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TITLE 
 
The management of sexual dysfunction resulting from radiotherapy and androgen 
deprivation therapy to treat prostate cancer: A comparison of uro-
oncology practice according to disease stage 
 
ABSTRACT 
 
Objectives: 
To establish current uro-oncology practice in the management of sexual dysfunction 
following radiotherapy and/or androgen deprivation therapy to treat prostate cancer. To 
identify differences in approach to the management of sexual dysfunction according to 
disease stage. 
 
Subjects and methods: 
A 14-question mixed methods survey was designed to assess current UK practice. Closed 
and open-ended questions were used to quantify results while allowing participants to 
expand on answers. The survey was distributed to members of the British Uro-Oncology 
Group at the 2019 annual meeting. 
 
Results: 
Surveys were completed by 63 uro-oncologists attending the annual meeting of the British 
Uro-Oncology Group (response rate 66%). The major issue highlighted was a difference in 
approach to managing sexual dysfunction according to disease stage. More than half of 
participants (56%) said ‘advanced stage of disease’ was a barrier to discussing sexual 
dysfunction. Clinicians were less likely to discuss sexual dysfunction, take baseline 
assessments, refer to a specialist clinic or offer rehabilitation when dealing with patients 
with advanced disease. Only a minority said the management sexual dysfunction was 
primarily their responsibility (11%). Nearly all clinicians (92%) had access to sexual 
dysfunction clinics however the majority of clinicians did not routinely refer patients. 
 
Conclusions: 
This study shows men with advanced prostate cancer need better support in managing 
sexual dysfunction. Patients receiving long-term ADT are less likely to be offered any kind of 
help or intervention. Specific guidance on managing sexual dysfunction in this cohort may 
result in improvements in sexual function, emotional wellbeing, quality of life, mental health 
and confidence. 
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What’s already known about this topic?  
 

• Patients who receive radiotherapy and androgen deprivation therapy to treat prostate 
cancer are at risk of sexual dysfunction 

• Sexual dysfunction significantly affects patients' quality of life, relationships, sense of 
masculinity and self-esteem 

• Guidelines recommend early support and intervention to manage sexual side effects, 
but patients report unmet needs in the area 
 

What does this article add?  
 

• This survey highlights differences in approach to the management of sexual dysfunction 
according to disease stage 

• Patients with metastatic disease are less likely to receive help than those with localised 
or locally advanced disease 

• Advanced disease is often seen as a barrier to discussions about sexual side effects 

• Clinicians have access to specialist andrology support services but do not routinely refer 
patients for help 

 
  



INTRODUCTION 
 
Prostate cancer is the most commonly diagnosed cancer in the UK with more than 57,000 
new cases each year1. Around one in six of those present with advanced disease 2. 
Radiotherapy (RT) and androgen deprivation therapy (ADT) are used in the management of 
prostate cancer. ADT ranging from 6 to 36 months is used in the neo-adjuvant and adjuvant 
setting with RT to treat localised and locally advanced prostate cancer. ADT is also used in 
the adjuvant or salvage setting post-prostatectomy in combination with RT. Long-term ADT 
is used as a primary treatment for metastatic disease and may be combined in some cases 
with RT, chemotherapy, androgen receptor-targeted agents or other novel therapies. Earlier 
diagnosis and improved treatments mean there have been significant improvements in 
survival rates for all stages of disease. The overall five-year survival rate is 86.6% for men 
with all stages of disease and 49.0% for men with stage four disease3. This means men are 
living for longer than ever with the consequences of treatment. 
 
Sexual dysfunction 
Sexual dysfunction (SD) is a common side effect of both RT and ADT. Both therapies cause 
high levels of erectile dysfunction (ED) with prevalence estimated to be 67-85% after RT and 
up to 94% for ADT4,5,6. More than 80% of prostate cancer survivors have described their 
overall sexual function as ‘poor/very poor’ at 18 to 42 months after diagnosis7. Other sexual 
side effects linked to ADT include loss of libido, delay or inability to reach orgasm, penis and 
testicle shrinkage, reduction in ejaculate and infertility8,9. There may also be indirect effects 
on sexual lives caused by breast enlargement, weight gain, hot flushes and fatigue10. RT can 
cause dry ejaculation, penile shrinkage, dyspareunia and infertility9,11,12.  
 
Androgen deprivation therapy 
ADT commonly involves the use of luteinizing hormone-releasing hormone agonists (LHRHa) 
which reduce testosterone production in the testes to castrate levels. Alternatively, 
antagonists can also be used as a first-line, second-line or combined androgen therapy, to 
stop the action of testosterone. The resulting decrease in serum testosterone leads to a loss 
of sexual interest and function. The reduction in androgens effects erectile function (EF) 
directly, as they play a role in maintaining the integrity of the smooth muscle, and indirectly, 
as the loss of libido and resulting decrease in penile tumescence leads to a decrease in 
cavernosal oxygenation and damage to smooth muscle cells13. The loss of smooth muscle 
then results in venous leak and a further decline in EF. 
 
Novel androgen receptor antagonists 
The treatment landscape for metastatic disease has changed greatly in recent years with the 
emergence of several novel androgen receptor targeted agents. Abiraterone and 
enzalutamide are now well established in the metastatic castrate-resistant setting with 
growing evidence of efficacy in the hormone-sensitive setting too. These antagonists work 
by blocking the effect of testosterone and therefore also have a negative impact on sexual 
libido and function. Their effect is moderate in comparison LHRHa, however they will 
normally be used in combination with ADT14. 
 
Radiotherapy 



RT is thought to cause ED in several ways. Firstly, damage to vascular structures can lead to 
luminal stenosis and insufficient blood supply in the cavernous arteries. Secondly, damage 
to the erection-inducing nerves can result in loss of motor function. And thirdly, corporal 
tissue fibrosis can lead to the development of venous leak from the penis and the inability 
to maintain erectile rigidity. As before, the resulting loss of erections, means smooth 
muscles go unused resulting in atrophy15. 
 
Combination treatment 
Combined RT and ADT treatment has been shown to have a particularly negative impact on 
EF. In a study of patients who underwent RT for localized prostate cancer, men who also 
underwent ADT reported lower EF scores and poorer response to pharmaceutical 
interventions during the first 3 years after treatment16. Another study investigating men 
treated with RT found 26% of men who also received ADT regained their baseline EF after 2 
years compared with 42% of men who received RT alone17. 
 
Impact of sexual dysfunction 
SD has been shown to significantly affect quality of life, relationships, and self-esteem18,19. 
Sexual performance can often be integral to men’s masculine identity and the loss of sexual 
function can cause high levels of despair20. Patients and partners often identify changes to 
sexual lives and reduced intimacy as the most distressing side effect of treatment21. Donovan 
et al compared sexual bother in men treated with ADT and men who underwent a radical 
prostatectomy (RP) with no ADT22. After six months, both groups reported similar loss of 
sexual function and similarly low levels of bother. However, bother in men treated with ADT 
increased significantly at 12 months as sexual function failed to improve. In contrast, bother 
reduced in men who underwent RP as their sexual function began to recover. The authors 
concluded that men on ADT did not adjust to the changes in sexual function despite lowered 
libido. They said that as men on ADT were unlikely to fully recover their baseline sexual 
function, management strategies needed to target bother as well as function. Couples needed 
to reframe and modify their sexual relationships to re-establish satisfying levels of intimacy. 
Studies have shown gay men in particular experience poorer sexual function and quality of life 
outcomes than heterosexual men23. Physiologically, anal penetration requires greater penile 
rigidity than vaginal penetration, which may partly explain poorer outcomes. Gay men have 
reported that when managing symptoms, clinicians use heteronormative measures of sexual 
function relating to the ability to perform vaginal intercourse24,25. They have poignantly 
described experiencing barriers and discrimination in their healthcare experiences that left 
them with unmet support needs. 
 
ADT and mental health 
Distress caused by the loss of sexual function is part of a wider impact ADT has on men’s 
mental health. ADT has been found to impair memory, attention and executive functions 
with a significant decline in cognitive performance26.  Men also report fatigue, irritability, 
anxiety and other adverse effects27. ADT is often initiated shortly after patients are given 
their initial prostate cancer diagnosis. The psychological distress of the patient is then 
combined with the hormonal impact. In a survey of men newly diagnosed with metastatic 
disease, a third were identified as highly distressed and a minority of men met the clinical 
criteria for depression26. It is also likely that distress and depression are interlinked with ED. 
Tavlarides et al found cancer-specific anxiety was associated with poor sexual function and 



that as anxiety increased sexual function and satisfaction decreased28. Conversely, men 
have reported that their failure to “perform” sexually often increased their distress or 
depression29. Consequently, the management of psychological distress may need to be a 
central objective when targeting sexual function and quality of life outcomes30. 
 
Management of sexual dysfunction 
Early support and intervention are recommended to minimise the impact of treatment-
induced changes and manage reduction in libido10. There are a wide range of treatment and 
support options including lifestyle changes such as weight control and daily exercise, 
counselling, psychosexual support, phosphodiesterase type 5 inhibitors (PDE5-Is), vacuum 
erectile devices, implants and alprostadil-based injections, pellets and creams. However, 
despite the well-documented distress caused by SD , the benefits of rehabilitation and 
intervention are not always apparent to men whose libido has been reduced by ADT. In 
2015, national guidelines for managing ED after radical RT and ADT for prostate cancer were 
developed through a UK-wide consensus published in the International Journal of Clinical 
Practice10. These guidelines were based on a literature review, expert opinion and clinical 
practice and were designed to help healthcare professionals manage patients’ 
rehabilitation. They recommended discussions about rehabilitation before and after 
RT/ADT, a baseline assessment and the instigation of an early rehabilitation programme 
beginning with first line treatment with PDE5-Is and a vacuum erectile device [Figure 1]. The 
guidelines were designed for use post-RT/ADT and gave no specific advice for men with 
advanced or metastatic disease who may receive life-long ADT as well as androgen 
receptor-targeted agents, chemotherapy, palliative RT and other novel agents either at 
diagnosis or in sequence with the development of castration resistance. 
 
Unmet needs 
Despite the publication of this guidance, research has shown high levels of unmet need in 
the area of SD. The UK-wide Life After Prostate Cancer Diagnosis study (LAPCD) found only 
44% of men were offered medication, devices or referral to a specialist clinic to help with 
rehabilitation after prostate cancer treatment11. This figure fell to 26.9% among men with 
stage IV disease and just 18.8% among those on monotherapy ADT. Dyer et al also found 
men were dissatisfied with the support they received31. They reported a lack of consensus 
over healthcare roles and responsibilities. Men and their partners have been shown to be 
given limited opportunities to discuss sexual functioning in prostate cancer follow‐up 
clinics32. Given this apparent discrepancy in guidelines and patient-reported experience, we 
sought to identify uro-oncologists’ views on their role in the management of SD. An 
understanding of UK-wide practice may highlight areas for improvement and development. 
This may be particularly useful in the area of advanced disease where advice is less clear.  

 

  



SUBJECTS AND METHODS 
 
Design 
A survey [Appendix A] was developed to establish current practice in the management of SD 
caused by RT in combination with ADT for localised and locally advanced disease and ADT as 
monotherapy for advanced/metastatic prostate cancer. The questions were designed by a 
research group consisting of uro-oncology doctors and a uro-oncology therapeutic 
radiographer. Previously conducted surveys of healthcare professionals were reviewed and 
used to inform the process33. The questions were designed to focus on pre and post 
treatment discussions and assessment, management responsibilities, access to specialist 
support, patient engagement, management strategies, barriers and areas for improvement. 
There was an emphasis on identifying any differences in approach according to the stage of 
patients’ disease and treatment intent. The survey consisted of 14 questions with a 
combination of multiple-choice and open-ended answers. Pilot-testing of the survey was 
carried out with six uro-oncologists and their responses were used to refine the content, 
clarity and relevance of the survey.  
 
Administration 
The survey was conducted via paper questionnaires and using a web-based format (Survey 
Monkey®). Paper copies were distributed to delegates attending the British Uro-Oncology 
Group (BUG) Conference in September 2019. BUG membership is largely made up of clinical 
and medical oncologists with direct experience of using ADT and RT to treat prostate cancer. 
A follow-up email was sent out after the conference to give any delegates that had not 
completed the survey another chance to respond. The survey was voluntary, without 
remuneration and was open to responses from September to December 2019. Completion 
was presumed to constitute informed consent. 
 
Ethics 
The survey involved healthcare professionals providing information in a way which meant 
responses were not identifiable. It did not involve patients or the use of any patient data. 
For these reasons, this study did not require ethical approval. 
  
 
  



RESULTS 
 
Participants 
The survey was distributed to 95 members of the British Uro-Oncology Group via paper 
copy and a Survey Monkey email. There were 48 response on paper and 15 responses via 
Survey Monkey giving a total of 63 responses (response rate 66%). Two responses were 
from clinicians who did not treat prostate cancer and therefore excluded from the survey. 
The respondents had a variety of experience, but three quarters had worked for more than 
five years as a urological oncologist. There was a 2:1 ratio of women to men. Two of the 
participants were consultant therapeutic radiographers. Not all respondents answered 
every question. For convenience, all those who responded to the survey are referred to as 
‘clinicians’. [Appendix B, Figure 1] 
 
Pre-treatment discussions/assessment of sexual dysfunction 
Prior to commencing treatment, 83% (n=49) of clinicians reported they ‘always’ discussed 
SD with patients who had localised disease [Figure 2]. This fell to 72% (n=43) for locally 
advanced disease and 39% (n=23) for metastatic disease. Overall, clinicians were less likely 
to have pre-treatment discussions about sexual function with patients with metastatic 
disease – 29% (n=17) said they would discuss the subject only ‘occasionally’. There was a 
similar picture with baseline assessments for SD. A total of 76% (n=46) of clinicians reported 
they ‘always’ or ‘usually’ took a baseline for patients with localised disease compared with 
67% (n=41) for locally advanced disease and 32% (n=19) for metastatic disease [Figure 3]. 
Around 15% (n=9) of clinicians never took a baseline assessment for patients with 
metastatic disease compared with 3% (n=2) for both localised and locally advanced disease. 
 
Responsibility for management of sexual dysfunction 
Only a minority of clinicians reported that the management SD was primarily their 
responsibility (11%, n= 7) [Figure 4]. Most said it was the responsibility of andrologists and 
specialist dysfunction clinics (52%, n=32) or clinical nurse specialist (25%, n=15). The five 
clinicians who reported ‘other’ expanded on their response with free text. Two said the 
responsibility was taken by urologists, one said a clinic was run by representatives of a 
vacuum erectile device company and two said responsibility was shared between urologists, 
specialist nurses and ED clinic staff. 
 
Referrals to specialist sexual dysfunction clinic 
Nearly all clinicians (92%, n=55) were able to refer patients to specialist SD clinics. However, 
in free text comments some mentioned access was not always straightforward. Obstacles 
included long waiting times, prioritisation of patients with localised disease and unspecified 
‘barriers’. The majority of clinicians did not routinely refer all patients, irrespective of 
disease stage [Figure 5]. Around 32% (n=18) of clinicians said they ‘always’ or ‘usually’ 
referred patients with localised disease. This figure fell to 14% (n=8) for locally advanced 
disease and 8% (n=4) for metastatic disease. Around 29% (n=29) said they never referred 
metastatic patients to the clinic compared with 5% (n=3) for locally advanced disease and 
4% (n=2) for localised disease. 
Many clinicians expanded on their reasons in free text comments. Several reported that 
patients often declined referral despite being offered. Comments included: 

• ‘Patients on ADT have a low libido and not so bothered’ 



• ‘A significant number decline’ 

• ‘Not all patients wish for referral’ 

• ‘Unusual a patient wishes’ 

• ‘Many gentlemen decline intervention/referral’ 
This theme was expanded in the next question in which those who did not routinely refer 
gave reasons for their decision [Figure 6]. The most common reason given for all disease 
stages was that the patient declined, echoing comments from the previous answers. 
Clinicians reported SD was being managed elsewhere in 42% (n=18) of patients with 
localised disease, 37% (n=17) of those with locally advanced disease and 22% (n=11) of 
those with metastatic disease. The main difference in reasons for not referring was in 
relation to efficacy of treatment. Around 35% (n=17) of clinicians said treatment was 
unlikely to be effective for patients with metastatic disease, compared with 15% (n=7) of 
patients with locally advanced disease and 2% (n=1) of patients with localised disease. 
 
Follow-up discussions of sexual dysfunction 
Discussion of SD in follow-up clinics varied according to disease stage and treatment regime 
[Figure 7]. Clinicians were less likely to discuss SD in follow up if patients were being treated 
for metastatic disease with long term ADT or other systemic therapies. Around 25% (n=15) 
of clinicians reported they ‘always’ or ‘usually’ discussed the issue with this patient group. 
This compared with 66% of clinicians (n=39) who would discuss the issue with patients who 
had completed radical RT and ADT. Around 58% (n=34) would discuss the issue with patients 
who had completed radical RT but were still receiving ADT or other systemic therapies. The 
majority of clinicians (74%) reported that patients raised the issue of SD only ‘occasionally’, 
irrespective of disease stage and treatment regime [Appendix B, Figure 2].  
 
Sexual dysfunction management strategies 
Clinicians thought patients receiving long-term systemic treatment for metastatic disease 
were less likely to benefit from any management strategy for SD compared to those men 
who had completed RT/ADT and those who had completed RT but were still receiving ADT 
[Figure 8]. The biggest disparity was in the use of PDE5-Is where 98% (n=50) of clinicians 
thought they were of benefit to patients who had completed RT/ADT, compared with 59% 
(n=30) of clinicians who thought they were of benefit to patients with metastatic disease 
treated with long-term ADT. 
In terms of management preference, clinicians chose a broadly similar selection of 
interventions across all disease stages and treatment regimes. The top five interventions 
selected for all patient groups included vacuum erection devices, PDE5-Is, penile injections 
and counselling. 
 
Barriers to discussing sexual dysfunction 
Clinicians reported the main barriers to discussing SD were lack of time (80%, n=43), patient 
reluctance to discuss sexual function (67%, n=35), advanced stage of disease (56%, n=29), 
lack of confidence in management strategies for SD (54%, n=29), 
language/ethnicity/cultural/religious factors (51%, n=26) and a lack of knowledge/training 
(49%, n=26). The full list of barriers is shown in Table 1. 
Some of these factors were highlighted when clinicians were asked what would improve the 
management of SD. They reported their service would be improved by a dedicated SD clinic 



(96%, n=47), specialist support (93%, n=43), more time in clinic (84%, n=42) and more 
training (84%, n=41) [Appendix B, Figure 3].  
 

Responses by clinician gender 
There was no significant difference in responses between male and female clinicians on 
subset analysis [Appendix B, Figure 4]. Male clinicians were marginally more likely to have 
pre-treatment discussions about SD and female clinicians were marginally more likely to 
have post-treatment discussions. The only notable differences in responses were when 
clinicians were asked to highlight potential barriers to discussions about SD. Male clinicians 
were more likely to identify advanced stage of disease, advanced age of patient and 
language/ethnicity/cultural/religious factors as barriers to discussion.  The differences in 
male/female responses in all other categories were less marked. 
 
 
  



DISCUSSION 
 
SD is a common and distressing side effect of RT and ADT to treat prostate cancer. However, 
research has demonstrated significant levels of unmet need among patients regarding the 
management of this problem. This study was designed to provide an overview of uro-
oncology practice in this area to establish the current baseline. It is the first to provide 
evidence of differences in approach according to disease stage. 
 
The majority of clinicians who responded to this survey did not regard the management of 
SD as primarily their role. Just one in ten said they took overall responsibility for addressing 
sexual side effects. Most reported that andrologists, specialist clinics and clinical nurse 
specialists were responsible. However, despite almost all clinicians having access to such 
support services, only a minority said they referred patients routinely. Clinicians highlighted 
a range of barriers to greater engagement. These included practical factors such as a lack of 
time, knowledge and training, medical factors such as advanced disease stage or a lack of 
confidence in interventions and social factors such as patient reluctance or cultural and 
language barriers. The number one barrier to discussing SD was ‘lack of time’, cited by 80% 
of clinicians, which suggests clinicians might be willing to engage further if they were not 
limited by other pressures. Even when dealing with patients with localised disease, a 
significant proportion did not routinely discuss SD before and after treatment or take a 
baseline of sexual function. These findings echo similar work by Dyer et al who surveyed 
GPs, practice nurses, urologists and urology nurse specialists about the management of ED 
after prostate cancer treatment31. They found a lack of assessment of EF before and after 
prostate cancer treatment, delays in initiating ED management and a lack of consensus over 
roles and responsibilities for managing SD.  
 
Advanced disease 
In particular, the results of this survey highlighted differences in approach according to 
disease stage. Patients with metastatic disease were less likely to receive support and 
interventions than patients with localised or locally advanced disease. More than half of 
clinicians identified ‘advanced stage of disease’ as a barrier to discussing SD. When dealing 
with patients with metastatic disease, clinicians were less likely to: 
 

• Discuss SD before treatment 

• Take a baseline assessment of sexual function 

• Refer to a specialist SD clinic 

• Discuss SD in follow-up 

• Offer management strategies 
 
Unmet needs 
These findings are consistent with the LAPCD study, which was the first to investigate 
health-related quality of life outcomes in men with advanced and metastatic prostate 
cancer at scale7. It found that although sexual morbidity was common, most men reported 
they were not offered interventions or support. Similar proportions of men with stage I or II 
(46·7%) and stage III (47·7%) disease were offered interventions, compared with 26·9% with 
stage IV prostate cancer. It also found just 18.8 % of men on ADT monotherapy were 
offered interventions compared with those who had surgery alone (80·9%), brachytherapy 



alone (62·9%) and external beam RT alone (34·5%). Few other studies have specifically 
investigated SD in patients with advanced prostate cancer. However, these findings are 
consistent with literature looking at a broader cohort of patients with advanced cancer. 
Bond et al found the sexual problems of patients with advanced cancer were not addressed 
by the health care system34. Patients reported a desire for intimacy and a high prevalence of 
sexual problems but an unmet need for support. 
 
The reasons for this disparity are not well understood as most research in this area has 
focused on early stage disease. Clinicians in this study said ‘patient declined’ was the most 
common reason for not referring a patient for specialist SD clinic. This is consistent with 
research that has shown prostate cancer patients are often reluctant to discuss these issues. 
Men are likely to prioritise prolonged survival over sexual side effects when making 
treatment decisions35. Concerns about SD are initially perceived it to be unimportant. 
However, patients may later regret they did not fully consider the impact. Healthcare 
professionals may also overlook problems because patients ‘self-silence’ to cope with the 
situation36. Bratus et al found a direct relationship between the severity of disease and the 
willingness of men to seek help for ED37. The more advanced the malignancy, the less likely 
men were to seek help and obtain treatment for erection problems. National UK guidelines 
have encouraged healthcare professionals to do more to engage reluctant patients in 
discussions about sexual side effects10.  The benefits of early intervention may not always be 
obvious to patients whose libido is affected by ADT.  
 
Sexual function in advanced disease 
This study showed many clinicians thought interventions were unlikely to be effective for 
patients with metastatic disease receiving long-term ADT. This perceived ineffectiveness 
was cited as a reason for not referring men with metastatic disease for specialist help by 
35% of clinicians, compared with 15% for locally advanced disease and 2% for localised 
disease. Indeed, the management of SD in advanced disease cannot be separated from the 
reality that permanent ADT is likely to be the central aetiology. It means some level of 
decline in function will be inevitable, and patients will need to be counselled accordingly. 
However, the loss may not be complete and a reduced level of sexual function may be 
maintained in some patients6. In one small study investigating men undergoing ADT, 19% of 
subjects were able to continue sexual activity after beginning treatment, although with 
reduced quality of erections38. Slightly more (22%) reported continuing to have morning or 
nocturnal erections once a week or more. Another prospective trial measured sexual 
function of 250 men during intermittent ADT39. Around half had locally advanced or 
metastatic disease at diagnosis. All patients reported deterioration in sexual function over 
the first nine months of ADT and just 13% remained sexually active. However, more than 
half of those who were sexually active at baseline resumed sexual activity while off ADT. All 
reported improved EF in this time. It is also important to remember that libido and EF may 
not be the only factors driving sexual activity6. Men may wish to continue their intimate 
relationships despite a lack of sex drive and erections. A range of psychosexual factors play a 
role in sexual activity and men have highlighted the importance of maintaining 
relationships, addressing the partner’s sexual needs, affection and basic human touch24,40. 
Hoyt et al found some homosexual men saw sexuality as a part of their public as well as 
private identity, which meant SD affected not only intimacy with partners but also their 
identity within the larger community. A broader focus on a wider range of sex practices and 



interests may have therapeutic value for couples. The published evidence suggests there is 
at least a significant minority of men interested in re-establishing some level of satisfactory 
sexual life while on ADT. 
 
The lack of clear guidance on the best way to manage SD in men on long-term ADT may 
contribute to a lack of confidence in addressing the issue. Half of the clinicians in this study 
highlighted a lack of knowledge/training as a barrier to discussing SD with patients and 84% 
said they would like more training on the subject. Other authors have also found medical 
providers are not confident addressing issues related to sexuality41 and this means they may 
hesitate to refer the patient for specialist help42. De Berardis et al found similar barriers to 
addressing sexual issues and concluded further training was needed for a more proactive 
approach to screening and management43.  There is a need for more research to guide best 
practice and provide a template for support and interventions. However, even with the 
current evidence, there are a wide range of management options open to men with ED 
including psychosexual, medical, lifestyle and surgical options. 
 
Counselling and psychosexual support 
The starting point for the management of SD in men with advanced disease may need to be 
to be the management of expectations. Patients on permanent ADT are unlikely to recover 
baseline function or sexual desire, whatever interventions are used. Clinicians need to be 
realistic with men and their partners from an early stage about what can be achieved in 
terms of rehabilitation. Men who are well-informed about side effects have been shown to 
report less emotional distress in their adjustment. One study focusing on how 18 couples 
adapted sexually to ADT highlighted the importance of early information44. The authors 
found greater levels of knowledge helped men counter later feelings of helplessness and 
inadequacy. Penetrative sex, both vaginal and anal, may not be possible while on ADT and 
couples may need support to reframe their sexual practices. Instead, the goal should be to 
encourage the man and his partner to establish a new kind of sexual relationship. To this 
end, psychosexual support and counselling in alternative sexual practices may be key. 
Evidence has shown that even brief psychosocial interventions can help couples adjust and 
adapt21. In one study, 84 men were invited to attend a four-week counselling course aimed 
at improving levels of sexual satisfaction and increasing the use of erectogenic aids45. There 
were significant gains in function and satisfaction for men and their partners and an 
increased uptake of treatment interventions. Another study focused on the benefits of a six-
week education course, including a one-hour lecture/discussion about relationships and 
sexuality. It found men who attended the course after completing prostate cancer 
treatment were likely to report significantly lower levels of sexual bother 12 months later46. 
Advice on alternative sexual practices should encourage couples to find pleasure and 
intimacy in non-penetrative activities such as touching and caressing as well as oral and 
manual stimulation6. Patients should be made aware that erections are not a prerequisite 
for male orgasm, but that more vigorous and prolonged sexual stimulation may be 
necessary with a flaccid penis. Programmes such as the sensate focus sex therapy technique 
are available to help couples recreate sexual satisfaction and intimacy. These approaches 
also highlight the importance of involving partners when giving support on SD. Men should 
be encouraged to bring their partners to consultations to encourage open communication. 
 
Erectile dysfunction management 



When it comes to managing ED, there is limited evidence to guide practice in the advanced 
setting. Most studies have focused on rehabilitation in men with localised or locally 
advanced disease who have completed RT and ADT. However, many of the same principles 
apply and the same range of interventions can be considered. One retrospective study 
focused on 57 men who experienced ED while receiving ADT, reported an overall success 
rate of 47% for all forms of therapy, particularly with multimodal treatment47. It is 
important to take a sexual history and measure baseline EF before initiating therapy as this 
will be a factor in predicting outcomes and may change the focus of management strategies. 
If a patient has pre-existing dysfunction that has not responded to previous interventions, 
then treatment advice may need to be adapted. Validated tools available for baseline 
assessment include International Index of Erectile Function (IIEF‐5), also known as the 
Sexual Health Inventory for Men (SHIM), and the Expanded Prostate Cancer Index 
Composite (EPIC) questionnaire48. However, even when expectations of erectile 
rehabilitation are low, efforts can be made to maximise remaining physiological capacity. UK 
guidelines for the management of ED after radical RT and/or ADT provide a useful guide in 
the absence of guidelines tailored to advanced disease10. Early intervention is 
recommended to prevent further damage to smooth muscle caused by a lack of penile 
tumescence. There is evidence to suggest men should be prescribed erectogenic aids from 
the initiation of ADT21. Interventions that increase oxygenation in the corporal tissue will 
help reduce fibrosis and further loss of function. Erectogenic treatments options include 
PDE5-Is, vacuum erectile devices, PGE1 injections, pellets and creams and penile implants. 
These treatments may be used sequentially or in combination.  
 
Erectile aids 
PDE5-Is are a cost-effective first line therapy for ED and there is some evidence to 
demonstrate their efficacy during ADT. One small study found 44 per cent of men who 
reported ED while on ADT responded to PDE5-I monotherapy47. However, while these 
agents will help to improve the quality and duration of the erection, they will not help with 
the arousal necessary to initiate the erection. Research indicates PDE5-Is usually have a 
reduced effect in men with low libido caused by ADT compared with those on RT 
monotherapy17,49. UK guidelines recommend using PDE5-Is in combination with a VED to 
help with the induction of the erection in absence of sexual desire. The pump exerts 
external negative pressure on the penis to induce arterial blood flow into the corporal 
cavernosa. It can be used as an aid to sexual activity or as an effective means to maintain 
the integrity of the penis by increasing oxygenation and reducing damage to smooth 
muscle50. It also has the benefit of being a relatively cost-effective and a non-invasive 
treatment option. A survey of UK experts favoured a combination of PDE5-Is and VED as a 
first line treatment with the timetabling of weekly sexual activity to help couples overcome 
the lack of spontaneous arousal10. Prostaglandin E1 (PGE1) can be used as a second line 
treatment or in combination with PDE5-Is and VED.  Alprostadil causes vasodilation and 
engorgement of the penis and can be administered by intracavernosal injection, as a pellet 
in the tip of the penis or with an intraurethral applicator. There is little research on the use 
of PGE1s in men on ADT but since it relies on vasodilation rather than sexual stimulation to 
work it is likely to be effective in producing an erection. Studies in wider populations of men 
with ED report success rates of up to 80%, although some report painful sensations or 
difficulties with administration51. As a last resort, a penile prosthesis can be considered for 
those who have not responded to other interventions. This involves the surgical 



implantation of either a malleable rod, which does not change size but can be bent upwards 
for intercourse, or a hydraulic system, which works by pumping fluid into chambers in the 
penis. Rates of implantation after prostate cancer treatment remain low despite high levels 
of satisfaction52.  
 
Lifestyle interventions 
Further to this, lifestyle interventions may be of benefit such as weight loss, exercise, 
smoking cessation and diet. Loss of EF in prostate cancer patients can be multifactorial and 
indirect factors should be considered. Weight gain, body feminisation, depression and 
anxiety linked to ADT may all independently contribute to low libido and loss of sexual 
function. Research suggests physical exercise and other lifestyle interventions can counter 
these factors as well as the adverse metabolic effects of ADT itself53,54. Simple measures can 
improve mental health and confidence, giving men a more positive outlook on 
rehabilitation. One study of men undergoing ADT, observed significantly higher levels of 
sexual interest in those who underwent a 12-week exercise programme55. The authors said 
exercise should be considered adjuvant therapy for prostate cancer patients interested in 
optimizing sexual activity. 
 
Improving care 
This study demonstrates the need for improvements in supportive care for men 
experiencing SD in the advanced prostate cancer setting. Advances in systemic treatments 
mean survival rates are higher than ever, with around half of men with metastatic disease 
now surviving more than five years3. This highlights a growing need to address survivorship 
and quality of life issues. Research has shown patients’ emotional wellbeing and quality of 
life are intricately linked to their sexual lives. Sexual problems can cause high levels of 
distress, low self-esteem, relationship problems, anxiety, anger, frustration and depression. 
In the absence of definitive research and clear guidelines, effective strategies remain open 
to the clinician. These first line interventions – such as PDE5-Is, VEDs, basic counselling and 
lifestyle changes – are cost-effective and readily available and may prevent the need for 
more expensive and invasive treatments further down the line. These simple treatments can 
be initiated without the need for referral to specialist services such as andrology and 
surgery. This is especially important when there are competing priorities or services are not 
available as was seen during the Covid-19 pandemic. Clinicians in uro-oncology are well 
placed to manage SD in conjunction with colleagues in primary care. Relatively small 
improvements in support may help men and their partners manage and adapt to changes in 
their sexual function. This could help raise the proportion of men who remain sexually 
active and improve their quality of life, emotional wellbeing, mental health and confidence. 
 
  



LIMITATIONS 
 
There are intrinsic limitations when using surveys for research including response and 
selection bias. Involvement was voluntary so some a degree of self-selection may have been 
introduced among those willing to give their views on a potentially sensitive subject. There 
may be a systematic bias between those responded and those who did not. This survey used 
a convenience sample limited to members of the British Uro-Oncology Group attending the 
annual conference, so some bias may have been introduced. The survey used was non-
validated as no suitable questionnaire was in existence. SD is by its nature a sensitive 
subject that may cause embarrassment so some answers may not have been a complete 
representation of current practice. 
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TABLES 
 

Table 1: Barriers to discussing sexual dysfunction 

Barrier No. of responses Agree (%) Disagree (%) 

Lack of time 54 43 (80%) 11 (20%) 

Patient reluctant/not ready to discuss 52 35 (67%) 17 (33%) 

Advanced stage of disease 52 29 (56%) 23 (44%) 

Lack of confidence in management strategies 54 29 (54%) 25 (46%) 

Language/ethnicity/cultural/religious factors 51 26 (51%) 25 (49%) 

Lack of knowledge/training 53 26 (49%) 27 (51%) 

Advanced age of patient 53 25 (47%) 28 (53%) 

Presence of third party (eg partner, relative) 52 24 (46%) 28 (54%) 

Concerned about embarrassing patient 53 19 (36%) 34 (64%) 

Inappropriate setting to discuss 51 18 (35%) 33 (65%) 

Support services are unavailable 52 16 (31%) 36 (69%) 

Patient does not have a partner 51 8 (16%) 43 (84%) 

Embarrassed/uncomfortable discussing 51 7 (14%) 44 (86%) 

Patient is different sexuality 51 6 (12%) 45 (88%) 

Not my role to discuss 51 5 (10%) 46 (90%) 
 

  



FIGURE LEGENDS 
 
Figure 1: Treating erectile dysfunction after radical radiotherapy and androgen deprivation 
therapy for prostate cancer (Macmillan/Prostate Cancer UK guide based on White et al8 and 
reproduced with permission) 
 
Figure 2: How often do you discuss the impact of RT and/or ADT on sexual function before 
treatment commences? 
 

Figure 3: How often do you make an assessment of a patient’s baseline sexual function 

before treatment commences? 

 

Figure 4: Who is primarily responsible for managing sexual dysfunction in your department? 

 

Figure 5: If available, how often do you refer patients to a specialist sexual dysfunction 

clinic? 

 

Figure 6: If you do not refer all you patients to a specialist sexual dysfunction clinic, what are 

the reasons? 

 

Figure 7: During follow-up, how often do you discuss the impact of prostate cancer 

treatment on sexual function with: 

 

Figure 8: Which patients do you think would benefit from the following management 

strategies for sexual dysfunction as a result of prostate cancer treatment? 
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APPENDIX B 
 
 
Figure 1: Participant Characteristics 
 

Respondents (n=63)  

Do you treat prostate cancer  

 Yes 61 (97%) 

 No 2 (3%) 

Gender  

 Male 21 (34%) 

 Female 40 (66%) 

Experience as uro-oncologist  

 0-5yrs 14 (23%) 

 6-10yrs 14 (23%) 

 11-20yrs 23 (38%) 

 21yrs+ 8 (13%) 

 Other profession a 2 (3%) 
a Consultant therapeutic radiographer 

Figure 2: How often do patients raise the issue of sexual dysfunction without being prompted? 
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Figure 3: What would improve the management of sexual dysfunction? 

 

 
 

Figure 4: Barriers to discussing sexual dysfunction: a subset analysis according to clinician gender 

(% agreeing) 
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