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Abstract
Purpose While the existing knowledge base on the impact of prostate cancer (PC) and its treatment on sexuality and inti-
macy has been generated from Western populations, there is a lack of such evidence in the Asian context. This study aimed 
to explore men’s experiences of sex and intimacy after PC treatment in China.
Methods This study adopted an interpretive descriptive design. Using purposive sampling, 13 PC patients were selected from 
a urology outpatient unit of a hospital in South China and proceeded with individual semi-structured telephone interviews. 
Each interview was transcribed verbatim and analyzed using constant comparison analysis.
Results Four themes emerged from the interview data, including (a) encountering altered sexuality, (b) communication and 
sexual adjustments, (c) maintenance of quality intimate relationship, and (d) lack of sexual health support.
Conclusions The findings revealed that PC treatment significantly impaired patients’ sexual functions, and their sexual 
health needs were mainly unmet by healthcare providers. There is a great need to design culturally relevant interventions to 
improve sexual health among this population.
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Introduction

Prostate cancer (PC) is the second most common cancer in 
men, and there were 1.4 million diagnosed cases in 2020 
[1]. PC patients in resource-limited countries usually receive 
radical prostatectomy and androgen deprivation therapy as 
primary treatments, depending on their disease stage [2]. 
Both treatments can result in sexual sequelae, typically erec-
tile dysfunction, which is a persistent survivorship issue up 
to 15 years post-diagnosis [3, 4]. Sexual problems can also 
lead to challenges in intimate relationships [5, 6]. Sexual and 
intimacy issues have been identified as the most frequently 

reported unmet needs influencing quality of life in men with 
PC [7].

The literature has extensively documented the impact of 
PC and its treatment on sexuality, which is narrowly defined 
as the ability to engage in sexual intercourse. Research has 
shown that up to 97% of PC patients who were previously 
sexually active experienced post-treatment sexual dys-
function and thereby stopped their sex lives thereafter [8]. 
Numerous quantitative studies have determined the preva-
lence of sexual dysfunction induced by PC treatment, which 
is manifested in an array of symptoms, including erectile 
dysfunction (14–90%), loss of libido (18–45%), and penile 
shortening (19–71%) [9, 10]. Evidence has indicated that 
sexual dysfunction can cause impaired self-esteem and 
psychological distress, which may be exacerbated by men’s 
perceived diminished masculinity [3, 11]. Some qualita-
tive studies have identified different strategies for adjusting 
to sexual dysfunction among men, for example, reframing 
masculinity, trying non-penetrative sexual practices, striving 
for acceptance of sexual changes, and seeking professional 
support [12–14].

Research on the psychosexual effects of PC has focused 
on sexuality, with relatively less emphasis on intimate 
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relationships. Intimacy is a term for a person’s innermost 
qualities, which classically refers to the experience of 
“strong feelings of closeness, connectedness, and bond-
ing” [15]. A few studies have examined intimacy changes in 
patients with PC, with most findings pertaining to reduced 
physical or relational intimacy [16, 17]. Altered intimacy 
has been reported to be associated with couples’ distress and 
well-being [18, 19].

While the existing knowledge base on the impact of PC 
and its treatment on sexuality and intimacy has been gener-
ated from Western populations, there is a lack of such evi-
dence in the Asian context, particularly in China. Despite 
being among the lowest incidence areas globally, China has 
had a 3% annual increase in PC incidence rate due to an 
increased adoption of prostate-specific antigen screening and 
westernized lifestyles [1, 20]. Evidence has suggested that 
the perception of how individuals explain, experience, and 
cope with sexual dysfunction is determined by cultural val-
ues, more specifically relating to positive or negative sexual 
cognitions [21, 22]. Despite this, PC patients as a rapidly 
growing population in China have received little research 
attention relative to female cancers regarding sexuality and 
intimacy [23, 24]. One qualitative systematic review high-
lighted gender-specific influences on attitudes toward and 
experiences of sex in older adults, especially male-domi-
nated sexual relationships in non-Western countries [25]. 
An investigation of the sexual and intimate experiences of 
Chinese men affected by PC and its treatment is thereby 
urgently needed. The qualitative method is appropriate for 
such inquiry to generate unique insights into men’s narra-
tives of the phenomena they have experienced. Having an 
understanding of their perspectives on sexual and intimate 
experiences is the first important step before designing tai-
lored interventions to aid healthcare professionals (HCPs) 
in managing men’s post-treatment changes. Therefore, the 
aim of this study was to explore men’s experiences of sex 
and intimacy after PC treatment in China.

Methods

Design

This study adopted an interpretive description, which is an 
applied qualitative approach allowing the investigation of a 
clinical phenomenon to identify recurrent patterns within 
subjective perceptions [26]. This approach is philosophically 
underpinned by constructivism and naturalism, acknowl-
edging the constructed and contextualized nature of human 
experiences [27]. It is particularly appropriate for generat-
ing knowledge to inform clinical understanding and practice 
[26]. Ethical approval to conduct the study was obtained 
from the university (HSEARS20200624001-01) and the 

hospital (SYSEC-KY-KS-2020–154-001), respectively. 
Signed written consent was obtained from the participants 
before the study. This paper’s reporting followed the consoli-
dated criteria for reporting qualitative research (COREQ) 
checklist (see Appendix 1) [28].

Setting and participants

The participants were recruited from a urology outpatient 
unit of Sun Yat-sen Memorial Hospital of Sun Yat-sen Uni-
versity in Guangzhou, China, between November 2020 and 
March 2021. Purposive sampling with maximum variance 
was used to select participants with different ages, length of 
marriage, treatment types, and time since diagnosis. Patients 
were included if they were (a) diagnosed with PC, (b) treated 
with prostatectomy and/or androgen deprivation therapy for 
at least three months [2, 29], (c) sexually active (defined 
as engaging in sexual intercourse by direct genital contact) 
within one year before the diagnosis, and (d) able to com-
municate in Mandarin or Cantonese. Patients who had a his-
tory of mental disease (as determined by surgeons) or were 
unwilling to share their experiences related to sexuality and 
intimacy were excluded. The sample size was considered 
adequate based on the pragmatic concept of “information 
power,” which was justified by the narrow research ques-
tions, sample specificity, and quality of dialogue and analy-
sis [30].

Procedures

The researcher (WT), who was a master’s-prepared nurse 
with training in qualitative research, conducted participant 
recruitment, data collection, and analysis of this study. The 
researcher approached potentially eligible participants after 
they attended medical consultations in the urology outpatient 
unit. Once they were screened for eligibility and consented 
to participants, the researcher proceeded to brief the study, 
obtain signed consent, and collect demographic and clinical 
data. The virtual interviews were originally planned to take 
place through WeChat during the COVID-19 pandemic, but 
the researcher found that the participants’ most preferred 
method was telephone interviews due to their older age. Tel-
ephone interviews have been proven as a feasible method 
for exploring sensitive topics as they can lessen emotional 
distress during the interviews [31].

A semi-structured interview schedule (see Appendix 2) 
was used to guide the interview process, which was devel-
oped based on a literature review and the clinical expertise 
of the research team, including a urologist, a sex thera-
pist, and a nurse expert. The schedule covered topics that 
included the impact of PC and its treatment on sexuality, 
perceived changes in intimacy, coping strategies, and sup-
port from HCPs. After on-site recruitment, the researcher 
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contacted the participants before the formal telephone inter-
views to engage them in casual conversations for rapport 
building. In the formal interviews with no one else present, 
the researcher started with warm-up questions to put the 
participants at ease, followed by the main questions, such 
as “Would you mind discussing your sexual changes with 
me?” The participants were probed when appropriate, for 
example, “Would you mind giving me more examples?” The 
sequence of the interview questions was not fixed to better 
align with each participant’s responses. The average duration 
of the interviews was 25 min.

Data analysis

According to the interpretive description design, data col-
lection and analysis occurred concurrently [27]. The inter-
views were audio-recorded and transcribed verbatim in 
Simplified Chinese in Microsoft Word files. Only quota-
tions supporting the findings were translated into English. 
Data analysis was performed following the constant com-
parative method, which was facilitated by Microsoft Excel 
2016 [27, 32]. Prior to the formal coding, data immersion 
was performed, including reviewing the transcripts closely 
and writing a synopsis of each interview, instead of coding 
prematurely. Inductive analysis began with initial coding to 
summarize the key attributes of the relevant transcript texts, 
which reflected possible common patterns and their relation-
ships [26, 27]. Once the patterns of codes were merged, they 
were grouped into themes and sub-themes. Constant com-
parisons within-case and cross-case followed to compare 
new data with emerging themes from previous interviews 
[27]. The researcher (WT) was the primary data analyst, and 
another researcher (CHL) who was experienced in qualita-
tive research analyzed the first few transcripts independently. 
Regular meetings among these two researchers (WT and 
CHL) were held to reach a consensus on the coding scheme 
and to develop preliminary themes and sub-themes through-
out the data analysis process. The coding results were criti-
cally reviewed and finalized by the research team after mul-
tiple discussions.

Rigor

The study followed Morse’s (2015) strategy to achieve 
both validity and reliability [33]. To address the issue of 
validity, a critical review of the literature, data collection, 
and analysis was ensured to be aligned with the study’s 
aim. Furthermore, the participants were purposively 
selected with maximum variance to ensure that the sample 
was the best representation of the population, providing 
an in-depth understanding of the study topic. Concurrent 
data collection and analysis was conducted to verify the 
validity of the study. The researcher received sufficient 

training in qualitative interviews and conducted multiple 
mock interviews supervised by an experienced qualita-
tive researcher and a sex therapist, along with a debriefing 
after each interview with the team, which further enhanced 
validity. Reliability was achieved by the researcher as the 
interviewer and a semi-structured interview guide, which 
increased the consistency of data collection. The use of a 
second coder facilitated the establishment of coding reli-
ability and ensured the rigor of the findings.

Findings

Participants’ characteristics

Of the 23 patients who were approached, three were 
screened as ineligible for the study due to asexuality 
more than one year before PC, while seven were excluded 
because they were uncomfortable with the sexual topic 
(n = 3), had a poor health status (n = 2), and had a clash 
of time schedules (n = 2). Finally, 13 PC patients (mean 
age = 69.2  years old) participated in this study (see 
Table 1). The participants were exclusively married, and 
their years of marriage ranged from 28 to 54 years. The 
mean time since diagnosis was 17 months, varying from 
three months to 5.5 years. Over half of the participants 
were diagnosed at the advanced stage (stage III or IV) and 
had undergone androgen deprivation therapy alone.

Table 1  Participant profile (n = 13)

Note: ADT Androgen deprivation therapy; RP radical prostatectomy

Demographic and clinical characteristics Mean (range) n (%)

Age (years) 69.2 (54–79)
Length of marriage years 41.6(28–53)
Education level

  Primary or lower than primary school 2(15.4)
  Middle school 6(46.2)
  Diploma or higher 5(38.5)

Retired 13 (100)
Time since diagnosis (months) 17 (3–66)
Gleason scores 7.8 (6–10)
Stage of cancer at diagnosis

  Early stage 4(30.8)
  Late stage 9(69.2)

Treatment type
  ADT 7(53.8)
  RP 2(15.4)
  ADT + RP 4(30.8)
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Themes

An analysis of the participants’ interviews identified four 
themes: (a) encountering altered sexuality; (b) commu-
nication and sexual adjustments; (c) maintenance of a 
quality intimate relationship; and (d) lack of sexual health 
support (see Appendix 3).

Encountering altered sexuality

Despite all the participants reporting normal sexual func-
tions and maintaining regular sexual activities prior to 
their PC diagnosis, all of them experienced sexual dys-
function after PC treatment that were manifested in erec-
tile dysfunction, a decline in sexual desire, penis shrink-
age, and ejaculation deficiency, with erectile dysfunction 
being the most reported symptom. The inability to achieve 
an erection precluded the participants from engaging in 
penetrative sexual intercourse. For example, as one par-
ticipant described:

“I still think about it [sex], but I was unable to get 
and keep an erection for sex. After attempting sev-
eral times, I gave it up.” (76 years old, 4 months post-
diagnosis).

The participants attributed these changes to multiple fac-
tors, with PC and its treatment mostly being the main rea-
sons. Some cited aging as a synergic factor of the changes. 
As one 74-year-old participant (3 years post-diagnosis) 
described:

“For people aged 72 or 73, they lose their sexual func-
tions and don’t even think about it anymore.”

Several participants reported that psychological burdens 
contributed to their sexual dysfunction, as they worried that 
having sex could deteriorate their health. For instance:

“It’s only been three months [since the surgery], I don’t 
have any feelings for a sex life, not at all…because a 
sex life might result in a recurrence of my disease. I 
am pressured by this aspect.” (66 years old, 3 months 
post-diagnosis).

When probed for impacts of altered sexuality, the partici-
pants usually briefly spoke of negative emotions associated 
with asexuality but expressed that they had accepted it:

“I had no ideas in my mind. I just felt that there was no 
way [I could avoid sexual problems].” (67 years old, 
1 year post-diagnosis).

Most of the participants explained that survival was the 
priority and a sex life was less important. One participant 
stated:

“I don’t think about these things [sex]. I only want to 
cure the cancer.” (61 years old, 2 years post-diagnosis).

Communication and sexual adjustments

The vast majority of the participants did not disclose sexual 
issues to their partners as they felt too embarrassed to com-
municate about sexual matters. They assumed that their part-
ners would know the condition of erectile dysfunction and 
understand and accept the sexual changes induced by PC 
treatment. For instance, one patient stated:

“We don’t need to talk about this, as she knows my 
situation [erectile dysfunction]…. Our relationship is 
good so that we don’t need any communication. Any-
way, she understands this.” (74 years old, 3 years post-
diagnosis).

Some patients disclosed sexual issues only if asked by 
their partners. For example, as one patient explained:

“After my surgery, she knew the situation [erectile dys-
function], and then I told her about it. She said it was 
okay and told me not to think too much.” (77 years old, 
5.5 years post-diagnosis).

Regarding sexual adjustment, most of the participants 
indicated that they did not use any approaches to meet their 
sexual needs and chose to suppress their sexual desires. One 
73-year-old participant two years post-diagnosis said:

“I didn’t take any medications or use any methods like 
others. I think that I might not have any sexual needs 
after the surgery. It should have gone away.”

Interestingly, three participants reported experiences of 
attempting to seek their spouse’s help or take medications 
to achieve an erection, but they found that these methods 
were unsuccessful. For example, one participant shared 
the distressing experience of taking Viagra for his erectile 
dysfunction:

“I bought the pill at the pharmacy and then took it 
without telling my wife. But it was useless and I still 
couldn’t get an erection. It [the penis] looked soft 
exactly the same as before. I also felt distressful side 
effects, I had pain in my blood vessels and afterwards 
in my whole body.” (67 years old, 1 year post-diag-
nosis).

Maintenance of quality intimate relationship

Despite being affected by a decline in their sexual functions, 
all the participants perceived a positive impact of disease 
and treatment on their intimate relationship. They felt that 
their partners were supportive and their intimate relationship 
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was as good as before the disease or enhanced after the dis-
ease. For example, one participant said:

“I think we became more intimate after the disease. 
Before I had cancer, we were used to not communi-
cating very often. Now, I am glad that she takes care 
of me a lot. I even think about how I can repay her. I 
also express my concerns now and sometimes try to do 
some housework to relieve her.” (73 years old, 2 years 
post-diagnosis).

Almost all the participants said that the main ways of 
expressing love and care were through practical actions in 
daily living, such as applying massage and cooking, rather 
than saying “I love you” directly. One participant said:

“After my surgery…I usually massage my wife’s legs 
and feet before we sleep.” (73 years old, 2 years post-
diagnosis).

Another participant shared:

“As I used to not eat meat, she chopped up the meat 
to make nutritious soup for me…. She used to not do 
this kind of thing for me.” (67 years old, 7 months 
post-diagnosis).

Some participants also explained that Chinese cultural 
norms discouraged them from expressing intimacy. As one 
participant noted:

“Our town is very conservative, not like the big cit-
ies. Because of cultural reasons, my wife is introverted 
and doesn’t like to say intimate things.” (61 years old, 
2 years post-diagnosis).

Other participants commented on gender-related differ-
ences in expressing intimacy:

“Men and women are different. Women are more 
meticulous. We men are careless…. When I need to 
see the doctor, I need to go out around 4:30 in the 
morning. My wife will get up much earlier, like 2:30 
a.m., to cook breakfast for me.” (67 years old, 1 year 
post-diagnosis).

Lack of sexual health support

The participants perceived that very limited sexual health-
related information was provided by HCPs during and after 
their treatment. According to the participants, sexual mat-
ters were raised by HCPs when treatment-related sexual 
side effects were explained before consenting to receive a 
particular treatment. After treatment, they had few opportu-
nities to discuss sexual problems and potential sexual reha-
bilitation options with HCPs. Few participants attempted to 

have conversations about sexual problems with HCPs. For 
example, as one participant mentioned:

“The doctor didn’t say anything. The nurses didn’t say 
anything. Only the nurse in charge of me said it [the 
surgery] might affect my sexual functions…she just 
said those few words.” (71 years old, 4 months post-
diagnosis).

The participants described several barriers to initiat-
ing a discussion of sexual topics with HCPs. Most of them 
described feeling too embarrassed to ask about sexual issues 
during medical consultations. Just one participant shared:

“I see the doctor once a month. Sometimes when I see 
him, I would like to ask if there is any way to solve 
my sexual problems. But I feel too embarrassed to ask 
him.” (73 years old, 2 years post-diagnosis).

Some participants expressed worries about wasting the 
doctor’s time asking about sexual matters. For example:

“You don’t have much time for the consultation. Too 
many people there are waiting [to see the doctor], and 
how could I ask about this kind of thing?” (67 years 
old, 7 months post-diagnosis).

Despite unsuccessful attempts to talk about sexual prob-
lems with HCPs, many participants expressed a desire to 
know more sexual health information but felt that the appro-
priate time to initiate conversations on sexuality was when 
their health status became stable. For example, one partici-
pant suggested:

“I would consider other [sexual] issues on the basis 
of a healthy body. Now I focus on being healthy and 
living a normal life.” (79 years old, 1 year post-diag-
nosis).

Discussion

By exploring men’s experiences of sex and intimacy after 
PC treatment, this study identified some key findings. 
Concurring with the literature in Western countries, this 
study found that the participants had similar experiences 
of sexual dysfunction following treatment [3, 10]. The 
participants also mentioned multiple factors that contrib-
uted to their acceptance of sexuality changes, including 
shifting their priority to survival, fear of cancer recur-
rence due to having sex, and aging, all of which have 
been previously reported [34, 35]. Despite similar find-
ings on men’s acceptance of sexual changes in Western 
and Chinese contexts, the present findings may reflect 
unique cultural interpretations of sex from a traditional 
Chinese perspective. Chinese men are encouraged to 
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abstain from sex to preserve their health because males’ 
seminal essence is deemed highly precious and avoiding 
its loss can prevent disease [36]. They also do not regard 
sexuality as a priority with increasing age since sex is a 
means of procreation to preserve the family line rather 
than for pleasure [37].

The vast majority of the participants in this study did 
not disclose sexual issues to their partners, which was 
inconsistent with Western studies that found that some 
PC men talked about sexual issues with their spouses [13, 
38]. Chinese men’s sexual experiences have long been 
influenced by Confucianism, which emphasizes male 
dominance in sexual initiation and female submissive to 
men [37]. The participants in this study did not share 
their sexual problems or engage in help-seeking behavior 
as they assumed their spouses would know about them 
after years of marriage. Disclosing sexual dysfunctions 
and help-seeking behavior among older Chinese men are 
viewed as not desirable as they imply a loss of male domi-
nance and can damage men’s identity [39]. Disclosing 
sexual difficulties to female partners is viewed as “losing 
face” or “being undignified” [40]. The study also found 
that the men suppressed their sexual desire for health 
reasons rather than actively sought various methods to 
restore their sexual health, further reflecting negative 
sexual cognitions pertaining to the procreation nature of 
sex [37, 40].

This study showed that the men maintained a qual-
ity intimate relationship with their partners, which is in 
contrast to most findings in the literature. One possible 
explanation for such discrepancy is that expressions of 
intimacy differ between Western and Chinese cultures. 
While Western males’ perception of physical intimacy is 
intricately related to sexual intercourse and non-penetra-
tive behaviors, such as hugging and kissing [34], Chinese 
males regard intimacy as related to relationship intimacy, 
which is expressed through companionship and practical 
support [37].

The study revealed limited opportunities to discuss 
sexual matters during medical encounters, resulting in 
the men’s sexual health information needs being largely 
unmet by HCPs, which is in line with the literature on 
female Chinese cancer patients [23, 24]. This study also 
identified several barriers to help-seeking behavior, 
including feeling too embarrassed to talk about sexual-
related issues and worrying about wasting the doctor’s 
time. These findings can be explained by Chinese culture, 
which regards sexuality as a private matter that should 
not be discussed in public [37, 41]. Previous research has 
documented that HCPs are less likely to initiate the topic 
due to their overburdened workload and noisy consulting 
environment [42], and this study’s findings further add 
to this evidence.

Study limitations

This study has several limitations. First, the study recruited 
participants from a single hospital in South China, thereby 
limiting the generalizability of the findings to the larger 
population. Second, the participants were married and had 
heterosexual partners, which does not represent PC patients 
who are unmarried or sexual minorities. Third, the partici-
pants reported good martial relationships, which might not 
apply to those who had pre-existing relationship problems 
and faced greater challenges in adjusting to sex and intimacy 
changes. Finally, the study was cross-sectional in nature, and 
thus, changes in sexuality and intimacy experienced by the 
PC patients could not be determined.

Clinical implications

The present findings lend support for a need to develop 
culturally relevant sexual health programs and provide 
resources to assist patients in lessening the impact of the 
disease and its treatment on sexuality. As evidence has accu-
mulated that couples-based education and counseling pro-
grams are effective in improving sexual communication and 
sexual adjustment for Western couples [41, 43, 44], cultural 
adaptation of successful programs can be considered for the 
Chinese population in the future. Additionally, the study 
showed that PC patients’ sexual issues are under-addressed 
in the cancer care system, indicating a significant service 
gap in sexual education for this population. Considering that 
not addressing sexual dysfunction in cancer patients appears 
to be overlooked during cancer care, and that sexuality is a 
taboo topic to discuss in public, HCPs should be provided 
with systematic training to equip them with sexual knowl-
edge and communication skills so that they can feel confi-
dent in initiating consultations on sexual health. A recent 
review showed that regardless of the intensity and modes of 
training courses, sexual education can improve HCPs’ ability 
to deal with patients’ sexual problems [45].

Conclusion

The findings revealed that PC treatment significantly 
impaired patients sexual functions, and their sexual health 
needs were mainly unmet by HCPs. There is a great need to 
design culturally relevant interventions to improve sexual 
health among this population.
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