

Impact of sexual 

dysfunction on relationship, 

physical and psychological 

consequences of late side 

effects, communication 

issues, feelings of 

frustration. 

Importance of peer 

support, improved 

communication, 

importance of time/space 

for reflection, optimism 

after rehabilitation. 

Dorros SM, Segrin 

C, Badger TA. 2017. 

USA To understand 

the concerns 

of dyads 

coping with 

breast or 

Participants undertaking 

interpersonal 

counselling 

interventions, the term 

'partner' was someone 

21 couples with PCa. 

22 couples with 

breast Ca. 

Depression, 

positive/negative effect, 

relationship satisfaction 

Gender differences: 

females (whether survivor 

or partner) expressed 

more anxiety and 

depression concerns. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

prostate 

cancer 

nominated by patient 

who was important in 

their recovery. Partners 

recruited through PWC. 

Partners hold back on 

discussing concerns with 

survivor but welcome 

opportunity to discuss it 

with a counsellor. 

Emotional distress and 

interpersonal processes 

are universal concerns 

relevant to all people 

adjusting to cancer either 

in themselves or a partner. 

DuBenske LL, Chih 

M, Gustafson DH, 

Dinauer S, Cleary 

JF. 2010. 

USA Examines 

impact of 

caregivers 

attending 

hospital 

appointments, 

their 

understanding 

of 

information, 

need 

fulfilment and 

satisfaction 

with the 

clinical 

appointment. 

Partners of lung, breast, 

and PCa patients 

attending hospital visits 

with patients, utilising 

an on-line information 

and support resource. 

Recruited through PWC. 

24 PCa partners (all 

female) 

72 lung cancer 

partners (all female) 

16 breast cancer 

partners (all male) 

Information competence, 

caregiver involvement, 

caregiver needs fulfilment, 

caregiver satisfaction with 

hospital visit 

Clinical practice needs to 

recognise the needs of the 

caregiver and how to 

facilitate caregiver 

involvement. 

Organisations need to 

consider to what degree 

privacy regulations form 

barriers to caregiver 

communication of patient 

care information. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Giarelli E, McCorkle 

R, Monturo C. 

2003. 

USA Assessing how 

prepared 

wives are to 

care for men 

with PCa. 

Husband -wife dyads. 

Participants recruited 

from larger study on 

QoL outcomes up to 6 

months post PCa 

surgery. Women 

recruited through PWC. 

53 couples’ control 

group 

57 couples’ 

intervention group 

Wives’ preparedness to 

care for their husbands 

physical and emotional 

needs 

Caregivers need support 

with the physical and 

emotional aspects of 

caring to improve 

psychosocial adaptation 

and couples QoL 

Hampton AJD, 

Walker LM, Beck A, 

Robinson JW. 2013. 

Canada Investigating 

an 

intervention 

workshop to 

improve 

patients and 

partners 

sexual 

relationship 

after PCa. 

Couples willing to 

attend 3.5 hr workshop 

to improve sexual 

functioning after PCa 

treated by any method 

other than ADT. 

Average time since 

diagnosis 36 months. 39 

males and 38 females 

attended workshops 

(one female partner 

couldn't attend). 24 

couples completed all 

aspects of study. 

Couples recruited 

through PWC. 

14 patients and 12 

female partners 

completed waitlist 

control 

questionnaire 

24 patients and 19 

partners completed 

baseline and follow-

up questionnaire 

Demographics, 

Feasibility/acceptability, 

sensitivity to change (sexual 

function questionnaire), 

Commitment to change. 

Attending one 3.5 hr 

workshop is feasible and 

acceptable to patients and 

partners. The SFQ is a 

sensitive measure of 

sexual function on patients 

and partners.24% attrition 

rate, may be because they 

did not feel they benefited 

from the workshop. 

Hennessy D. 2020 Australia Exploring the 
efficacy of 
utilising 
Perceiver 

Single couple dyad, man 

with PCa, woman who is 

menopausal 

1 middle aged 

couple in 30-year 

relationship 

Physical, emotional, 

individual impact, dyadic 

impact. 

PEG is useful to enable 

couples to open up about 

their views on their 

relationship and self-
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Element Grid 
(PEG) for PCa 
patient/ 
partner dyad 

perceptions at a major 

point in their lives.  

Karlsen RV, E. 

Bidstrup P, 

Hvarness H, Bagi P, 

Friis Lippert E, 

Permild R, et al. 

2017. 

Denmark Assessing a 

couple’s 

intervention 

to improve 

sexual and 

urological 

functioning 

post PCa 

Surgery 

Seven couples 

undertook intervention 

of six counselling 

sessions at 1-month 

post-surgery and were 

assessed at baseline, 8 

and 12 months. 

Recruited through PWC. 

7 (of 21) couples in 

single arm trial 

Participation and adherence 

to intervention, 

acceptability and timing, 

response rates and changes 

in erectile and sexual 

functioning over time. 

Recruitment levels are 

low, 85% response rate for 

patients and 71% response 

rate for female partners. 

Couples reported 

improvement in sex life 

but did not improve ability 

to talk openly about sex. 

Couple counselling is 

important post PCa 

treatment. 

Lambert S, Duncan 

L, Ellis J, Schaffler J, 

Loban E, et al. 2020 

Canada Assessing the 

acceptability 

of dyadic 

tailored web-

based 

psychosocial 

and physical 

activity 

program. 

19 couples recruited in 

convenience sample 

from men diagnosed 

with PCa in previous 

year. Caregivers 

recruited through PWC. 

19 patients, 18 

caregivers provided 

feedback on TEMPO 

intervention. 

Identification of needs, goal 

setting, dyadic usefulness, 

time required, ease of use, 

managing emotions, 

seeking additional support, 

dyadic communication. 

Users were satisfied with 

intervention and found 

gaol setting and the health 

library (information) 

helpful. Users reported 

improvement in 

communication (an 

unintended benefit) 

Lyons KS, Winters-

Stone KM, Bennett 

JA, Beer TM. 2016. 

USA Intervention 

study to assess 

whether 

Men aged 60+ who had 

completed previously 

completed treatment 

32 couples 

completed exercising 

together 

Husband/wife engagement 

in affectionate and sexual 

behaviours. 

Wives in intervention 

group showed significant 

increases in engagement 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

couples in a 

dyadic 

exercise 

programme 

(strength 

training x 2 

weekly) 

experience 

higher levels 

of physical 

intimacy than 

those in 

standard care. 

for PCa. 64 couples 

recruited through 

cancer registry, 

community clinics and 

support groups. Follow-

up data collection at 3 

and 6 months beyond 

baseline. Both had to 

consent to participate, 

and women were 

approached through 

PWC. 

programme, 3 

month and 6 month 

follow-up 

32 couples 

completed standard 

care, 3 month and 6-

month follow-up 

in affectionate behaviours 

compared to wives in 

standard care group. Thus 

couple-based approaches 

that facilitate collaborative 

engagement in non-sexual 

physical activities have the 

potential to be effective 

for wives. 

Manne S, Babb J, 

Pinover W, Horwitz 

E, Ebbert J. 2004. 

USA Interventional 

RCT to assess 

a 6-week 

psycho-

educational 

group 

intervention 

for wives of 

men with PCa 

119 women invited 

through identification of 

men's medical records, 

68 (57%) consented and 

60 (88%) completed.   

Women were recruited 

through PWC. 

29 women in 

intervention group 

31 women in control 

group 

Psychological distress, 

cancer-specific distress, 

coping, post-traumatic-

growth, cancer-specific 

marital interactions, 

No difference with regards 

to general distress or 

cancer-specific distress 

between the groups. 

Participants in 

intervention group 

perceived that having a 

spouse with PCa made 

positive contribution to 

their lives and impacted 

adaptive coping by wives 

to deal with the cancer 

experience. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Manne SL, Kissane 

DW, Nelson CJ, 

Mulhall JP, Winkel 

G, Zaider T. 2011. 

USA Interventional 

RCT to assess 

the efficacy of 

a 5-session 

intimacy-

enhancing 

psychological 

programme on 

couples with 

PCa. 

340 couples 

approached, 21% (71) 

consented. Older 

couples were more 

likely to refuse, as were 

those more recently 

diagnosed. Women 

recruited through PWC. 

37 couples Intimacy 

Enhancing Therapy 

group 

34 couples Usual 

Care group 

Psychological distress, 

psychological well-being, 

Cancer-specific distress, 

Cancer concerns, 

relationship functioning, 

relationship 

communication. 

The intervention had only 

a marginally significant 

effect on survivor well-

being but was effective 

among couples who had 

fewer personal and 

relationship resources. 

However, the intervention 

has potential for ADVERSE 

effects, particularly among 

partners; those with lower 

levels of pre-intervention 

cancer-specific distress 

showed a significant 

increase in distress and 

partners reporting high 

levels of marital 

satisfaction at baseline 

reported significant 

decline at follow-up. 

Survivors and partners 

may derive different 

benefits from couple’s 

therapy. 

Manne SL, Kashy 

DA, Zaider T, 

USA Interventional 

RCT to 

compare a 

237 (51.2% of eligible) 

couples where one 

member demonstrated 

Intimacy enhancing 

therapy: 80 couples 

General psychological 

adjustment, depression, 

cancer-specific distress, 

Spouses in IET showed 

greater increases in 

relationship satisfaction 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Kissane D, Lee D, 

Kim IY, et al. 2019. 

couple-

focused 

intimacy-

enhancing 

therapy (IET) 

intervention, a 

general health 

and wellness 

(GHW) 

intervention 

and usual care 

(UC) for 

couples where 

the man was 

diagnosed 

with localised 

PCa 

elevated cancer-specific 

distress. Partners 

recruited through 

person PWC. 

General health and 

wellness: 76 couples 

Usual care: 81 

couples 

cancer-related concerns, 

relationship satisfaction. 

than in other two groups. 

Among spouses in longer 

relationships, 

psychological adjustment 

increased in both IET and 

UC but declined in GHW 

group. 

McCaughan E, 

McKenna S, 

McSorley O, 

Parahoo K. 2015. 

UK Qualitative 

interviews & 

questionnaires 

with 

participants 

who had been 

involved in 9-

week 

CONNECT 

Semi structured 

interviews and process 

questionnaires were 

completed 7 - 10 

months post completion 

of treatment. Women 

recruited through PWC. 

11 (of 13) couples 

completed dyadic 

face-to-face 

interviews 

10 (of 11) men 

completed process 

evaluation 

questionnaires 

Experience of CONNECT 

programme, sharing and 

validation, information gain, 

sexual dysfunction, 

intervention fidelity. 

CONNECT offered 

opportunity for 'couple 

care'. Further 

development of sexual 

dysfunction component 

would be welcomed. 

Inclusion of partner 

specific session would be 

welcome to address their 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

intervention 

for men. 

9 (of 11) women 

completed process 

evaluation 

questionnaires 

specific needs is 

recommended. 

Midtgaard J, 

Tjornhoj-Thomsen 

T, Rorth M, 

Kronborg M, Bjerre 

E, Iloffe J. 2021 

Denmark To explore 

partners 

experiences of 

PCa patients’ 

engagement in 

community 

football 

program 

Female partners of men 

who had taken part in 

community football 

intervention for men 

with PCa for six weeks. 

Women recruited 

through PWC. 

39 female partners 

in 8 focus group of 

between 3 and 7 

people.  

Women’s feelings on how 

the intervention had 

impacted on both the man 

and herself. 

Four themes identified: 

Hope of a new beginning, 

My new partner, Football 

first, Invisible needs.  

Partners aligned football 

with gender normative 

behaviour and identities. 

These gendered 

dimensions aided positive 

dyadic coping and long-

term adherence to 

physical activity. 

Northouse LL, 

Mood DW, 

Schafenacker A, 

Montie JE, Sandler 

HM, Forman JD, et 

al. 2007. 

USA Quantitative 

interventional 

RCT of family 

intervention 

for PCa 

patients and 

their partners 

PCa survivors had 

follow-up assessments 

up to 12 months post 

treatment for 

interventions. 383 

eligible dyads 

approached. Women 

recruited through PWC. 

123 couples in 

control group  

112 couples in 

experimental group 

QoL, Coping strategies, Self-

efficacy, Communication, 

Appraisals of 

illness/caregiving, 

Hopelessness, Symptoms, 

Risk for distress 

Intervention souses 

reported higher QoL, more 

self-efficacy, better 

communication and less 

negative appraisal of 

caregiving, uncertainty, 

hopelessness and 

symptom distress - 

particularly in 4-month 

follow-up but some 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

sustained to 12 months. 

Programmes of care need 

to be extended to spouses. 

Regan TW, Lambert 

SD, Kelly B, 

McElduff P, Girgis 

A, Kayser K, et al. 

2014. 

Australia Postal -based 

questionnaire 

- Secondary 

quantitative 

analysis of RCT 

booklet-based 

intervention at 

baseline (6 

months post 

treatment) 

patients with PCa and 

their female spouses, 

women recruited 

through PWC. 

42 dyads Dyadic coping, anxiety, 

depression, relationship 

satisfaction 

Couples respond to PCa as 

an interactional system. 

Couples based 

interventions should be 

tailored so partners can 

offer the support patients 

need and vice versa. 

Song L, Rini C, Deal 

AM, Nielsen ME, 

Chang H, Kinneer P, 

et al. 2015. 

USA Pilot study to 

assess 

feasibility and 

acceptability 

of Web-based 

cancer 

education 

intervention 

for couples. 

Men with localized PCa 

who had completed 

treatment and their 

partners. Partners 

invited by PWC. 

22 heterosexual 

couples (of 51 

invited, 26 at 

beginning) 

completed 

questionnaires pre 

and post 

intervention  

8 couples had semi 

structured 

interviews post 

intervention 

General and PCa-specific 

symptoms, QoL, 

Psychosocial factors, ease 

of use of website. Pre/post 

intervention questionnaires 

completed separately 

online, post-pilot telephone 

interviews with subset. 

Improvement in some 

PCa-specific and general 

symptoms. Programme 

improved their knowledge 

overall and those in rural 

areas might benefit from it 

being web-based. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Sterba KR, Swartz 

RJ, Basen-Engquist 

K, Black PC, 

Pettaway CA. 2011. 

USA Examining QoL 

in wives of 

men with high 

risk PCa. 

Separate telephone 

interviews at baseline, 

6, 12, 18, and 24 

months. Husbands were 

randomized to either 1 

year hormone 

treatment post XRT or 

XRT only. 

Women recruited 

through PWC. 

43 female partners 

of men with high risk 

PCa, whose 

husbands were 

participating in 

hormone RCT. 

Mood disturbance, mental 

and physical health, sexual 

function and bother, dyadic 

adjustment. 

Women's mental health 

functioning improved over 

time. Women with 

husbands in observation 

group had worse mood 

disturbance and poorer 

mental health than those 

whose husbands were in 

treatment. Women 

reported worse sexual 

functioning at 18 and 24 

months compared with 

baseline, but sexual bother 

were unrelated to time, 

treatment, and symptoms. 

Spousal cancer-related 

distress decreases over 

time. Physical burden of 

caregiving may intensify 

when men have more 

symptoms. 

Walker LM, 

Hampton AJ, 

Wassersug RJ, 

Thomas BC, 

Robinson JW. 2013. 

Canada RCT pilot of 

educational 

intervention 

for couples 

where man is 

27 couples where man 

was prescribed ADT. 

Randomly assigned to 

intervention group or 

control group. 

Control group (no 

numbers given), 

baseline 

questionnaire at T0, 

questionnaire at 

T0+6months 

Personal Assessment of 

Intimacy in Relationships 

(PAIR); emotional, social, 

sexual, intellectual, and 

recreational intimacy 

No statistically significant 

results. Educational 

intervention helped 

attenuate declines in 

intimacy for patients but 

not their partners. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

having ADT for 

PCa 

Recruitment through 

PWC. 

intervention group 

(no numbers given) 

Baseline 

questionnaire at T0, 

1-hour educational 

intervention, 

Questionnaire at 

T0+6 months 

measured. Dyadic 

Adjustment Scale (DAS). 

Intervention couples were 

more successful in 

maintaining sexual activity 

than couples in the control 

group. 

Walker LM, King N, 

Kwasny Z, Robinson 

JW. 2017. 

Canada Evaluation of a 

couple’s 

workshop on 

sexual recover 

after 

treatment for 

PCa. 

Patients post 

prostatectomy who 

were identified as 

having sexual 

difficulties, along with 

female partners. 

Recruitment through 

PWC. 

59 couples attending 

face-2-face dyadic 

single session 3.5 hr 

workshops (with max 

12 couples per 

workshop) 

Dyadic Adjustment Scale & 

Sexual Function 

Questionnaire at baseline 

and 2 months post 

intervention. 

Patients and partners 

showed improvements in 

relationship satisfaction. 

Small-to-medium 

improvements were noted 

in sexual function for both 

people but not statistically 

significant. 

Winters-Stone KM, 

Lyons KS, Dobek J, 

Dieckmann NF, 

Bennett JA, Nail L, 

et al. 2016. 

USA RCT assessing 

benefit of 

partners 

jointly 

participating 

in exercise 

programme 

Couples who were 

willing to attend 1 hr 

group exercise session 2 

x per week for 6 months 

vs couples with no 

intervention. 

Recruitment through 

PWC. 

32 couples in 

Exercise intervention 

group 

32 couples usual 

care group 

Self-reported physical and 

mental health self-reported 

physical function and 

fatigue, self-reported 

moderate - vigorous 

physical activity, adherence. 

Measured at baseline, 3 

month and 6 months. 

Retention rates were 

100% for intervention, 

84% for usual care. Men in 

intervention group 

became stronger and 

more physically active 

than usual care, Women in 

intervention increased 

muscle mass and 

improved strength more 

than usual care group. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main 

results 

Exercising together is a 

novel couples-based 

approach to exercise.   It 

improved several health 

outcomes for PCa 

survivors and partners. 

Winters-Stone KM, 

Lyons KS, Nail LM, 

Beer TM. 2012. 

USA RCT assessing 

benefit of 

partners 

jointly 

participating 

in exercise 

programme 

compared to 

usual care 

Couples willing to take 

part in 2 x weekly 

exercise programme for 

6 months (after 

treatment for PCa has 

completed). 

Recruitment through 

PWC. 

32 couples in 

Exercise intervention 

group 

32 couples in usual 

care group 

Physical function, maximal 

muscle strength, body 

composition, fatigue, 

symptoms, self-report 

physical health and mental 

health, depression, strain, 

couple communication, 

relationship quality, 

physical intimacy, 

demographic and clinical 

variables, presence of 

chronic medical conditions, 

exercise outside of the 

intervention, adherence. 

1st study to explore 

feasibility of joint exercise 

format in both chronically 

ill patients and their 

spouses and explore the 

benefits at the individual 

and couple levels. 
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Appendix 5.11 Chart showing summary of systematic literature reviews/meta-analytic reviews 

Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Adams E. 

2009. 

Assessing the 

degree to 

which the 

information 

needs of 

partners and 

family 

members of 

PWC has been 

addressed. 

The needs of 

partners and 

family 

members of 

PWC. 

Met and 

unmet needs 

Papers that 

reported on 

information 

needs of 

partners and 

family 

members, all 

cancer types 

were included 

but literature 

mainly 

focused on 

breast and 

prostate 

cancers. 

Systematic 

review of 

literature from 

4 databases 

(Psych INFO, 

CINAHL, 

Medline, ISI). 

92 papers 

identified, 32 

reviewed. 

Rutten et al. 

classification 

system 

More empirical 

research, with sound 

conceptual and 

theoretical 

foundations is 

required, particularly 

for cancers other 

than breast and 

prostate. 

Applebaum AJ, 

Breitbart W. 

2013. 

To 

characterize 

the state of 

the science of 

psychosocial 

interventions 

for informal 

cancer 

caregivers 

Interventions 

that provide 

care for 

informal 

caregivers 

(including 

spouses/partn

ers) 

supporting 

Psychosocial 

interventions 

to address the 

needs of 

informal 

cancer 

caregivers. 

The 

interventions, 

which varied 

in terms of 

modality and 

patient 

population, 

fell into the 

following eight 

5 databases 
search (Psych 
INFO, CINAHL, 
PubMed, 
Embase, 
Cochrane) 
between 1980 
and 2011 

49 

interventions 

were reviewed 

in detail. 

Types of 

interventions 

available, 

feasibility and 

efficacy of 

each. 

Integrative structured 

time-limited 

techniques are most 

feasible and offer 

greatest benefits.  

informal cancer 

carers (39% of 

interventions were 

delivered specifically 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

cancer 

patients. 

categories: 

psychoeducati

on, problem-

solving/skills 

building 

interventions, 

supportive 

therapy, 

family/couples 

therapy, 

cognitive-

behavioural 

therapy, 

interpersonal 

therapy, 

complementar

y and 

alternative 

medicine 

interventions, 

and existential 

therapy.  

to spouse/partner). 

Future studies 

required to assess 

alternative delivery 

methods to 

encompass greatest 

numbers of carers. 

Badr H, Krebs 

P. 2013. 

To review 

interventions 

conducted 

Dyadic 

interventions 

for couples 

Systematic 

review of RCTs 

for 

Psychological, 

physical, and 

relationship 

PubMed, 

Embase, 

PsycINFO, 

Review of 23 
papers 
published 

Modified 11-

item version 

of the 

1/4 of studies did not 

report outcomes for 

partners, there is 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

with both 

cancer 

patients and 

their partners 

that were 

aimed at 

improving 

QoL. 

coping with 

cancers 

interventions 

for cancer 

patients and 

their partners 

outcomes for 

patients and 

partners  

Web of 

Science, and 

LISTA (EBSCO) 

databases. 

The search 

terms were 

‘intervention’, 

‘cancer’, 

‘couple’, 

‘dyad’, 

‘spouse’, 

‘symptom 

management’, 

‘behavioural’, 

‘therapy’, and 

‘psychosocial’ 

between 1980 
and 2012 
(N = 2645) 
Most were 
breast and 
prostate 
couples, 
primarily 
middle aged 
and white. 

Physiotherapy 

Evidence 

Database 

(PEDro) coding 

scheme 

evidence of frequent 

unequal effectiveness 

of interventions 

between patients and 

partners. 

Recommendations 

are that future 

studies ensure that 

the couple is the unit 

of analysis. 

Chisholm KE, 

McCabe MP, 

Wootten AC, 

Abbott J-AM. 

2012. 

To review the 

effectiveness 

of 

psychosocial 

interventions 

that focus on 

sexual and/or 

relationship 

functioning for 

psychosocial 

interventions 

addressing 

sexual or 

relationship 

functioning in 

men with 

prostate 

Type of 

outcome 

measures, 

sexual 

functioning, 

relationship 

functioning, 

intimate 

partner 

Literature 

published 

between 

January 1990 

and Sept 2011 

Medline, 

PsycInfo, 

PsychArticles 

databases 

from January 

1990 to 

September 10, 

2011. 

16 studies Not stated There was evidence 

that psychosocial 

interventions can 

improve men's sexual 

functioning but 

inconclusive evidence 

for the effectiveness 

of interventions in 

improving men's 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

men with 

prostate 

cancer and 

their partners. 

cancer or their 

partners. 

80% of sample 

had to be PCa 

measures, 

intervention 

outcomes, 

partner 

outcomes. 

 relationship 

functioning or the 

sexual or relationship 

functioning of 

partners. 

Chambers SK, 

Pinnock C, 

Lepore SJ, 

Hughes S, 

O’Connell DL. 

2011. 

To 

systematically 

review 

interventions 

aiming to 

improve 

adjustment in 

men 

with PCa and 

their partners. 

To assess 

whether 

literature 

demonstrated 

improvements 

in 

interventions 

over the time 

period of the 

review (1999-

2009). 

Studies that 

assessed 

Psychosocial 

interventions 

were included 

in the review 

 

Randomized 

controlled 

trials; relevant 

to specified 

clinical 

questions; 

included men 

who had 

prostate 

cancer (at 

least 80% 

prostate 

cancer 

patients or 

prostate 

cancer sub-

group 

analysis); 

published in 

English 

Medline, 

EMBASE, 

CINAHL and 

PsycINFO 

databases 

were searched 

 

 

21 studies met 

inclusion 

criteria. 

Assessed 

independently 

by two 

reviewers 

using four 

criteria: was 

the study 

double-

blinded; the 

treatment 

allocation 

schedule 

adequately 

concealed; all 

randomized 

participants 

included in the 

analyses 

Trial quality was low; 

had not improved 

over the study 

timeframe. 

Coping skills training 

for patient–spouse 

dyads improved QOL 

for partners. 

Limitations in the 

research on effective 

measures to improve 

adjustment for men 

with prostate cancer 

and their partners 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

between 

December 

1999 and 

December 

2009. 

Chambers SK, 

Hyde MK, 

Smith DP, 

Hughes S, Yuill 

S, Egger S, et 

al. 2017. 

To provide a 

snapshot of 

the current 

state of 

evidence 

regarding ED, 

masculinity 

and 

psychosocial 

impacts after 

PC treatment.  

ED, 

masculinity 

and 

psychosocial 

impacts after 

PC treatment 

Decision 

making, QoL, 

Fatigue, 

Sexuality, 

Mental 

Health, 

Relationships, 

masculinity 

Study 

inclusion 

criteria were: 

patients 

treated for PC; 

ED or sexual 

function 

measured; 

masculinity 

measured in 

quantitative 

studies or 

emerged as a 

theme in 

qualitative 

studies; 

included 

psychosocial 

or QoL 

outcome(s); 

PsycINFO [via 

Ovid), CINAHL, 

and EMBASE 

databases 

were searched 

(January 1st, 

1980 to 

January 31st, 

2016] 

(“prostat$ 
cancer” OR 
“prostat$ 
neoplasm$” 
OR “prostat$ 
carcinoma”); 
AND(masculin
e OR 
masculinity OR 
masculinities 
OR manhood 

52 articles (14 

quantitative, 

38 

qualitative)  

Non-standard 

appraisal 

instrument 

included as 

appendix to 

study. 

There is insufficient 

evidence to confirm 

the optimal 

interventional 

approach for female 

partners and couples. 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

published in 

English 

language, 

peer-reviewed 

journal articles 

OR man-hood 
OR “sex role” 
OR “sex-role” 
OR “male 
identity” OR 
“male 
identities” OR 
“gender 
identity” OR 
“gender 
identities” OR 
“sexual 
identity” OR 
“sexual 
identities”); 

Collaço N, 
Rivas C, 
Matheson L, 
Nayoan J, 
Wagland R, 
Alexis O, et al. 
2018. 

To review and 
interpret 
existing 
qualitative 
literature on 
the 
experiences of 
couples 
affected by 
prostate 
cancer (PCa) 

Impact of PCa 
on the 
relationship 
 

Qualitative 
meta-
synthesis of 
articles 
assessing 
impact on PCa 
couples  

Qualitative 
studies 
between 2000 
and 2016 

 MEDLINE, 
CINAHL, 
PsycINFO, 
Web of 
Science, SSCI, 
AHCI, 
ProQuest IBSS 
keywords 
partner, 
spouse and 
dyadic 
experience 

37 dyad 
studies 
focusing on 
the 
experiences of 
men and their 
partners 

Personal 
appraisal 
strategy 
developed and 
applied 
systematically 
– but all 
studies were 
included as 
even if the 
method was 
poor the 

Both members of a 
dyad are impacted as 
individuals as well as 
from a couple 
perspective. Further 
consideration 
required as to how to 
overcome difficulties 
in expressing their 
concerns to each 
other. HCPs should 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

adapted 
according to 
the database 

content and 
findings could 
prove useful . 

employ couple 
focused approach. 

Couper J, 

Bloch S, Love 

A, Macvean 

M, Duchesne 

GM, Kissane 

D. 2006. 

To assess the 

literature 

related 

specifically to 

the impact on 

partners of 

men with PCa. 

Utilisation and 

efficacy of 

psychosocial 

interventions 

for partners. 

 

Psychosocial 

distress, 

coping, effect 

on 

relationship, 

psychosocial 

interventions. 

Articles 

included if 

partners 

psychosocial 

data was 

reported, PCa 

partner data 

could be 

separated (in 

multiple 

cancer 

studies). 

Medline, 

PsycInfo, 

Biological 

Abstracts, 

Sociological 

Abstracts, 

CINAHL. 

Search terms: 

variations of 

prostate 

cancer, 

partner, 

psychiatric, 

psychological, 

morbidity, 

distress, 

depression, 

anxiety, 

coping, 

adjustment, 

QoL. 

44 articles of 

multiple 

designs 

identified 

between 1994 

and 2005 

Non-standard 

appraisal 

involving 4 

predefined 

categorical 

groupings. 

Very few psychosocial 

interventions 

involving partners 

found. Mostly 

qualitative studies 

with small numbers. 

Quantitative surveys 

showed little 

consistency in 

measures. Partners 

report more distress 

than patients, female 

partners are less 

concerned about 

sexual function than 

the patients. 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Guercio C, 

Mehta A. 

2018. 

To identify 

predictors of 

sexual 

satisfaction in 

PCa survivors 

and their 

partners 

Review of 

literature with 

focus on 

patient and 

partner sexual 

dysfunction 

after radical 

prostatectomy

, predictors of 

sexual 

satisfaction. 

Patient and 

partner 

reported 

sexual 

satisfaction 

Patient-

reported 

sexual 

satisfaction 

and partner-

reported 

sexual 

satisfaction. 

Literature in 

PubMed 

database 

between 

January 2000 

and May 2017 

Search terms: 

radical 

prostatectomy 

AND sexual 

satisfaction, 

radical 

prostatectomy 

AND sexual 

recovery, 

radical 

prostatectomy 

AND partner 

OR spouse 

AND sexual 

satisfaction. 

English only 

12 studies 

identified 

None stated Limited number of 

studies examining 

impact of sexual 

dysfunction on 

partners. Mostly 

qualitative, 

quantitative studies 

use different 

validated methods. 

Mental and physical 

health, quality of 

interpersonal 

communication, and 

patient-perceived 

partner support 

appear to be most 

important predictors 

of sexual satisfaction. 

McCoy M, 

Stinson MA, 

To explore 

literature 

Interventions 

for PCa, 

Reported 

relational 

Either 

qualitative or 

Medline, ERIC, 

PsycInfo 

Not stated None stated: 

utilised 5 

Lack of research on 

couples as a unit. 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Bermúdez JM, 

Gladney LA. 

2013. 

related to 

sexual barriers 

for couples 

post PCa to 

help couples 

explore their 

thoughts, 

feelings and 

experiences 

throughout 

the recovery 

process. 

relational 

therapy, 

narrative 

therapy, 

sexual 

relationship 

interventions. 

aspects of 

couples 

dealing PCa. 

quantitative 

studies 

databases 

searched for 

prostate 

cancer, 

intervention, 

narrative 

therapy, 

relational 

therapy, sex* 

satisfaction, 

mar* 

satisfaction, 

masculin*, 

communicatio

n, well-being. 

themes of 

sexual 

intimacy, self-

esteem, sense 

of masculinity, 

role change, 

communicatio

n. 

Couples experience 

changes in division of 

labour, loss of shared 

activity, impact on 

physical capabilities, 

and change in self-

conception. Family 

members can play a 

central role in 

maintaining men's 

quality of life. 

Nelson CJ, 

Kenowitz J. 

2013. 

To assess the 

efficacy of 

psychosocial 

interventions  

Review of 3 

types of 

psychosocial 

intervention 

to enhance 

communicatio

n and intimacy 

for PCa 

survivors and 

their partners. 

Success of 

each of the 

interventions 

was compared 

RCT, focus 

groups for 

couples or 

studies 

reporting at 

least 1 

relationship 

outcome. 

Three specific 

intervention 

studies 

reviewed 

Studies by 

Northouse, 

Canada and 

Manne were 

assessed. 

None stated Results were not 

consistent within or 

across the 3 

interventions and 

suggest that patients 

and partners need 

different things from 

intervention. Partners 

may benefit more 

from couples work 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

while men may 

benefit more from 

focus on specific side 

effects. 

Nelson C.J., 

Emanu J.C., 

Avildsen I. 

2015. 

Efficacy of 

psychosocial 

interventions 

for men with 

PCa and their 

partners 

Psychosocial 

Interventions 

for couples 

following PCa 

treatment.  

Efficacy of 

intervention 

for couples. 

RCTs of men 

at any stage of 

PCa journey. 

Psychosocial 

intervention in 

at least 1 arm 

of the study 

design, and 

addressed at 

least 1 sexual 

and relational 

outcome. 

Medline, 

PsycInfo and 

Web of 

Science. 

Search terms: 

variations on 

combinations 

of Prostate 

RCT, 

psychosocial 

intervention, 

psychosocial 

support, 

psychosexual, 

intimacy 

enhancing 

intervention, 

education, 

counselling. 

6 studies were 

included: 

Northouse, 

Canada, 

Manne, 

Schover, 

Chambers, 

Walker 

None stated. Men with PCa may 

benefit from 

education and 

support related to 

treatment options for 

ED, whereas partners 

may benefit more 

from interventions 

based on relational 

issues. 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Rivas C, 

Matheson L, 

Nayoan J, 

Glaser A, 

Gavin A, 

Wright P, et al. 

2016. 

To summarize 

BME patients 

and partners 

experiences of 

PCa 

Post-diagnosis 

experiences of 

BME men and 

their partners 

dealing with 

PCa. 

Healthcare 

provider 

relationships, 

formation of a 

spiritual 

alliance, living 

on for others, 

ED, financial 

constraints 

and hardships. 

qualitative 

studies with at 

least 50% 

inclusion of 

PCa 

men/partners 

 Medline, 

CINAHL, 

PsycInfo, Web 

of Science, 

SSCI, AHCI, 

ProQuest IBSS 

1999-Dec 

2015 English 

only. 

13 studies 

included 

Self-defined 

appraisal tool: 

credibility, 

methodologic

al congruence, 

analytical 

precision, 

transferability, 

heuristic 

relevance. 

PCa results in 

complex intersection 

of ethnicity with 

other factors. 

Sinfield P, 

Baker R, 

CamossoStefin

ovic J, Colman 

AM, Tarrant C, 

Mellon JK, et 

al. 2009. 

To review 
studies of 
patients and 
carers 
experience of 
PCa care 

Assessing 

whether the 

design and 

delivery of 

services within 

the NHS meet 

the 

preferences of 

patients with 

PCa and their 

partners. 

Patients who 

had 

experienced 

any type of 

care for PCa 

from 

screening 

through to 

end-of-life. 

How care was 

organised, 

delivered, met 

their needs 

Published 

quantitative 

and 

qualitative 

data reported 

in English 

involving at 

least 10 

subjects that 

were 

concerned 

with patient 

or carer 

experiences of 

PCa care. 

Medline, 

Embase, 

CINAHL, 

PsycInfo, 

SIGLE 

90 studies Two reviewers 

independently 

used 

standardised 

forms, 

because of 

mixture of 

paper types 

narrative 

summary was 

employed. 

Patients and carers 

need information 

throughout the PCa 

pathway. 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Reviews were 

excluded. 

Steinmetz M. 

SC. 2013. 

Review of 

studies 

reporting 

adverse 

effects on 

partners of 

men with PCa. 

Impact of PCa 

on mental 

health of 

partners of 

men with PCa 

Mental health 

of partners 

Studies which 

identified 

patient-

partner dyads 

PsycInfo, 
Ebsco 
Megafile 
Complete, 
PubMed 1998 
-2013 
searched for 
PCa, spouse, 
partner, 
family, 
depression, 
anxiety, stress, 
and 
counselling. 
English only. 

50 studies 

included, total 

of 1281 

patient-

partner dyads 

overall. 

Not stated Partners felt 

challenged by: 

helping husbands 

focus on health, 

accommodating 

changes to their 

marital relationships, 

and appreciating the 

positives in their lives. 

Effective 

communication 

assisted patients and 

partners cope with 

anxiety associated 

with diagnosis, but 

poor communication 

led to more 

psychological distress 

in both patients and 

partners. Avoidant 

coping was 

associated with 

increased 
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Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

psychological 

distress. 

Wittmann D, 

Northouse L, 

Foley S, 

Gilbert S, 

Wood Jr. DP, 

Balon R, et al. 

2009. 

To examine 

the published 

literature on 

psychological 

aspects of 

sexual 

recovery after 

PCa treatment 

for men and 

their partners. 

Psychological 

aspects of 

sexual 

recovery after 

PCa treatment 

for couples. 

Sexual 

dysfunction 

after PCa 

Psychological 

effects, 

Cultural 

diversity and 

adaptation, 

Effects on 

partners and 

relationships, 

couples 

sexuality, 

interventions 

to promote 

sexual 

functioning. 

Articles 

published 

within 

previous 15 

years. 

PubMed was 

searched. 

102 studies 

were included. 

Not stated ED after PCa has been 

widely studied. 

Research on sexual 

recovery of men and 

couples 

/understanding it in a 

cultural context is 

sparce. Greater focus 

on impact of sexual 

sequelae on men and 

couples in diverse 

groups is needed. 

Clinical implications 

for treating sexual 

dysfunction and 

promoting sexual 

recovery for PCa 

survivors and their 

partners requires 

further research. 



345 
 

 

Study Review 

objectives 

Descriptions 
of 
interventions/
phenomena 
of interest 

Descriptions 

of outcomes 

included in 

the review 

Descriptions 

of contexts 

included in 

the review 

Search details Number of 

studies and 

participants 

included 

Appraisal 

instruments 

used 

Description of main 

results 

Wootten AC, 

Abbott JM, 

Farrell A, 

Austin DW, 

Klein B. 2014. 

To critically 

literature 

reporting 

psychosocial 

interventions 

for partners of 

men with PCa 

Psychosocial 

interventions 

for partners of 

men with PCa 

The impact of 

PCa on 

partners of 

men with the 

condition, 

where the 

impact on 

partners is 

reported 

separately 

from men. 

Papers that 

report impact 

on females 

separately 

from men with 

PCa. 

OvidMedline 
and PsycInfo 
were 
searched: 
keywords 
prostate 
cancer AND 
intervention*
OR therapy* 
OR 
psychosocial 
intervention* 
OR support* 
AND couple* 
or Spouse* or 
Partner* or 
Intimate 
partner* to 
2013 

11 prostate 

cancer-specific 

intervention 

studies that 

included 

partners and 

reported 

separate 

results for the 

partners. Only 

one of these 

interventions 

was partner 

specific, the 

others 

involved the 

patient-

partner dyad. 

Not standard - 

Author 

developed 

Minimal number of 

studies focussed on 

partner well-being 

and reporting 

separate results for 

partners. Focus on 

either sexual intimacy 

or emotional distress. 

Mixed reports as to 

efficacy of 

interventions. 
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Appendix 5.12 Chart showing summary of general reviews/book chapters/opinion pieces 

Study Type of 

text 

Population 

represented 

Topic of interest Setting/context/ 
Culture 

Description of main argument(s) 

Badger T, Segrin 

C. 2018. 

Book 

Chapter 

Female caregivers of 

male cancer patients 

Uses the Stress-Process 

model to examine primary 

objective and primary 

subjective stressors 

Stresses in 

partners 

Suggest comprehensive screening of female 

caregivers and targeting of interventions 

specifically for female caregivers. 

Couper JW. 

2007. 

Review Men with PCa and 

their partners 

The effects of PCa on 

intimate relationships 

Psychosocial/ 

psychosexual 

interventions 

Psychosocial interventions designed to help the 

couple face this ‘relationship disease’ together 

are the most likely to be acceptable and effective 

for those affected by this common cancer. 

Donovan KA, 

Walker LM, 

Wassersug RJ, 

Thompson LMA, 

Robinson JW. 

2015. 

Review PCa patients having 

ADT and their 

partners 

 

Review Assessing the 

psychological impact of ADT 

on men, their partners, and 

their relationships. 

Sexual function, 

effect on 

partners, 

interventions, 

emotional 

lability, 

depression, 

cognition 

Increased risk of depression in partners. Physical 

exercise appears to have the greatest potential to 

address the psychological effects of ADT in both 

men and their partners. 

Elliott S, Latini 

DM, Walker LM, 

Wassersug R, 

Robinson JW. 

2010. 

Working 

group and 

review 

Professional 

opinions and 

literature-based 

evidence: Sexual 

medicine specialist, 

clinical and 

counselling 

psychologists, nurses 

and researchers all 

Multidisciplinary working 

group and identified 

literature to identify 

challenges facing couples 

undergoing ADT for PCa 

Body 

feminisation, 

sexual changes, 

relationship 

changes, 

cognitive and 

affective 

symptoms, 

fatigue, sleep 

The effects on partners should be recognised and 

help should be offered to them as well, whether 

or not the patient wishes help. 
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Study Type of 

text 

Population 

represented 

Topic of interest Setting/context/ 
Culture 

Description of main argument(s) 

published in the 

fields of psychosocial 

or sexual issues 

facing cancer 

patients. 

 

disturbance and 

depression 

Galbraith ME, 

Fink R, Wilkins 

GG. 2011. 

Review Men who are living 

with and beyond PCa 

and their partners. 

To assess challenges and 

concerns experienced by 

couples after PCa 

Range of peer 

reviewed 

literature, Books 

and website 

resources. 

Couples who are survivors of PCa are faced with 

interruptions in their intimate relationships, 

communication, and overall quality of life. 

Educational and psychological resources are poor. 

Partners experience loss, sadness, anger and 

disappointment. 

Harden J. 2005. Review Late Middle age 

perspective (50-64) 

Young-Old 

perspective (65-74) 

Old-Old (75+) 

 

To explore relationship 

between developments age 

and disease specific issues 

that may affect a couples 

QoL as they adapt to PCa. 

Utilising the 

Life/stage 

perspective to 

understand 

impact of 

diagnosis and 

treatment on 

patients and 

partners across 

the ageing life 

span. 

Younger men experience more psychological 

distress related to sexual dysfunction than older 

men. Couples younger than 65 are at risk for 

negative physical and psychological effects from 

diagnosis and treatment. Wives in all age groups 

experience distress related to worry but the 65-

74 age group wives report greatest negative 

reaction. 
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Study Type of 

text 

Population 

represented 

Topic of interest Setting/context/ 
Culture 

Description of main argument(s) 

Higano CS. 

2012. 

Review Men who have been 

treated with ADT 

and their partners. 

 

Sexuality and intimacy after 

PCa treatment that includes 

ADT. 

Challenges faced 

by patients and 

couples, 

education 

measures, 

sexuality/intima

cy interventions. 

Need for education of physicians, patients and 

partners and further research into sexuality and 

intimacy to improve QoL for patients and their 

partners. 

Katz A. 2016. Text and 

opinion 

citing 

literature 

Men with PCa and 

their partners 

 

 

Sexual effects of PCa 

treatment on both 

heterosexual and gay 

couples 

 

Assessing the 

impact of PCa on 

couples in 

relation to 

sexual aspects of 

the relationship 

and how each of 

the partners 

deal with it. 

When the man has poor sexual function the 

couple avoid talking about it and as a result the 

female becomes distressed. Female partners 

need to provide support but simultaneously 

suppress their own needs. Females feel they need 

to keep changes in this aspect of their life secret. 

Couples counselling may be more beneficial than 

medical interventions. 

Kiss A, Meryn S. 

2001. 

General 

literature 

review 

and 

professio

nal/perso

nal 

opinions 

from 

Breast and prostate 

cancer survivors and 

their partners 

 

 

Effects of sex and gender on 

psychological aspects of 

breast and prostate cancer 

survivors and their partners 

Written by Swiss 

based psycho-

oncologist and 

general interest 

in sex and 

gender medicine 

(both male) 

 

Men in support groups prefer to share 

information, women share emotions. To support 

and care for others is a core feature of female 

identity 
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Study Type of 

text 

Population 

represented 

Topic of interest Setting/context/ 
Culture 

Description of main argument(s) 

experienc

e. 

Papadopoulou 

C, Schubach K. 

2020 

Review Men with PCa and 

their partners 

Promoting sexual well-being 

for couples affected by PCa 

Proposing ways 

for HCPs to 

manage and 

address issues 

related to sexual 

well-being. 

Opening communication is essential. Sexual well-

being is a multifaceted issue and comprises of 

physical, emotional, social, and cultural 

dimensions. Promoting sexual well-being should 

be a person-centred care goal for HCPs. 

Walker LM, 

Robinson JW. 

2010. 

Review Patients 

experiencing 

Hormone treatment 

for PCa and their 

partners 

Needs of couples when man 

is having hormone 

treatment 

Needs of 

couples in 

relation to 

Androgen 

Deprivation 

Therapy (ADT) 

for men in 

Canada 

ADT results in side effects that impact QoL. This 

continues for many years because of good 

survival rates. Loss of libido, ED, genital shrinkage, 

low self-esteem, diminished masculinity can all 

lead to changes in the marital relationship such as 

roles and responsibility, communication, and 

intimacy. Couples who succeed in maintaining 

sexuality and intimacy have been shown to have 

higher QoL and more satisfying relationships. 

Interventions need to be selected carefully 

because of unique needs of these couples. 

Wittmann D, 

Foley S, Balon R. 

2011. 

Text and 

opinion 

Men who have had 

PCa treatment and 

their partners. 

Exploring the incorporation 

of grief and mourning as a 

model of intervention in 

sexual recovery after PCa 

 

Sexual recovery 

after PCa 

treatment 

Some studies show a short-term benefit of brief 

psychosocial interventions for sexual problems 

after PCa. However, there is no conceptual 

framework to guide psychosocial treatments. The 

authors propose a model of intervention that 

incorporates grief and mourning to promote 

sexual recovery. 



350 
 

 

Study Type of 

text 

Population 

represented 

Topic of interest Setting/context/ 
Culture 

Description of main argument(s) 

Zimmermann T, 

Rauch S. 2018. 

Book 

Chapter 

Patients with 
prostate and 
laryngeal cancer and 
their partners. 

Exploring ‘we’ in coping 
with a cancer diagnosis. 

Dyad as a unit of 

coping with 

cancer 

Highlights the importance of assessing both the 

patients and partners coping and suggests 

considering dyadic coping interventions in 

laryngeal and PCa cancers. 
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Appendix 5.13 Chart showing summary of PhD studies 

Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main results 

Bamidele O. 

2019 

UK To explore the 
ethnic and 
cultural 
dimensions of  
PCa on Black 
African and 
Black Caribbean 
men and their 
partners 

Black African and 

Black Caribbean men 

with PCa who had 

been diagnosed with 

PCa. Partners were 

recruited through 

PWC.  

HCPs who work in field 

of PCa. 

Interviews (face-2-

face, skype, 

telephone) 

25 men 

11 partners 

2HCPs 

Two focus groups 

with 9 HCPs in NHS. 

Patterns of behaviour and 

impact of PCa specifically 

unique to BA/BC culture 

and identity. 

Gender-based cultural values and 

norms influenced response to 

and coping with PCa within this 

group. Men took the lead and 

female partners followed. Much 

concordance with findings of 

studies with Caucasian groups 

but some important cultural 

differences noted. The research 

suggests cultural differences in 

disclosure, partner engagement, 

coping, accessing support and 

enacting their masculinity roles.  

Dorros SM. 

2011. 

USA To understand 
the concerns of 
dyads coping 
with breast or 
prostate cancer 

Participants 

undertaking 

interpersonal 

counselling 

interventions, the 

term 'partner' was 

someone nominated 

by patient who was 

important in their 

recovery. Partners 

21 couples with 

PCa22 couples with 

breast Ca. 

Depression, 

positive/negative effect, 

relationship satisfaction 

Gender differences: females 

(whether survivor or partner) 

expressed more anxiety and 

depression concerns. Partners 

hold back on discussing concerns 

with survivor but welcome 

opportunity to discuss it with a 

counsellor. Emotional distress 

and interpersonal processes are 

universal concerns relevant to all 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main results 

recruited through men 

with PCa. 

people adjusting to cancer either 

in themselves or a partner. 

O’Brien ME. 

2015. 

USA PhD thesis - 
qualitative 
study exploring 
experiences of 
wives of men 
with PCa. 

Wife caregivers of 

men with PCa. Women 

recruited through 

men. 

25 wife caregivers of 

men with PCa. 

Quality of life, 

information offered, 

appraisal of caregiving 

Wife caregivers with older age, 

more education, or more years of 

marriage were less burdened by 

the demands of caregiving, and 

this responsibility did not appear 

to impact on their quality of life. 

BUT wives acknowledged needing 

more information to care for 

their husbands when at home. 

Thornton AA. 

2002. 

USA Psychosocial 
adjustment in 
PCa patients 
and their 
partners 

Men with PCa and 

female partners, at 4 

time points: surgery, 

3- weeks, 4-months, 1-

year  

80 patients 

65 partners 

Stress symptoms, 

negative effect, coping, 

sexual dysfunction, 

urinary dysfunction, 

benefit-finding, positive 

effect, QoL 

Impairments in QoL were 

transient and had mostly 

recovered by 12 months post-

surgery, the exception being 

sexual and urinary functioning. 

Patients and partners endorsed 

moderate levels of cancer-related 

benefits at 1 year post surgery. 

Partial support for single session 

pre-surgery communication 

intervention on patient 

family/social well-being and 

partner stress. 

Wittmann D. 

2014. 

USA Development of 
a testable 

Following men with 

PCa and their female 

Men undergoing 

prostatectomy for 

Models of grief and 

mourning in relation to 

Couples cope with PCa through a 

process of grief and mourning. 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main results 

conceptual 
model on the 
sexual recovery 
of couples after 
prostatectomy  

partners for 1 year 

post surgery to assess 

sexual recovery and 

sexual satisfaction. 

PCa and their 

partners 

sexual dysfunction. The 

role of the partner in 

promoting sexual 

recovery. Partners sexual 

and support needs. 

Sexual function, sexual 

satisfaction, female 

partners dyadic 

satisfaction.   

The sexual recovery is linked to 

the female partners interest in 

sex. Men often overlook female 

partners needs and need for 

support. Improvements in 

patients sexual function are 

noted over time, but sexual 

satisfaction of patients and 

female partners decreased. 

Female partners' dyadic 

satisfaction appears to depend on 

the partner's sexual satisfaction 

and the couple's level of income. 

Zhou ES. 2013. USA PhD study - 
assessing the 
effects of social 
support on QoL 
in PCa survivors 
and caregivers 

PCa patients and their 

female partners 

This PhD addresses 

the key limitations of 

previous research by 

documenting the 

levels and 

relationships among 

physical and mental 

QoL. Evaluates the 

effects of different 

sources of social 

support on physical 

and psychological 

QoL in a dyadic 

model that gives 

Individual's spouse is the 

most often noted source 

of support/primary 

caregiver in PCa. Results 

from this study suggest 

PCa survivor and spousal 

caregiver report lower 

than normative levels of 

significant other support, 

while spousal caregiver 

reported lower than 

normative levels of family 

and friend support as 

well. The spousal 

PhD study - assessing the effects 

of social support on QoL in PCa 

survivors and caregivers 
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Study Country Setting/ 
context 

Participant 

characteristics 

Groups Outcomes measured Description of main results 

consideration to 

both survivor and 

caregiver 

functioning. 

caregiver, her 

perceptions of friend 

support were significantly 

associated with her level 

of mental QoL. Unique 

sources of social support 

have implications in the 

adjustment process for 

PC survivors and their 

spousal caregivers and 

warrant further/future 

research. 
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