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Purpose: Prostate cancer and its treatment may affect patients’ sexual function and social wellbeing. This study investigated the 
relationship between social/family wellbeing and sexual health in patients with prostate cancer. Additionally, the moderating effect of 
clinical characteristics on this relationship was also explored.
Patients and Methods: This is a descriptive correlational study using baseline data of a longitudinal study enrolling 137 patients 
with prostate cancer. Sexual Function (SF) and Sexual Function Distress (SFD) data were collected using the Symptom Index 
questionnaire. Demographic data were obtained during study intake and clinical data were obtained from chart review. Bivariate 
correlation determined the correlations among continuous demographic/clinical data, social/family wellbeing, and sexual health. 
Moderated regression analysis determined the moderating effects of clinical characteristics on the relationship of social/family 
wellbeing and sexual health.
Results: Moderate positive correlation was found between social/family wellbeing and SF, whereas a weak negative correlation was 
noted between social/family wellbeing and SFD. Depression was significantly correlated with social/family wellbeing and SFD. Both 
sexual health domains were significantly correlated with Gleason score. A significant difference was noted in the social/family 
wellbeing and both SF and SFD in participants receiving androgen deprivation therapy (ADT) compared to those not receiving ADT. 
Concomitant ADT use was the only clinical characteristic found to be a significant moderator of the relationship between social/family 
wellbeing and SFD, but none of the clinical characteristics was found to have a moderating effect on the relationship of social/family 
wellbeing and SF. Among patients who were not receiving ADT, high social/family wellbeing was associated with low SFD. Patients 
who were receiving ADT reported slightly higher SFD despite having higher social/family wellbeing.
Conclusion: Ensuring sexual health in patients with prostate cancer requires a comprehensive approach to address factors contribut-
ing to sexual health such as side effects of treatment and family wellbeing.
Keywords: sexual function, sexual function distress, family health, male reproductive health

Introduction
In 2020, there was an estimated 1.41 million new cases of prostate cancer worldwide.1 Prostate cancer is a global concern 
and is the second most common cancer in males.2 The five-year relative survival rate of prostate cancer is 98%. Although 
the prevalence of prostate cancer is high, the risk of dying from prostate cancer is low. Advances in treatment and the 
growing trend of early diagnosis contributed to the decline in prostate cancer mortality.3 An estimated 3.1 million 
Americans alive today have been diagnosed with prostate cancer at some point in their lives.4 The high survival rate of 
prostate cancer means that there is a high number of long-term prostate cancer survivors who may be suffering from the 
side effects of prostate cancer and its treatment.

Patients undergoing treatment for prostate cancer experience a wide range of physical and psychological side effects. 
Physiologically, prostate cancer treatment may affect hormone levels, cardiovascular function, hemodynamics, and nerve 
function.5 Other side effects such as fatigue, changes in bladder and bowel functions, and change in physical appearance 
may affect a person’s self-esteem, body image, sexual function, and subsequently sexual health and overall wellbeing.6 
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Patients and doctors tend to focus more on ensuring survival and perceive sexual health as a low-priority aspect of cancer 
care.7 However, earlier studies found that sexual health affects a person’s quality of life and general health.8,9 Thus, 
sexual health as an underexplored aspect of prostate cancer treatment may have negative consequences on patients’ 
overall wellbeing.6

This paper focuses on a common concern, sexual dysfunction, reported by individuals treated for prostate cancer.10 

Physical needs often receive more attention in prostate cancer care, but sexual care remains a significant unmet need in 
patients undergoing prostate cancer treatment.11 Earlier studies show that a high percentage (70–90%) of men with 
prostate cancer experience sexual dysfunction, regardless of their treatment status. Erectile dysfunction was identified as 
the most common cause of sexual dysfunction.5,12 In addition, problems with orgasm and overall sexual function were 
also identified as factors that contribute to changes in sexual health among patients with prostate cancer.12

Although it is well established that prostate cancer treatment causes sexual function and sexual health changes, there 
is limited literature that discusses the influence of sociodemographic variables and social wellbeing on sexual health. In 
understanding sexual health in patients with prostate cancer, it is important to note that social factors include a wider 
sphere outside of the patient and his partner. Demands from family responsibilities, home dynamics, and work 
responsibilities may contribute to sexual health problems.13 An individual’s perception that there are significant others 
who are available to offer support affects their emotional and mental health.14 A study found that in patients with prostate 
cancer, better social support was associated with lesser depressive symptoms.14 In another study, it was found that 
positive social relationships is linked with lower perceived stress and better quality of life in patients with prostate 
cancer.15

This study was conducted to primarily investigate whether social/family wellbeing is significantly correlated with 
sexual health, specifically focusing on two domains: sexual function and sexual function distress, in patients with prostate 
cancer. In addition, the study explored whether there is a significant difference in social/family wellbeing and the two 
sexual health domains when participants are grouped according to age, marital status, race, and highest level of education 
completed. This study also determined whether clinical characteristics such as use of androgen deprivation therapy 
(ADT), clinical stage of cancer, Gleason score, body mass index (BMI), and depression were correlated with social/ 
family wellbeing, perceived sexual function and perceived sexual function distress. Clinical characteristics were 
additionally assessed to determine potential moderating effects on the relationship between family/social wellbeing 
and the two domains of sexual health.

Materials and Methods
Participants
This is a descriptive correlational study from the baseline data of a longitudinal study approved by the Institutional 
Review Board of the National Institutes of Health (NIH, NCT00852111). This study enrolled 137 patients aged 18 years 
or older, diagnosed with non-metastatic prostate cancer with or without prior prostatectomy, and scheduled to receive 
external beam radiation therapy (EBRT). Baseline data were obtained from the participants before they started EBRT. 
Participant recruitment was done from April 2009 to January 2019 at the NIH Magnuson Clinical Research Center. 
Signed written informed consent was obtained prior to study participation. This study excluded patients with prostate 
cancer who have progressive diseases causing significant fatigue, psychiatric disease within the past five years, 
uncorrected hypothyroidism, anemia, or a second malignancy. Individuals who used sedatives, steroids, or non- 
steroidal anti-inflammatory agents were also excluded. All stages of this study were conducted in accordance with the 
ethical standards stipulated in the Declaration of Helsinki.

Variables and Instruments
Demographic data (ie, age, marital status, race, education) were obtained during study intake and clinical data (ie, ADT 
use, clinical stage of cancer, Gleason score, body mass index) were obtained from chart review. Social/family wellbeing 
was assessed using the Social/Family Wellbeing subscale of the Functional Assessment of Cancer Therapy-Prostate 
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(FACT-P) questionnaire. The Social/Family Wellbeing subscale consists of 7 items which can be scored from 0 to 4. The 
total Social/Family Wellbeing subscale score ranges from 0 to 28. Higher scores indicate better social/family wellbeing.

The Symptom Index (SI) questionnaire has two subscales that measure sexual health: Sexual Function (SF) subscale 
and Sexual Function Distress (SFD) subscale. The SF subscale contains five questions that asked the participants to rank 
the severity of their symptoms on a five-point Likert scale. Negative statements were reverse coded, and a total SF 
subscale score was obtained. Higher total SF subscale scores indicate better sexual functioning. The items in the SF 
subscale questionnaire were based on the participants’ perception of their sexual function during the past week or the past 
four weeks. Only 47 of the 137 participants indicated that they had sexual activity in the past week or the past four 
weeks. This limitation is discussed in the discussion section of this paper. The SFD subscale of the SI questionnaire also 
utilized a five-point Likert scale where participants indicate “how big a problem” the different sexual health symptoms 
are to them. A higher SFD score indicates higher distress or a stronger perception of the symptom as a burden. 
Depression scores were measured using the 24-item version of the Hamilton Depression Rating Scale (HAM-D). Total 
scores may range between 0–54, with higher scores indicating more severe depressive symptoms. Using this scale, 
depressive symptoms are categorized based on published guidelines: 0–7 indicate no depression, 8–16 indicate mild 
depression, and a score of ≥ 17 indicate moderate to severe depression.16

Statistical Analysis
Frequency distribution was calculated to describe the sociodemographic and clinical characteristics of the sample. 
Correlations between sexual health, age and social/family wellbeing were determined using bivariate correlation 
(Spearman’s rho). Mann–Whitney U-test was used to determine whether there is a significant difference in social/family 
wellbeing, sexual function distress and sexual function when age (≤ 65 versus > 65), marital status (married versus non- 
married), race (Whites versus non-Whites), and highest education level (completed at least college versus completed less 
than college) were controlled.

Bivariate correlation using Spearman’s rho was calculated to determine correlations between continuous clinical data 
such as body mass index (BMI), Gleason score and depression score on social/family wellbeing, sexual function distress 
and sexual function scores. Moderated regression analysis was conducted to determine the moderating effects of clinical 
characteristics (ADT, clinical stage, BMI, Gleason score and depression) on the relationship between social/family 
wellbeing and the two sexual health domains. In conducting the moderated regression analyses, the absence of interaction 
between the predictor variable and the moderator variable was not assumed or avoided, as it does not imply a causal 
sequence between the predictor and outcome variables.17–20 Threshold α values were 0.05 for all statistical tests. 
Statistical analyses were performed with SPSS statistics software version 23 (IBM SPSS, Purchase, NY). The Hayes 
Process Macro extension in SPSS was used to perform moderated regression analysis.

Results
Sociodemographic Characteristics, Social/Family Wellbeing, and Sexual Function 
Distress
Table 1 presents the distribution of the participants according to their sociodemographic characteristics, social/family 
wellbeing, and sexual function distress scores. Bivariate correlation analysis showed that age was not significantly 
correlated with social/family wellbeing and perceived sexual function distress. Using the Mann–Whitney U-test, 
a significant difference in social/family wellbeing scores was found between participants who are married versus those 
who are not married (p=0.011). Married participants had higher median social wellbeing scores compared to those who 
are not married. No significant difference was noted in social/family wellbeing when age, race, and level of education 
were controlled. Table 1 further shows that there is no significant difference in sexual function distress scores across all 
sociodemographic groups. These results suggest that sexual function distress is not better or worse when groups were 
compared according to their sociodemographic characteristics. However, married participants displayed better social/ 
family wellbeing compared to those who were not married.
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Clinical Characteristics, Social/Family Wellbeing, and Sexual Function Distress
The direct correlation between clinical characteristics, social/family wellbeing and perceived sexual function distress 
were also explored (see Table 2). A weak negative correlation (rs= −0.23, p= 0.009) was noted between depression and 
social/family wellbeing. This suggests that participants with lower depression scores tend to have higher social/family 
wellbeing scores. The results further show that participants with higher Gleason and depression scores were likely to 
have higher sexual function distress scores as shown by the positive correlation between Gleason (rs= 0.29, p= 0.002) 
and depression scores (rs= 0.25, p= 0.009) and sexual function distress scores. When clinical characteristics were 
controlled, a significant difference in the social/family wellbeing (p= 0.028) and sexual function distress scores (p= 
<0.001) were noted between participants who were receiving ADT and those who did not. Participants who are not 
treated with ADT have higher median social/family wellbeing scores (24.5 vs 23) and lower median sexual function 
distress scores compared to those on ADT (7 vs 18.5).

Table 1 Sociodemographic Characteristics, Social/Family Wellbeing, and Sexual Function Distress

Variable (N=137) Social/Family Wellbeing Sexual Function Distress

n (%) Mean ± sd Med (IQR) rS p-value Mean ± sd Med (IQR) rS p-value

Age (years) 65.29 ±7.93 – – – 0.06 0.521 – – 0.17 0.067

≤ 65 70 (51.1) 22.84 ± 3.93 24 (6) – 0.933 12.42 ± 7.57 10 (16) – 0.084
> 65 67 (48.9) 22.76 ± 3.82 23 (6) 15.10 ± 8.13 14 (18.5)

Marital status Married 108 (78.83) 23.21 ± 3.54 24 (5) – 0.011 14.17 ± 8.06 12 (18) – 0.391
Not married 29 (21.17) 21.15 ± 4.64 20 (8) 11.91 ± 7.29 10 (13)

Race Whites 100 (73.0) 23.12 ± 3.66 23.5 (6) – 0.173 13.27 ± 7.56 10.5 (14.5) – 0.304

Non-whites 37 (27.0) 21.92 ± 4.28 23 (6) 15.00 ± 8.96 16.5 (9)

Education ≥ College 110 (80.29) 22.73 ± 3.75 23 (6) – 0.426 13.05 ± 7.68 10 (15) – 0.181

< College 27 (19.71) 23.07 ± 4.32 24 (8) 16.27 ± 8.53 19 (19.25)

Notes: Data are n (%) for categorical variables. Mean ± sd (standard deviation), and median (interquartile range) are presented for continuous variables. Correlation 
coefficients (rs) are based on Spearman correlation.

Table 2 Clinical Characteristics, Social/Family Wellbeing, and Sexual Function Distress

Variables (N=137) Social/Family Wellbeing Sexual Function Distress

n (%) Mean ± sd Med (IQR) rS p-value Mean ±sd Med (IQR) rS p-value

ADT use Yes 71 (51.8) 22.19 ± 3.73 23 (4.5) – 0.028 16.83 ± 7.64 18.5 (15) – <0.001
No 66 (48.2) 23.47 ± 3.92 24.5 (6.5) 10.84 ± 7.11 7 (10)

Clinical stage < Stage 2 70 (51.1) 22.56 ± 4.07 23 (6) – 0.570 12.97 ± 8.01 9.5 (18) – 0.250

≥ Stage 2 67 (48.9) 23.05 ± 3.64 24 (6) 14.52 ± 7.82 13 (16)
BMI 29.05 ±4.60 – – – −0.06 0.481 – – 0.18 0.061

18.5–29.9 81 (59.1) 22.97 ± 3.76 24 (6) – 0.617 12.78 ± 7.96 9 (18) – 0.070

≥30 56 (40.9) 22.55 ± 4.03 23 (6) 15.17 ± 7.73 15 (17.25)
Gleason score 7.26 ±1.03 – – – −0.13 0.121 – – 0.29 0.002

≤ 7 87 (63.5) 23.08 ± 3.89 24 (6) – 0.223 12.80 ± 7.68 10 (13) – 0.084
> 7 50 (36.5) 22.29 ± 3.79 23 (4) 15.76 ± 8.21 15 (17)

Depression 1.10 ±1.93 – – – −0.23 0.009 – – 0.25 0.009

≤ 7 132 (96.8) 22.94 ± 3.81 24 (6) – – 13.68 ± 7.93 11.5 (17) – –
> 7 3 (2.2) – – – –

Notes: Data are n (%) for categorical variables. Mean ± sd (standard deviation), and median (interquartile range) are presented for continuous variables. Depression missing 
data: n= 2 (1.5%). Correlation coefficients (rs) are based on Spearman correlation. SWB and SFD were not calculated for those with depression score >7 due to limited 
sample size in the category.
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Sub-Group Analysis of Sexual Function
All participants were asked to recall their sexual health-related symptom experience in the past week or within the past 
four weeks. The majority of the participants (66%) indicated that they have not had sexual intercourse within the past 
week or within the past four weeks. Only 47 of the 137 participants provided information regarding their perceived 
sexual function. Sub-analysis for this group found no significant correlation between age and social/family wellbeing and 
sexual function scores. No significant difference was noted in both social/family wellbeing and sexual function scores 
when age, marital status, and race were controlled (see Table 3).

Table 4 presents the results for tests of correlation and difference in social/family wellbeing and sexual function when 
clinical characteristics were controlled. A significant difference (p= <0.001) was noted in sexual function scores when 
participants were grouped based on ADT use (taking ADT versus not taking ADT). Participants who were not taking 
ADT had higher median sexual function scores compared to those on ADT (19 vs 11). Analysis of the direct correlations 

Table 3 Sociodemographic Characteristics, Social Wellbeing, and Sexual Function

Variable (N=47) Social/Family Wellbeing Sexual Function

n (%) Mean ± sd Med (IQR) rS p-value Mean ± sd Med (IQR) rS p-value

Age (years) 62.45 ±7.68 – – – 0.13 0.398 – – 0.09 0.556

≤ 65 30 (63.8) 22.60 ± 4.92 24 (6.5) – 0.859 17.27 ± 3.66 17.5 (6) – 0.137
> 65 17 (36.2) 22.65 ± 5.85 23 (4.5) 15.41 ± 4.40 15 (8.5)

Marital status Married 34 (72.3) 23.44 ± 4.74 24.5 (5) – 0.077 16.71 ± 4.28 17.5 (8.25) – 0.572
Not married 13 (27.7) 20.46 ± 5.97 21 (9.5) 16.31 ± 3.28 16 (4.5)

Race Whites 40 (85.1) 22.45 ± 5.57 23.5 (5.75) – 0.942 16.5 ± 4.04 17 (7.75) – 0.759

Non-whites 7 (14.9) 23.57 ± 2.44 24 (4) 16.29 ± 4.07 17 (6)

Education ≥ College 44 (93.6) 22.45 ± 5.27 23.5 (5) – 0.344 16.5 ± 4.04 17 (7.5) – 0.635

< College 3 (6.4) 25.0 ± 4.36 27 (-) 18 ± 3.61 14 (–)

Notes: Data are n (%) for all variables. Mean ± sd (standard deviation), and median (interquartile range) are presented for continuous variables. Correlation coefficients (rs) 
are based on Spearman correlation.

Table 4 Clinical Characteristics, Social/Family Wellbeing, and Sexual Function (Sub-Group Analysis)

Variables (N=47) Social/Family Wellbeing Sexual Function

n (%) Mean ± sd Med (IQR) rS p-value Mean ± sd Med (IQR) rS p-value

ADT use Yes 11 (23.4) 20.82 ± 6.88 23 (6) – 0.199 12.09 ± 3.39 11 (5) – <0.001

No 36 (76.6) 23.17 ± 4.57 24.5 (5) 17.97 ± 3.07 19 (6)

Clinical stage < Stage 2 29 (61.7) 23.31 ± 4.59 25 (5.5) – 0.214 17.52 ± 3.59 19 (6) – 0.065
≥ Stage 2 18 (38.3) 21.5 ± 6.06 22.5 (5.5) 15.11 ± 4.27 14.5 (7.5)

BMI 28.55 ±4.39 – – – −0.08 0.598 – – −0.17 0.264
18.5–29.9 33 (70.2) 23.18 ± 5.14 25 (5.5) – 0.179 17.09 ± 3.84 17 (7) – 0.240

≥30 14 (29.8) 21.29 ± 5.34 22 (7.25) 15.43 ± 4.28 15 (8.75)

Gleason score 6.79 ±0.88 – – – −0.18 0.224 – – 0.44 0.002

≤ 7 39 (83.0) 23.03 ± 4.55 24 (5) – 0.380 17.18 ± 3.65 17 (6) – 0.033

> 7 8 (17.0) 22.29 ± 3.79 23 (4) 15.76 ± 8.21 15 (17)

Depression 0.73 ±1.48 – – – −0.15 0.333 – – 0.26 0.084

≤ 7 45 (95.7) 22.60 ± 5.32 24 (5.5) – – 16.84 ± 3.88 17 (7) – –
> 7 – – – – –

Notes: Data are n (%) for all variables. Mean ± sd (standard deviation), and median (interquartile range) are presented for continuous variables. Depression missing data: n= 2 
(4.3%). Correlation coefficients (rs) are based on Spearman correlation. SWB and SF were not calculated for those with depression score >7 not calculated due to missing data.
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between clinical characteristics with social/family wellbeing and sexual function revealed that only Gleason score was 
significantly correlated with sexual function (rS = −0.44, p = 0.002), suggesting that perceived sexual function tended to 
decrease with an increase in Gleason score. Table 4 further shows that participants with lower Gleason scores (≤ 7) rated 
their sexual function higher compared to those with higher Gleason scores (> 7).

Social/Family Wellbeing, Sexual Function Distress and Sexual Function
There is a significant but weak negative correlation between social/family wellbeing and sexual function distress (rs= 
−0.386, p ≤ 0.001). A moderate positive correlation was noted between social/family wellbeing and sexual function (rs= 
0.505, p < 0.001) in the subgroup analysis, suggesting that higher (better) social/family wellbeing scores is linked with 
lower sexual function distress and higher sexual function scores. When sociodemographic factors were controlled, 
a significant correlation between social/family wellbeing and sexual function distress was observed regardless of marital 
status, race, age, and education. However, a significant correlation between social/family wellbeing and sexual function 
was only observed in participants who were married (rs=0.52 p=0.002 vs rs=0.48 p=0.099), aged 65 years old or younger 
(rs=0.56 p=0.001 vs rs=0.48 p=0.052), identify as White (rs=0.50 p=0.001 vs rs=0.69 p=0.086), and have completed at 
least college-level education (rs=0.48 p=0.001 vs rs=0.50 p=0.667). Given the limitations in sample size, the results for 
the sub-group analysis may not be generalizable. For example, the number of participants who have completed less than 
college education in the sub-group analysis is only 3 out of 47 and 7 of the 47 identified as non-Whites.

In Table 5, it can be gleaned that only ADT use was found to be a significant moderator on the relationship between 
social/family wellbeing and sexual function distress. Without ADT use, every point increase in social/family wellbeing 
score results in a decrease in sexual function distress score by 0.78 (B= −0.78 p= <0.001). With ADT use (B=0.80 p= 
0.008), every point increase in social/family wellbeing results in an increase of 0.02 in sexual function distress score. The 
results suggest that improving social/family wellbeing potentially decreases sexual function distress. However, patients 
receiving ADT may experience a slight increase in sexual function distress despite a higher or healthier social/family 
wellbeing. In the sub-group analysis, none of the clinical characteristics was found to have a moderating effect on the 
relationship between social/family wellbeing and sexual function, meaning participants who rated their social/family 
wellbeing higher also tended to rate their sexual function higher regardless of ADT use, Gleason score, cancer stage and 
level of patient-reported depression.

In summary, there were significant correlations between social/family wellbeing and the two domains of sexual health 
(sexual function and sexual function distress). Gleason and depression scores were found to be significantly correlated 
with social/family wellbeing and sexual function distress. Concomitant ADT use was the clinical characteristics found to 
be a significant moderator in the relationship between social/family wellbeing and sexual function distress. However, the 
results of this study only considered perceptions of sexual function and sexual function distress based on genitalia- 
focused sexual expressions and therefore cannot be used to generalize the state of sexual health of patients with prostate 
cancer.

Table 5 Moderating Effects of Clinical Characteristics on the Relationship Between Social/Family 
Wellbeing and Perceived Sexual Function Distress

Moderators Social/Family Wellbeing and  
Sexual Function Distress (n=137)

Social/Family Wellbeing and  
Sexual Function (n=47)

ADT

Given ADT 0.240 0.803 0.295 0.008 0.488 −0.242 0.175 0.172

Not given ADT 0.240 −0.803 0.295 0.008 0.488 0.242 0.175 0.172
Clinical stage

< Stage 2 0.110 −0.254 0.313 0.419 0.199 −0.054 0.212 0.800

≥ Stage 2 0.110 0.254 0.313 0.419 0.199 0.054 0.212 0.800
BMI 0.109 −0.021 0.035 0.548 0.163 −0.001 0.025 0.980

Gleason score 0.158 0.320 0.198 0.109 0.249 −0.005 0.144 0.974

Depression 0.154 0.030 0.124 0.810 0.250 −0.046 0.084 0.583
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Discussion
In this study, we observed a positive correlation between social/family wellbeing and sexual function and a negative 
correlation between social/family wellbeing and sexual function distress. This finding indicates that participants who 
rated their social/family wellbeing higher tend to report better sexual function. Consequently, those who rated their 
social/family wellbeing lower tend to have higher sexual function distress. Social/family support has been reported to 
help patients manage their cancer and cancer treatment-related symptoms. A prior study involving patients with bladder 
cancer showed a positive correlation between social/family support with decrease in cancer-related cognitive distress.19 

Expressions of social support for cancer patients may be in the form of emotional support or tangible support such as 
helping them with transportation needs or assisting patients in gaining access to information.20

Among the clinical characteristics explored in this study, only ADT use was found to exert a moderating effect on the 
relationship between social/family wellbeing and sexual function distress. None of the clinical characteristics was noted 
to have a moderating effect on the relationship between social/family wellbeing and sexual function. ADT use is known 
to cause decrease in sexual desire and erectile dysfunction.21 Psychological changes such as emotional lability, low self- 
esteem, and depression have also been linked with ADT use.22–24 The physiologic and psychological changes that 
patients may experience during ADT use also affect marital relationships, communication, intimacy, and role 
perception.24 The lack of sexual intimacy may lead to negative emotions such as disappointment, guilt, feeling of 
premature aging, and low self-esteem.23 It is important to recognize that improving sexual health, particularly in patients 
receiving ADT, requires clinicians to discuss the effects not only related to the patient’s sexual function but also on how 
the side effects of this treatment may affect the patient’s role perception and relationships with others.

Disruptions in sexual relationships, especially in married or partnered patients with prostate cancer can be 
a distressing experience for both the patients and their partners. However, the perception of ADT side effects as an 
androcentric, meaning male-focused issue remains prevalent in both patients and clinicians.25 Past studies have shown 
that men with prostate cancer who are in a sexual relationship perceived sexual dysfunction as more bothersome.21 

Married men may be concerned with fulfilling their partner’s sexual needs, in addition to their own thus increasing the 
feeling of burden caused by the limitations in their sexual function.13 Our findings showed that, statistically, there is no 
significant difference in the sexual function distress and sexual function scores of married and unmarried participants. 
However, there is significant difference in the social/family wellbeing when marital status is controlled. It is also 
noteworthy that when marital status is controlled, no significant relationship was found between social/family wellbeing 
and sexual function in unmarried participants, but a significant relationship between social/family wellbeing and sexual 
function distress was noted regardless of marital status.

De Vocht et al caution clinicians against assumptions about patient’s sexual health needs based on their age, 
relationship status or religion and culture.26 Thus, a comprehensive sexual health-related assessment and interventions 
should be part of care planning regardless of the patient’s marital or relationship status. This includes the development of 
inclusive, population-appropriate evaluation tools and interventions for all patients, even for patients from gender 
minorities. In addition, the concept of sexual intimacy should not solely be focused on the physical aspects of 
a person because sexual intimacy also encompasses affective and even cognitive components.27 The Global Advisory 
Board (GAB) for Sexual Health and Wellbeing defines sexual pleasure as “the physical and/or psychological satisfaction 
and enjoyment derived from solitary or shared erotic experiences, including thoughts, dreams and autoeroticism”. The 
GAB for Sexual Health and Wellbeing further asserts that the experience of sexual pleasure is a diverse human 
experience, and the rights of all people to have a positive sexual experience should be upheld.28 Even in its early 
conception, the definition of sexual health encompassed aspects beyond the physical view of sexuality. The first 
definition of sexual health formulated by the WHO in 1975 included emotional, intellectual, and social aspects of 
a person as a sexual being. The aim of sexual health according to WHO’s first definition includes the enhancement of 
personality, communication, and love.29

Evaluation of sexual health in patients with prostate cancer should consider other comorbidities such as cardiovas-
cular diseases, diabetes and clinical depression that may also contribute to changes in sexual function.30 It is important to 
note that the overall health of the patient’s sexual partner also plays a role. For example, women with diabetes tend to be 
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less sexually active than women without diabetes.31 In addition, changes in sexual response associated with aging affect 
both men and women.32 Additional factors such as the age and the presence of medical conditions in the partners of 
patients with prostate cancer should be considered. When patients report a decline or absence of sexual activity, the 
reason for this should be explored so that patients or their partners could be given appropriate interventions.

In this study, the majority of the participants were White (73%), married (78.8%), and have completed a college 
degree or higher (80.3%). Future studies involving a more diverse pool of participants that can be more representative of 
the general population would be beneficial in building more generalizable conclusions when comparing groups based on 
demographic characteristics such as race, marital status, or the highest education received.

Another aspect that needs to be revisited in this study is the use of more inclusive categories to indicate sexual 
relationships. In this study, categories for marital status only included married, single, widowed, or divorced. These 
categories do not necessarily reflect whether the participant is engaged in any form of sexual relationship. For example, 
Lindau et al used the category “spousal or other intimate relationships” when participants indicated that they have 
“romantic, intimate or sexual partners”.31 In addition, questions related to sexual health in this study were exclusive to 
aspects of sexual intercourse (eg, erection, penetration, and ejaculation). Thus, limiting the possibility of exploring 
participants’ perspectives on other forms of sexual expressions such as non-genitally focused sexual activities such as 
kissing, hugging, and touching, as well as solitary sexual activities such as masturbation.32

Practice guidelines should ensure that a holistic approach in understanding and addressing sexual health are observed. 
Assessment tools and algorithms that allow a more comprehensive evaluation of sexual needs and sexual health could 
help clinicians provide more person-centered holistic interventions that will create a positive experience for patients. 
Clinicians should be aware of the influence of culture on how patients express their sexual needs or how they respond to 
questions related to sexuality. A study found that perceived language appropriateness in describing data related to sexual 
health is a source of discomfort in some patients or their partners. In addition, the setting and context in which the 
discussion on sexual health takes place affect patients’ responses with patients likely to be more open when the 
discussion is conducted in a home setting.33 These findings underscore the value of having dynamic sexual health 
programs to accommodate the sexual health needs of individuals from culturally, linguistically, and gender diverse 
backgrounds. It is also important to consider the unique needs of individuals who are engaged in non-monogamous 
sexual relationships. Studies that would compare the effectiveness of clinic-based versus community-based sexual health 
programs, as well as patients’ responses to professionals (eg, physicians or nurses) versus trained community navigators 
would also be valuable.

Conclusion
The effects of prostate cancer and its treatment, such as ADT, on sexual function are well-documented. There are also 
published evidence that highlight the role of social support in the emotional and mental wellbeing, as well as the quality 
of life of people with prostate cancer. However, to our knowledge, there are no studies that explored the association 
between social/family wellbeing and specific domains of sexual health (sexual function and sexual function distress). The 
result of this study, as well as published literature, suggest that prostate cancer diagnosis and treatment affect patients and 
their intimate partners. Thus, it is essential to employ a holistic approach to addressing the sexual health needs of patients 
with prostate cancer. This may include an evaluation of the patient’s family or social wellbeing and sexual health in 
planning prostate cancer treatment. Options to mitigate side effects of cancer treatment, such as erectile dysfunction or 
a decrease in sexual desire, must be thoroughly discussed with patients and their partners prior to the treatment. Particular 
attention should be given to patients whose treatment regimen includes ADT as this does not only have a direct 
association with sexual health but can also affect the relationship between social/family wellbeing and sexual health.
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