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Abstract  

Objective: To gain insight into patients’ experiences of follow-up care after treatment 

for prostate cancer and identify unmet psychosexual needs.  

 

Methods: Semi-structured interviews were conducted with a purposive sample of 35 

patients aged 59-82 from three UK regions. Partners were included in eighteen 

interviews. Data were analyzed using constant comparison.  

 

Results: 1) psychosexual problems gained importance over time 2) men felt they were 

rarely invited to discuss psychosexual side effects within follow-up appointments and 

lack of rapport with health care professionals made it difficult to raise problems 

themselves 3) problems were sometimes concealed or accepted and professionals’ 

attempts to explore potential difficulties were resisted by some 4) older patients were 

too embarrassed to raise psychosexual concerns as they felt they would be considered 

‘too old’ to be worried about the loss of sexual function.  

 

Conclusion: Men with prostate cancer, even the very elderly, have psychosexual 

issues for variable times after diagnosis. These are not currently always addressed at 

the appropriate time for the patient.   

 

Practice Implications: Assessments of psychosexual problems should take place 

throughout the follow-up period, and not only at the time of initial treatment. Further 

research examining greater willingness or reluctance to engage with psychosexual 

interventions may be particularly helpful in designing future interventions.   

Key words: Prostate; cancer, follow-up, psychosexual, qualitative, partners 
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1. Introduction   

Follow-up after cancer treatment is used to identify and address psychosocial needs, 

as well as monitor any adverse effects of treatment and detect recurrence or 

progression of disease [1]. The Institute of Medicine has detailed different domains of 

psychosocial need that ought to be met throughout a patient’s ‘cancer journey’ [2]. 

Prostate cancer patients are likely to share common concerns with other cancer 

sufferers [3, 4], but have reported some specific unmet psychosocial needs [5-14]. 

Patients have reported particular difficulties in the domains of self image, 

masculinities [15-17] and sexuality [18, 19] which appear to relate to losses 

consequent on treatments for prostate cancer.  Radical curative treatments can result 

in nerve or tissue damage, either eradicating erections or taking up to two years for 

partial erections to be recovered [20] and hormonal treatments can result in side 

effects that might be experienced as challenging to masculinity (e.g. loss of libido and  

gynecomastia). Consequently, psychosocial assessment may have a particular focus 

on patients’ psychosexual needs after treatment (i.e. psychological need arising from 

sexual dysfunction) [21].  The National Institute for Clinical Excellence (NICE) 

recommends that men and their partners are given the opportunity to discuss 

psychosexual problems before and after treatment [21]. However, there has not been 

any detailed exploration of men’s varying responses to the psychosexual side effects 

of treatment or of their views on the delivery of psychosexual support during follow-

up.  

 

Male cancer patients typically access available psychosexual services at lower rates 

than female patients [14]. This raises questions about whether there might be 

improvements needed to existing psychosexual services and how best to facilitate 
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men’s access to health care if they experience problems [22, 23]. Empirical evidence 

supports a popular belief that men encounter difficulties disclosing psychological 

difficulties during consultations [8, 24-26]. Health care seeking for mental health 

difficulties has been described as being particularly challenging to masculinities [27, 

28], which may exacerbate problems in identifying and addressing patients’ 

psychosexual needs.  It has been suggested that GPs could have an important role in 

identifying men’s needs and in offering psychosexual support [1, 29, 30]. However, it 

has been reported that some patients lack confidence in their GP’s ability to provide 

this kind of support [31] and there may be little time for assessment of needs in 

practice [32-35].  

 

Psychosocial support may be provided to cancer patients by family and friends [36, 

37]. However, some men express concerns about burdening those closest to them and 

want to avoid seeming over-dependent on their partners. There may be good reason 

for such concerns as psychosocial morbidity in prostate cancer has been shown to be 

highly prevalent, not only among patients, but particularly among their partners [38, 

39]. However, there is a paucity of psychosocial assessments and interventions 

currently available to patients and their partners [40-43].   

 

This paper offers insight into patients’ experiences of follow-up care, including the 

failure to address certain psychosexual needs, particularly those concerning sexual 

function. We thought it important to present the accounts of both younger and older 

men here, as to date most studies have emphasized younger men’s ‘greater’ 

psychosexual needs [9, 44] and have commonly assumed that “the older the patient, 

the less the bother” [45] . However, one Swedish study found that elderly people still 
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regarded sexual activity as a natural part of their lives [46] and some of the accounts 

of older men presented here suggest that the psychosexual consequences of treatment 

may be relative to initial function, irrespective of age.  

 

This qualitative study aimed to describe prostate cancer patients’ experiences of 

current follow-up practices, seek explanations as to why needs went unmet (if this 

was perceived to be the case), and examine participants’ perceptions of professional 

role changes and alternative models to hospital follow-up [47]. This research was 

complemented by an interview study examining the views of health care professionals 

(HCPs) on follow-up, along with a systematic review of international guidelines on 

prostate cancer follow-up [48].  

 

2. Methods 

2.1 Sample 

Prostate cancer patients were recruited through nine general practices located in three 

regions across the UK (North Wales (NW) n=10, East Lothian (EL) n=10 and Thames 

Valley (TV) n-15) (ethical approval was granted). Each practice identified ten patients 

from their cancer register and a member of the research team (RO) discussed 

anonymized cases with a GP in each practice in order to select five to invite for 

interview. A total of 45 patients agreed to participate, exceeding the number we 

anticipated needing. Purposive sampling ensured maximum variation by: patients’ age 

(59-82); socio-economic background; treatment (including those who had curative 

and hormonal treatments and patients undergoing monitoring); on who led the follow-

up (primary, secondary or shared care) and modes (e.g. clinic, postal, telephone) and 

lengths of follow-up (ranging from 9 months to 14 years post-treatment) (See Table 
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1). This sample was designed to enable us to explore some diversity in men’s 

experiences of follow-up as articulated by thirty-five participants.   

 

Patients were sent postal invitations by their GPs and those consenting were 

telephoned by a member of the research team (RO). Men were asked to extend the 

invitation for interview to their partners if they wished, as there had been impromptu 

involvement of spouses in pilot interviews (Partners included n=18) (See [60] for a 

detailed discussion about the unplanned presence of spouses in interviews on cancer). 

Partners took varied roles in interviews: some observed while the participant spoke of 

his experience; others prompted forgotten details of follow-up; some described their 

own unmet psychological needs.   

 

2.2. Interview design  

Data were collected between March and September 2008. Exploratory interviews 

were conducted to inform the study topic guide (see Table 2), which drew on the 

literature, the original research questions, pilot data, with further amendments to 

account for emergent themes. The first author is a medical sociologist and was new to 

conducting cancer-related research. The study’s multidisciplinary team included a 

senior cancer researcher (EW) and a GP (PR) who commented on emergent themes 

and areas that might be fruitful to probe in subsequent interviews. Field notes were 

written immediately after leaving participants’ homes to note any unrecorded 

conversations before and after the ‘formal’ interview. They were also used to record 

early analysis (i.e. reflections on the main themes covered and their relationship to 

preceding interviews).   
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2.3. Description of interview 

All interviews were conducted in participants’ homes by RO who was responsible for 

the research process. Interviews were digitally recorded with participants’ consent. 

Patient interviews began with an open non-directive question inviting men to speak at 

length about their diagnosis, current treatment, and experiences of follow-up care.  

Probes were then used to elicit greater detail on issues raised spontaneously by 

participants (in the order patients presented them and reflecting the language they 

used). More directive questions were utilized in the later stages of interview to 

explore any areas noted on the topic guide that had not already been covered. The 

most sensitive means of exploring men’s experiences of psychosexual problems (and 

an effective strategy for prompting more detailed responses from those initially 

reluctant to discuss these matters in detail) was to normalize, rather than personalize, 

the loss of sexual function (e.g. ‘some men find that a common side effect of 

treatment is impotence. Is this something you have experienced?’). This was a 

particularly effective technique when exploring the psychological consequences of the 

loss of sexual function (e.g. ‘another man interviewed described having difficulties 

adjusting psychologically to being impotent. Is this something that has affected 

you?’). Partners’ who were included in early interviews also spontaneously discussed 

their psychological needs and this was explored in greater depth in later interviews. 

However, a focus on patients’ experiences of follow-up was necessarily prioritized 

given the original focus of the study.  

 

2.4. Analysis 

Recordings were transcribed verbatim, cross-checked for accuracy and identifying 

information was removed. RO coded all interviews using Nvivo7. Constant 
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comparison [49] was used to examine the commonalities and differences within and 

between transcripts. Broad themes were identified first and then broken down into 

sub-themes by RO who coded all data.  Memoing was used to keep note of how 

themes were derived and whether the names of themes were given by the researcher 

or were coded in vivo. Some of the identified themes were driven by research 

questions (e.g. ‘ideas on what might help improve follow-up?’  and ‘views on the role 

of primary care’). Other themes were grounded in the data having either been: 1) 

transparent upon completion of an interview and noted in field notes (e.g. ‘unmet 

psychosexual needs of patients’ and ‘psychological problems described by partners’ 

or 2) emergent as coding of the data progressed (e.g. ‘variations in experiences of 

follow-up’ and ‘comparison of responses of younger/ older men’) [50].   

 

The One Sheet of Paper method (OSOP) was used to summarize the data captured 

under particular themes in order to help identify patterns or common language used 

[51]. For example, under the broad theme of ‘psychological problems’, it was 

identified that psychological difficulties commonly manifested later on. The data 

presented here derive from a number of broader themes that were entitled ‘living with 

side effects’ (including sexual problems), ‘what happened in consultations (primary/ 

secondary care)’, ‘health care seeking outside of formal follow-up appointments’, 

‘problems with follow-up’, ‘men’s unmet psychological problems’ and ‘partner’s 

experiences of follow-up and unmet psychological needs’.   

 

EW and PR each coded and analyzed a sample of interviews and the coding 

framework that RO, EW and PR developed independently of one other, was found to 

be a close match. RO then examined ‘relationships’ within and between themes e.g. 
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comparison of theme 1: discussion within consultations and theme 2: living with side 

effects, indicated that there was a disparity between the psychosexual side effects that 

patients described living with and what they were willing, or able, to raise within 

appointments. ‘Groups’ of participants, that were likely to share common experiences 

of follow-up (e.g. by age or treatment group), were also examined.   

 

3. Results 

3.1 Identifying men’s unmet psychosexual needs  

3.2. Psychosexual needs manifested later on 

The primary concern for all patients, regardless of age, was survival.  However, in the 

case of younger patients, psychological needs relating to the loss of sexual function, 

surfaced after the imminent threat to their survival had passed.  

 

Many of the younger participants had been offered counseling prior to radical curative 

treatment and this was perceived as preparing them well for the likely consequences 

of treatment. However, one man described how psychosexual problems manifested 

years after treatment:  

You simply don’t know how you’re going to react to it yourself….I think it’s only 
later on that I was affected emotionally by it.   
(#46: Aged 64; FU 6 years; Radical Prostatectomy) 

 

Another patient perceived there to be a lack of support when psychosexual problems 

eventually arose: 

 
Immediately post-operatively the question of impotence doesn’t really come into 
your head. I think it’s only later on that you..have to…face-up psychologically to 
how you handle that….There’s not a lot of…counseling from either primary care or 
the hospital in terms of the psychological aspect. 
(#61: Aged 61; FU 5 years; Prostatectomy) 
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An older participant described how he had been offered various interventions by the 

hospital, in the form of pills, pumps and injections. He was critical of, what he 

perceived as, an emphasis on physical functioning:  

The problem was it was switched off up here as far as I was concerned (indicates 
his mind). It sounds a strange thing to say, but it was. It was finished, dead, buried, 
gone…No I didn’t use them (the Viagra he was prescribed) actually in the end.  
 (#48: Age 74; FU 9 Years; Hormone).   

 

3.3. Lack of rapport with staff 

Other explanations for psychosexual needs not being identified within follow-up 

consultations, was provided a participant who had been routinely asked how he was 

coping. He felt that a lack of continuity of care during follow-up made it difficult for 

him to establish a relationship in which he would have felt comfortable disclosing 

problems with his ‘sex life’. He described how follow-up might be improved to help 

overcome the difficulties he experienced:  

 
I think if you saw the same person each time you would probably build up a rapport 
with that person.  But seeing a stranger every time you’re thinking ‘oh my God. I’m 
not going to walk in there and start talking about my sex life with somebody I’ve 
never seen in my life before’…..I think I glossed over it (the psychological impact) 

  (#51: Aged 59, FU 5 years; Radiotherapy) 

 

An older participant described encountering similar difficulties in reporting 

psychosexual concerns during appointments:  

 
It was quite a shock when you…go there and it’s somebody else…Initially it affected 
me, ‘oh I’m not seeing him again. I wish I’d see him’. But then having seen the other 
person I was put at ease and I was able to speak…I held nothing back sort of thing.. 
(about) the clinical side effects really.  I don’t think I spoke about my psychological 
problems…what was going in my mind, though. 
(#69: Age 75; FU 2 Years; Radiotherapy) 
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3.1.4. Concealment, resistance and acceptance of psychosexual problems  

Other explanations for difficulties in identifying men’s psychosexual needs were 

provided by participants who described how they had concealed emotional 

difficulties, resisted efforts on the part of health professionals to explore their feelings 

about the loss of sexual function, or reached a point where they accepted the loss of 

sexual function and no longer wished to seek support.  

 

One participant stated that although he recognised that there was an implicit invitation 

to discuss his psychological and sexual difficulties when asked ‘how are you 

feeling?’, he had routinely presented himself as accepting of the loss of sexual 

function:  

They did…say ‘how do you feel?’  I said ‘I’ve accepted it’ because I was trying to 
make myself…feel better.  But then after it I’d say ‘oh I wish I’d told them’. 

  (#63: Age 62; FU 2 Years; Radical Prostatectomy)  
 
 
A urologist interviewed for the HCP study suggested that he could often detect men’s 

seeming reluctance to talk about the psychosexual side effects of treatment. He spoke 

of the difficulties he had in ‘opening men up’ during follow-up consultations:  

 
I feel that they could do with opening up the discussion but they won’t..discuss it…If 
they want to keep their head buried in the sand, that’s their choice…You can 
mention it and they shrug their shoulders, some of them and say ‘it doesn’t bother 
me any more’. A large number of men will say that. Therefore, one feels that’s the 
end of the discussion. They’ve closed it off. 
(#9 Urologist, NE England) 

 

One participant described why he had resisted all efforts to explore how he felt about 

the loss of sexual function. He felt that ‘talk about sex’ was an unacceptable practice 

(for a man of a particular generation where such discussions were viewed 

inappropriate talk to have with strangers):  
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 Men don’t talk about things like that, well not the type of man that I go with…You 

don’t talk about having sex…To me that’s very personal and that’s in that little box 
there and it’s locked and there’s no key to it.   

   (#40: Age 77; FU 14 Years; Radiotherapy/ Hormone) 
 

However, others had conveyed to their GP and/ or consultant that they were open to 

being referred to a specialist psychosexual service in order to get support with the 

psychological difficulties in adjusting to the loss of sexual function. One man 

described his frustration when he was told there was no appropriate support available 

in his area:  

For me the issue was psychological…I (asked) ‘what can we do about this?’ (the 
psychological impact of erectile dysfunction).  It sounded much more…drug options 
rather than psychological.  So I didn’t pursue that.. I just decided to live with it.  
(#55: Age 60; FU 2 Years; Radical Prostatectomy) 
 

 
Another patient, who had never disclosed during follow-up appointments the 

depression he experienced following treatment, described a harrowing process before 

he came to accept the loss of sexual function:  

 
Wife:  It was difficult for you. It was 
 
#63 Patient: You feel like…you’re not a man anymore. That’s the way I feel and at 
first I would just have a couple of cans (alcohol), you know, and all of a sudden it 
was more.  But now I’ve stopped all that. I mean I still have a couple of cans but I 
dinnae drink as much as what I used to…I’m over all that (Wife: You have). I’ve 
accepted it now  

(#63: Age 62; FU 2 Years; Radical Prostatectomy)  
 

Younger men’s accounts of follow-up highlight some of the difficulties there may be 

in encouraging men to disclose problems and in providing them with timely support.   
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3.2. Unmet psychosexual needs of older patients  

Impotence was commonly perceived by men of all ages as a necessary sacrifice they 

had to make in order to survive prostate cancer.  Most of the older participants 

appeared to accept that treatment had halted their sexual lives permanently and were 

unlikely to pursue further treatments in an effort to improve, or restore, erectile 

function. However, there were some exceptions who attached greater importance to 

sexual activity and described psychological difficulties in adjusting to the losses 

consequent on treatment. One couple had been married for sixty years and were 

particularly distressed at the prospect of treatment affecting sexual function:   

  
 It shook me rigid when he (consultant) was telling us the effects of it (treatment), 

referring to it like being castrated. I was like ‘oh God! Do we have to have that?’ 
Your sex drive would be nil! So, it’s sad.  
(Wife of #73, Age 82; FU 3 years; Hormone)  

 
 
Another patient, who had remarried at the age of seventy-four, described how the loss 

of sexual function had profoundly affected his view of himself as a man:    

 
 At first I felt in a sense that I was letting my wife down.  As I say we’ve only been 

married five years and she’s 20 years younger than me. I was hoping to have a.. 
satisfying sexual relationship with her…..I did feel that I was not fully a man not 
being able to sort of function 100%.  
(#75: Age: 79; FU 5 years; Hormone therapy) 

He commented that he had not been asked about sexual function during follow-up 

appointments and believed this had been neglected because of his age:  

 

 I don’t know whether the team (at the hospital) took the attitude ‘he’s getting on for 
80. It’s not worthwhile bothering much with him’. They didn’t ask me. I had to tell 
them that I just couldn’t function sexually at all.   
(#75: Age: 79; FU 5 years; Hormone therapy) 
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There seemed to be particular concern (a commonly expressed view within the 

sample) that the onus had been on him to raise his sexual problems during an 

appointment. However, he felt confident about asserting his needs within 

consultations (he discussed how his work as a clergyman meant that he was used to 

discussing emotions). However, it was more common to hear from older participants 

that they avoided initiating discussions about their sexuality because they were too 

embarrassed to admit they still had sexual needs. A younger man stated that he also 

felt ‘too old’ to raise his concerns and worried about how this might be received by 

health care professionals: “I feel I shouldn't be thinking about sex at my age” (#56: 

Aged 63, FU 8 Years; Watchful Waiting).  In such cases, an invitation from a health 

care professional, to make it ‘acceptable’ for them to discuss sexual activity, would 

have been welcomed. One participant stated that while he thought it reasonable for 

health care professionals to assume some older men might be more accepting of the 

loss of sexual function, he thought it was important to assess men on the basis of their 

individual psychosexual needs and avoid assumptions based on age:  

 
I think it would probably be useful to be offered (counseling) but it depends on each 
individual’s sexuality at the end of the day and how important that is…at different 
times of their life.  I suppose like most people…you want to feel that you’re still sort 
of potent probably even when you’re 85 
(#48: Age 74; FU 9 Years; Hormone) 

 

Older participants described having more frequent contact with primary care than 

their younger counterparts, usually for hormonal injections and/ or regular Prostate 

Specific Antigen tests (PSA).  However, it appeared that these rarely provided 

opportunities for men to discuss any concerns they had relating to their sexuality or 

psychological wellbeing. Rather, these visits were described as perfunctory, usually 

involving an appointment with a phlebotomist or practice nurse, who “just takes the 
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blood” (#58 Age 75; FU 6 years; Radiotherapy), suggesting to one  man that there 

was “no more than a technical interest” in his disease (#48: Age 74; FU 9 Years; 

Hormone). One participant stated that his GP “did ask ‘how do you feel’, ‘how am 

I?’….You see I’ve never thought perhaps of saying ‘oh I really feel…’ up here sort of 

thing, in my mind” (#69: Age 75; FU 2 Years; Radiotherapy).  Practice nurses, 

interviewed for the health professionals study, acknowledged the lack of 

psychosexual support currently offered to their patients. However, one nurse felt the 

regular contact she had with patients would be:  

 
…an opportunity for them to discuss it because it isn’t something that you can 
discuss with anybody in the street, is it?...But it is an opportunity.  I think if we had 
more information we may be able to give better support there.   
(#6 PN, Thames Valley) 

 
 

3.3. Partners’ psychological needs    

Both partners and patients emphasised the toll that living with cancer had on spouses. 

Patients emphasised the difficulties of living with the psychosexual side effects of 

treatment long-term and there were few mentions of the psychological difficulties 

experienced in living with a cancer diagnosis. However, a number of spouses revealed 

that it had been important, immediately after diagnosis, to appear mentally strong for 

the ‘struggling’ patient.  Despite describing the emotional toll that her husband’s 

illness had taken on her (her husband had also been critically ill with a perforated 

bowel prior to his cancer diagnosis), one partner described how she felt she also had 

to remain mentally ‘tough’ after her husband’s treatment:   

  I’m tough! (Laughs) (her eyes filled with tears)…You just have to get on with 
it….There’s no point in me lying down…Somebody has to be capable.   
(Wife of #68: Age 61; FU 3 Years; Hormone/ Radiotherapy) 
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Another wife of a patient similarly emphasised the need for stoicism through 

treatment and during follow-up, stating that she felt she was “the stronger of the two” 

in coming to terms emotionally with the cancer and the side effects of treatment (Wife 

of #71: Age 71; FU 2 Years; Radiotherapy). However, some of the patients 

emphasised the fragility of their wives and felt a need to protect them, particularly 

from worry about cancer. One man observed that his wife might have benefited from 

some external support following his treatment:  

 

When you’re a cancer patient you’re not at your best or you’re not the best person 
to be around...It’s..nice for them to get a bit of encouragement from an outside 
source. 
(#42: Age 73; FU 7 Years; Watchful Waiting) 

 

However, in the absence of such support one man described how he felt it was his 

protective duty as a man to “hide a lot..and… (because I’m) trying to be strong and 

brave for my family” (#64: Age 62; FU 2 Years; Radical Prostatectomy).   

 

Most partners appeared to find it difficult to consider their own psychological needs 

in detail.  However, one woman was able to state in the interview, if not within 

appointments, that she had felt a need for some formal psychological support 

following her husband’s surgery:  

 

It had been a traumatic period for my husband.  It had been a traumatic period for 
myself…. after they all went away (after treatment) I was on my own…I just cried I 
really did because I felt I needed help from somewhere….. That’s what was missing 
really.  A support. (RO: You felt a need for support?) Yes I did at the time…I needed 
the counselling.   

  (Wife of #74: Age 69; FU 3 Years; Radical Prostatectomy) 
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However, another of the partners felt that the only contact she had with professionals 

about her husband’s cancer was within follow-up appointments. She was concerned 

that this was not an appropriate setting in which to raise the psychological difficulties 

she was experiencing: “I feel they’re talking to [husband]. I don’t feel that I should be 

asking anything” (Wife of #68). The data suggest that partners, in common with 

patients, would have welcomed an invitation to discuss their psychological needs in 

an appropriate setting when needs arose.  

 

4. Discussion and conclusion 

4.1 Discussion  

This qualitative study offers insights into the psychosexual side effects of prostate 

cancer treatment, as articulated by thirty-five men. Their accounts offer some 

explanations as to why psychosexual needs were not currently being met by existing 

follow-up arrangements. Most prostate cancer patients seek support for sexual 

dysfunction at an early stage following treatment [52]. However, the data presented 

here show that the psychological consequences of the loss of sexual function may 

only manifest years after treatment when the imminent threat to survival passes [6, 

53]. These data have important implications for the delivery of psychosexual support 

during follow-up, as current recommendations suggest that assessment of 

psychosexual needs should be targeted around the period close to diagnosis [54] and 

in the early months after treatment [9, 55, 56]. This study suggests that re-evaluations 

of men’s psychosexual needs after treatment, regardless of perceived stability of 

disease, might improve the experience of follow-up care for some. Follow-up might 

be further enhanced by assessing patients based on individual psychosexual need, thus 
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avoiding assumptions about the possible meaning of the loss of sexual function for 

men of particular ages [57-59].  

 

The findings presented here are based on the experiences of a small sample of patients 

and their partners and are therefore not generalizable. However, we have included a 

range of patients (by age, treatment and length of follow-up) to reflect some of the 

diversity in men’s experiences of follow-up. As all patients were asked about their 

wish to include or exclude partners from interview, it was apparent from discussion 

prior to interview that a partners’ participation in, or absence from, reflected their 

inclusion or exclusion (by patients) from follow-up consultations. The initial 

unplanned presence of partners in early interviews proved beneficial in eliciting 

greater details from patients regarding the content of follow-up appointments. This is 

perhaps unsurprising given family members’ involvement in cancer care and their role 

(when present) in prompting, or relaying, important details within consultations [60]. 

The experiences of advanced cancer patients, and their partners, were not explored as 

fully as we had planned. Given that this is a much neglected issue this would benefit 

from examination elsewhere. The sample also reflects the limited ethnic diversity in 

the three study regions (North Wales, East Lothian and Thames Valley) and so the 

needs of Afro-Caribbean men, who have a higher incidence of prostate cancer, were 

not examined [61].  

 

The main focus of the study was on patient’s experiences of follow-up and inevitably 

there were limits to the exploration of partner’s psychological needs. A maximum 

variation sample of partners would have enabled us to explore a wider range of their 

experiences in greater depth.  The sexual lives of partners were largely omitted from 
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their discussions, which focused almost exclusively on their unmet psychological 

needs (by contrast sexual and psychological issues were intertwined in patient’s 

accounts). In the few instances where partners and patients discussed their sexual 

relationships, partners sought to minimize the importance of the loss of patients’ 

sexual function and dismissed the idea, when men expressed concerns, that this had a 

negative impact on their relationship. It may be that joint interviews may have 

hindered detailed exploration of the psychosexual needs of partners and may be more 

easily explored within individual interviews. Despite these limitations, a particular 

strength of the study was that it enabled us to incorporate these emergent findings, 

which have not received detailed attention elsewhere.  

 

4.2 Conclusion  

The data show that while the side effects of treatment may be similar for men, in 

terms of the impact on sexual function, they hold particular meanings and have 

different psychosexual consequences for patients of varying ages and different stages 

of follow-up. Practice-based research which develops and evaluates interventions 

designed to assist men in addressing any psychosexual problems is needed as there is 

a lack of proven psychosocial interventions for adult cancer patients.  It would be 

useful to further explore whether existing psychosexual services are acceptable to 

those who identify themselves as in need of greater support. Further research, 

examining men’s accounts of greater willingness or reluctance to engage with 

psychological interventions, may be particularly insightful. There is also a need for 

research that offers more detailed insight into the psychological consequences for 

partners in supporting patients throughout follow-up and to examine the possibility of 

wider psychosexual concerns.  
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4.3 Practice implications  

An important finding of this study is that assessment of psychosexual needs has to 

take place throughout the follow-up period, and not only at the time of initial 

treatment. Patients may take time to identify that they have a need for psychosexual 

support and when they feel ready to raise concerns may need help in overcoming 1) 

embarrassment about discussing sexual function and 2) ideas that it is ‘unmanly’ to 

discuss emotions. The National Health and Medical Research Council, Australia, 

describe strategies being evaluated to improve psychosocial care of cancer patients 

[62]. These include educational workshops for health care professionals, patients and 

their families, designed to de-stigmatise psychosexual problems, legitimise expression 

of concerns, and raise awareness of the effectiveness of interventions.  There may be a 

role for the GP in assessing wider psychosexual needs and signposting where to get 

help where needed. GPs may also be particularly well placed to offer partners 

encouragement to consider their psychological needs at a time when care is largely 

focused around the patient. However, it has been reported that physicians, while 

perceiving exploration of patients’ psychosexual needs as part of their role, may feel 

unprepared to identify and address these appropriately [63].  There may also be a 

preference, on part of health care professionals and patients alike, to draw on the 

services of allied care providers e.g. counsellors who have expertise in supporting 

men coming to terms with losses or challenges to masculinity as a result of illness and 

treatment.  
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