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Men’s Health and Cancer—The Case 
of Prostate Cancer

Kenneth Gannon

Prostate Cancer: The Disease, Gender 
and Inequality

The prostate is a small gland situated immediately under the bladder, in 
front of the rectum, and surrounding the urethra (see Fig. 1). It’s function 
is to produce some of the fluid that nourishes and supports sperm following 
ejaculation. It grows throughout the lifespan post-puberty due to testoster-
one, and most men as they age will experience lower urinary tract symptoms 
(LUTS) due to this benign enlargement of the prostate, known as benign 
prostatic hyperplasia (BPH). These symptoms include frequency, urgency 
and, in extreme circumstances, acute retention of urine (Gannon et al. 2005). 
However, the enlargement may also be the result of a cancerous tumour.

Prostate cancer is the most common cancer in men in the UK. A quar-
ter of all new cases of cancer diagnosed in men are prostate cancers. In 
2014, around 46,690 men were diagnosed with prostate cancer in the UK. 
Incidence increases with age. It is uncommon in men before the age of 50 
but rapidly increases in successive years. For men aged 55–59 the incidence 
rate per 100,000 is 181.4; for the range 65–69 it is 585.7/100,000 and for 
85–89 the rate is 786.6/100,000 (CRUK 2017).
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Fig. 1 Illustration showing the location of the prostate in relation to the genito-uri-
nary system and the rectum (Source National Cancer Institute; Creator: NIH Medical 
Arts)

In 2014, there were 11,287 deaths in the UK from prostate  
cancer. Prostate cancer accounts for around 12% of male deaths from can-
cer in the UK and is the second most common cause of cancer death in 
men, after lung cancer. Approximately 92,300 men in Europe (EU-27) 
died from prostate cancer in 2012 and worldwide around 307,000 men 
died from the disease in 2012. Black, Asian and Minority Ethnic status 
(BAME) is related to mortality rates, which are generally high in predom-
inantly black populations (Caribbean and sub-Saharan Africa), and very 
low in Asia. For example, African American men have an age adjusted 
incidence rate 1.6 times that of white American men and a UK study 
found that black men were three times more likely to be diagnosed with 
prostate cancer than white men. Subgroup analyses revealed that while 
the age-adjusted incidence rate for white men was 56.4/100,000 it was 
173/100,000 for Afro-Caribbean men and 139/100,000 for black African 
men (Chinegwundoh et al. 2006). Like many cancers, the rates of PCa 
increase with age and more than 80% of prostate cancer deaths occur in 
men of 70 and over.
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Diagnosis Symptoms of prostate cancer, including poor urine stream, 
hesitancy, terminal dribbling, retention and uraemia, usually start to 
develop once the tumour is large enough to press on the urethra and are 
very similar to those of BPH. The non-specificity of symptoms and their 
absence in some cases of cancer makes it difficult to identify the disease 
in its early stages, which is crucial for effective treatment. The situation is 
particularly challenging because at present there are no effective screening 
tests. Detection of PCa is usually on a case-finding basis whereby men that 
consider themselves at risk, because of family history, ethnicity or both, 
seek testing. Initial testing is generally by means of blood tests for Prostate 
Specific Antigen (PSA) accompanied by Digital Rectal Examination (DRE) 
of the prostate. If these tests indicate possible malignancy then the next stage 
is biopsy of the prostate. Unfortunately the PSA lacks specificity and sen-
sitivity while the DRE can also fail to detect abnormalities in the prostate. 
Hence, there are no national screening programmes for PCa in either the 
UK or the US, although there are disagreements as to whether these should 
be introduced (Barry 2009).

An additional complicating factor is that men are frequently poorly 
informed about the nature and symptoms of PCa and their risk of devel-
oping the disease, with some evidence of ethnic variations (Prostate Cancer 
UK 2014). Studies of African-American and African men have found that 
both groups were unaware of the symptoms of the disease and of issues 
related to testing, early detection and treatment (Allen et al. 2007). Factors 
associated with low levels of knowledge included level of income and edu-
cational level, with some authors suggesting that when income levels are 
controlled the effect of ethnicity disappears (Winterich et al. 2009). For 
African-American men lack of knowledge was also associated with lack of 
medical insurance, indicating that issues of social disadvantage are impor-
tant in addition to increased biological vulnerability (Allen et al. 2007). All 
of these may contribute to the poorer outcomes that have been reported for 
black men treated for prostate cancer (Allen et al. 2007). There have been 
several attempts to address these issues among African-American men, for 
example by educational and intervention programmes targeted specifically at 
this population. These interventions have been shown to improve knowledge 
of prostate cancer and uptake of screening programmes (Allen et al. 2007).

The fact that the symptoms involve potentially embarrassing urological 
problems may act as an additional cause of delay in addition to men’s unwill-
ingness to consult doctors. Such barriers to consultation may be greater in 
some cultural/ethnic groups because of culturally mediated understandings 
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of masculinity that increase resistance to help-seeking in general and investi-
gations such as DREs in particular (Seymour-Smith et al. 2016).

The fact that the PSA test is widely recognised to be unreliable gives rise 
to challenges for GPs and Primary Care Physicians, in terms of providing 
guidance to men and enabling informed decision-making, and for men 
themselves in terms of deciding how they might wish to proceed in the face 
of uncertainty. There are concerns that testing can result in heightened anx-
iety in men even when the tests are negative (Macefield et al. 2010) and an 
elevated PSA can trigger additional more invasive investigations. From the 
few studies that have been carried out with GPs in relation to this issue there 
is evidence of considerable ambivalence concerning the PSA test and how 
best to raise the issue with men that may be at elevated risk and how to 
advise them about proceeding thereafter (Hale et al. 2010).

Treatment

Treatment depends on the stage of the disease. Castration (surgical or chem-
ical) is often the treatment of choice for advanced cancer because it virtu-
ally eliminates testosterone, thereby slowing or stopping the growth of the 
tumour. Surgical removal of the prostate (radical prostatectomy or RP), exter-
nal beam radiation therapy, brachytherapy (the implantation of radioactive 
beads in the prostate) and, in the case of slow-growing tumours, active sur-
veillance may be selected for a localised tumour. All forms of treatment, apart 
from active surveillance, have been reported to cause temporary or perma-
nent erectile dysfunction (Lavery and Cooperberg 2017). Other side effects 
include:

• Urinary incontinence
• Reduction in the length of the penis
• Retrograde ejaculation
• Faecal incontinence (following radiotherapy).

All have been found to have a substantial impact on men’s sense of mascu-
line identity, which for some men results in social withdrawal and isolation 
(Gannon et al. 2010). The side effects impinge on and compromise charac-
teristics that are associated with the concept of hegemonic masculinity, such 
as sexual potency, physical strength and emotional resilience.

Treating localised disease Although there are many treatments available 
for localised PCa surgical removal of the prostate followed by chemotherapy 
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and/or radiation therapy remains the most common intervention and one 
that is the treatment of choice of many men (Lavery and Cooperberg 2017). 
Because of the proximity of nerves that control erection and ejaculation to 
the prostate and effects on the urinary sphincter RP can result in long-lasting 
or permanent erectile dysfunction and some degree of urinary incontinence, 
which can also be long-lasting or permanent (Frey et al. 2014). The severity 
and duration of these side-effects of treatment have been reduced through 
the development of nerve-sparing surgical techniques and robotic surgery but 
they are nonetheless experienced to some degree by most men that undergo 
RP. The psychological and psychosocial impact depend to some extent on 
their severity, the age of the man concerned and cultural factors, but studies 
over the years have demonstrated that it is considerable (e.g. Chapple and 
Ziebland 2002; Eton and Lepore 2002; Fergus et al. 2002).

Although both ED and urinary incontinence can be distressing the evi-
dence indicates that it is ED that has the most significant impact on men 
(Stanford et al. 2000). Studies have documented the way in which men’s 
sense of masculine identity can be challenged and compromised by a com-
plete inability to achieve an erection or by an inability to achieve an erec-
tion sufficiently firm to permit intercourse (Grey et al. 2002). Men have 
described feeling less of a man and, particularly in the case of single men, 
avoiding social contexts in which the possibility of a sexual relationship 
might arise. For example, men in a study by Gannon et al. (2010) made 
comments such as

I am not the same I used to be. I can’t perform so I don’t go to places where  
I may meet people…

… but as a sexual partner I have no function now.

Even when there is no possibility of a sexual encounter men report dis-
tress due to the lack of a physical response to the sight of an attractive 
woman

let’s say if I see a pretty woman or a pretty girl on TV or something, it is nice 
but… I just think that is nice. Before probably could feel it was nice. At the 
moment it is purely in the mind.

Although aids to achieving an erection, such as vacuum pumps, viagra and 
injections, are available many men prefer not to use them. For some it is 
because the planning required to use the aids removes the spontaneity that is 
an important part of a sexual relationship and for others it relates to beliefs 
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that erections should be “natural” and spontaneous. Men that are willing 
to consider using aids have reported a lack of information from GPs and 
healthcare professionals (Gannon et al. 2010).

Men adopt a range of strategies to adapt to and manage the distress 
related to ED. Some simply withdraw from sexual activity, some attempt to 
normalise this by framing it as something that is inappropriate for people 
of their age or as something that becomes less possible in a busy life. Others 
adapt their sexual behaviour to focus less on penetrative sex and more on 
providing sexual gratification to their partner by other means (Gannon et al. 
2010).

Some groups of men may be particularly affected by ED. Black men often 
develop the disease at a much younger age than white men, which means 
that they may have a greater desire to continue to be sexually active. In fact 
there is evidence that some Black men may be put off being investigated 
and treated for PCa because of a fear of ED (Weinrich et al. 1998). Gay 
men and men that have sex with men (MSM) can also suffer a particular 
impact because of the fact that greater rigidity is required for anal than vagi-
nal intercourse. In addition, the retrograde ejaculation that is a consequence 
of RP means a loss of what for many gay and MSM is an important element 
of the sexual act (Filiault et al. 2008).

In general, the physical side effects of treatment can have a marked  
psycho-social impact on men although they tend not to report these kind of 
worries to other people, even to their partners and physicians.

Given the severity of the side effects and the absence of a “gold standard”  
of treatment men are faced with a difficult choice between a range of 
options, each of which has serious and unpleasant side effects. There has 
been little systematic investigation of how such decisions are made, but there 
is evidence that up to 53% of men subsequently regret them (Steer et al. 
2013).

Treating advanced and metastatic disease Tumour growth and develop-
ment in prostate cancer, like some other cancers including types of breast 
cancer, is hormone-dependent. Androgens, principally testosterone, are 
closely implicated in the development, growth and maintenance of the 
disease and removal of androgens by means of surgical castration has been 
shown to result in dramatic regression of disease (Huggins and Hodges 
1941).

Although surgical castration is still sometimes employed in the treatment 
of metastatic prostate cancer a range of hormonally-based treatments (some-
times referred to as “chemical castration”) have been developed over the 
past 30–40 years. These Androgen Deprivation Therapies (ADT) are widely 
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used in the treatment of locally spread (close to the prostate) and metastatic 
disease, although studies have found that significant numbers of men with 
non-metastatic disease receive hormonal intervention at some point (e.g. 
Cetin et al. 2013). Studies in the 1990s showed benefits of ADT in treat-
ing disease that recurred following local treatment (e.g. Messing et al. 1999). 
Almost half of all men treated for prostate cancer will be offered ADT if 
men with localised disease are included (Casey et al. 2012).

ADT is a collective term for hormone therapy, which can take a number 
of forms. Luteinizing hormone-releasing hormone (LHRH) agonists (also 
called LHRH analogs or GnRH agonists) act by reducing testosterone pro-
duction in the testicles, though additional drugs are required to stop produc-
tion at other sites in the body (including the prostate itself ). Anti-androgens 
act by preferentially binding to the sites at which androgens act and thereby 
blocking them. GnRH antagonists (gonadotrophin-releasing hormone 
antagonists) are generally used when cancer has spread to the bones of the 
pelvis and spine.

ADT is widely considered as an effective treatment for prostate can-
cer (Bolla et al. 2008). It has been demonstrated to increase survival times 
for men with clinically localised or locally advanced disease and to provide 
improved symptom control, particularly pain relief, for men with advanced 
disease (Connolly et al. 2012). However it is associated with significant 
side effects, including hot flashes, osteoporosis, loss of muscle mass, breast 
enlargement, anaemia, fatigue, erectile dysfunction, loss of libido, risk of 
diabetes, risk of cardiovascular disease and, potentially fatal, cardiac events 
(Holzbeierlein et al. 2004). In addition to these physical effects, many of 
which parallel those of the menopause in women, there are growing con-
cerns about the cognitive impact of ADT. Of particular concern is evidence 
implicating it in the development of dementia, including Alzheimer’s dis-
ease. A recent US study (Nead et al. 2017) collected data on 9272 men 
with prostate cancer and the analysis indicated a statistically significant 
(P < 0.001) association between use of ADT and risk of dementia. The 
increased risk of developing dementia was 4.4% for men who had received 
ADT compared with a group that had not.

There is also evidence that ADT can be associated with more subtle cog-
nitive impairments, particularly in relation to executive functioning, which 
is involved in planning, initiating and sequencing complex goal-directed 
behaviours. The evidence for a relationship is not clear and studies are not 
all in agreement. Green et al. (2002) concluded that ADT may be associ-
ated with impairments to executive function as well as to memory and atten-
tion while other authors such as Joly et al. (2006) and Salminen et al. (2003) 
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found no such association. However, subsequent studies by Salminen et al. 
(2004, 2005) indicated an association between falling levels of testosterone 
and a decline in cognitive performance. More recent work by Alibhai et al. 
(2010) and Wiechno et al. (2013) concluded that ADT had no or a negligi-
ble effect on cognitive function. One explanation for the differences in find-
ings is that some tests are insufficiently sensitive to detect impairments and 
small sample sizes may also be an issue.

While the evidence at present is inconclusive there are reports from 
men receiving ADT of cognitive difficulties, which they attribute to ADT 
(Cherrier et al. 2009). This is clearly an area in which further research and 
the development of sufficiently sensitive neuropsychological measures of 
executive function are required. Given the substantial number of men 
receiving some form of ADT it is undoubtedly of considerable clinical and 
social significance.

The feminising effects of ADT, such as breast enlargement, genital shrink-
age, hot flushes, loss of muscle and weight gain can also have a significant 
impact on men‘s sense of masculinity (Oliffe 2006). Another contributor to 
this sense of diminished masculinity is increased emotional lability and mood 
swings (Cary et al. 2014), particularly a greater proneness to tearfulness (Ng 
et al. 2012). There is also evidence that ADT is associated with depression, 
probably as a consequence of the reduction in testosterone levels (Lee et al. 
2015). It is important to bear in mind that the experience of prostate cancer 
and the impact of the side-effects of treatment may well contribute to depres-
sion and there is evidence that a significant minority of patients not undergo-
ing ADT also experience symptoms (Bennett and Badger 2005).

Prostate Cancer and the Heterosexual Couple

The partners of men with prostate cancer are a crucial source of support 
throughout the trajectory of the disease from diagnosis, through treatment- 
related decision-making, treatment and beyond to the transition to  
survivorship. Indeed, prostate cancer has been described as a couple’s disease 
because of the way in which both partners are so intimately involved at all 
stages and each is affected by the experiences they encounter (Harden et al. 
2013; Williams et al. 2014). Men clearly benefit from having a supportive 
partner, for example in terms of improved quality of Life (Gore et al. 2005; 
Soloway et al. 2005) and better physical and mental health (Krongrad 
et al. 1996) compared with patients without a partner. The duration of 
survivorship is greater for married men (Banthia et al. 2003) and partner 



Men’s Health and Cancer—The Case of Prostate Cancer     153

involvement in care is associated with improved adjustment and emotional 
health for the patients (Riechers 2004).

It has been recognised for some time now that men often require encour-
agement from their partner to seek medical advice in relation to symptoms 
of illness (Norcross et al. 1996) and this is also the case in prostate cancer 
(Seymour-Smith et al. 2002). Their partner will frequently accompany men 
to these initial and subsequent appointments and are closely involved in 
making decisions concerning treatment (Jacobs et al. 2002; Malcarne et al. 
2002; Davison et al. 2002). While, as noted above, men are sometimes 
concerned about the potential impact of side effects erectile dysfunction, 
women are generally more concerned about survival (Badr and Carmack 
Taylor 2009). Nevertheless, the side-effects associated with treatment, 
including both the physical and emotional aspects, do have an emotional 
impact on the partner. In addition, women frequently express frustration 
and distress about the unwillingness of their partner to openly share their 
feelings and they can feel emotionally cut-off from them (Badr and Carmack 
Taylor 2009). As a result of this range of challenging and distressing experi-
ences female partners of men with prostate cancer report levels of psycho-
logical distress that are in general higher than those of their partners (Herr 
1997).

Prostate Cancer and Gay Men/Men  
That Have Sex with Men

There are good reasons for thinking that sexual orientation is an important 
factor in people’s experiences of the healthcare system. Studies have doc-
umented accounts from lesbian, gay, bisexual and trans (LGBT) people of 
experiences of both heteronormativity and homophobia in the healthcare 
system (e.g. Dean et al. 2000) while others have found that LGBT individu-
als were reluctant to disclose their sexual orientation to healthcare profession-
als for fear of homophobia (e.g. Klitzman and Greenberg 2002) or because 
of concerns about confidentiality (e.g. Cant and Taket 2006). Even in the 
absence of homophobia LGBT people report experiencing a system in which 
heterosexuality is assumed to be the norm (e.g. Heaphy et al. 2003) and 
in which questions about partners or sexual practices are grounded in this 
assumption (e.g. Neville and Henrickson 2006). Such research suggests that 
gay men and men that have sex with men (MSM) may well experience chal-
lenges and difficulties in the course of receiving a diagnosis of and undergo-
ing treatment for prostate cancer.
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Men in general know very little about the location and function of their pros-
tate and of their risk of developing prostate cancer (e.g. Baker et al. 2007). There 
is almost no research that has specifically addressed this issue in relation to gay 
men/MSM, but a focus group study (Asencio et al. 2009) found that a group of 
self-identified gay men had little or no knowledge of the prostate and the poten-
tial consequences of the treatment of prostate cancer for sexual activity and per-
formance. Additionally, a study of the relationship between sexual orientation 
and screening for prostate cancer conducted in California (Heslin et al. 2008) 
found that gay men/MSM were less likely to have been screened than exclu-
sively heterosexual men.

We know that female partners of heterosexual men appear to play a sig-
nificant role in caring for their health and prompting them to seek medical 
advice but almost nothing about the role played by the partner or friends of 
gay men/MSM in their healthcare. Similarly, while female partners play a 
very significant role in treatment-related decision-making (e.g. Sinfield et al. 
2009; Boehmer and Clark 2001) information about the experiences of gay 
men/MSM in this regard is lacking.

As described above, it is well established that all forms of treatment for 
prostate cancer result in a range of unpleasant and distressing side-effects 
and that such side-effects have a significant impact on quality of life (e.g. 
Sanda et al. 2008) and on the man’s sense of masculinity (e.g. Stansbury 
et al. 2005). Experiences of the side effects of treatment for prostate cancer 
in gay/MSM are likely to be shaped both by prevalent norms within the gay/
MSM community and the forms of sexual activity engaged in by individual 
men. The common side effects, such as erectile dysfunction, urinary incon-
tinence and retrograde ejaculation, are likely to have somewhat different sig-
nificance for gay compared to straight men (Blank 2005). For example, the 
degree of rigidity required for anal penetration is greater than that required 
for vaginal penetration; semen can have non-reproductive significance in the 
context of gay/MSM sexual activity and the prostate itself is the site of erotic 
stimulation (Blank 2005; Filiault et al. 2008).

Unlike the situation of female partners of heterosexual men we know 
nothing about the psychological effects on the partners of gay men and 
very little about how gay men/MSM with prostate cancer and their partners 
access and make use of support.

Some helpful light can be shed on possible issues facing gay men living as 
survivors of prostate cancer by considering the findings of a study of chronic 
illness in non-heterosexuals (Jowett and Peel 2009). These authors employed 
an online survey aimed at the LGBT community in the UK and interna-
tionally and received responses from 190 self-identified LGBT individuals 
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who were living with a chronic illness. They identified a number of themes 
in the responses that are relevant to gay men surviving prostate cancer. One 
issue was that respondents often experienced the LGBT community as 
being unsupportive of people with chronic illnesses other than HIV/AIDS.  
A related point was that a perceived culture that emphasises bodily perfection 
within the gay community could present the chronically ill with difficulties. 
This might be particularly relevant to gay men who have scars and reduced 
penile length due to radical prostatectomy or who are experiencing bodily 
changes as a consequence of hormone therapy. A second theme was one of 
feeling isolated from the LGBT community and the difficulties of identify-
ing others within the LGBT community with the same difficulties, describ-
ing themselves as a “minority within a minority”. They also identified themes 
relating to issues identified above, such as fear of homophobia in the health-
care system and lack of information and support tailored to their particular 
needs.

Overall, the experiences and needs of gay men/MSM and the LGBT 
community more generally have largely been overlooked in research into 
cancers of all kinds. There is undoubtedly a need for more research to focus 
on the relationship between sexual orientation and cancer detection, treat-
ment and survivorship generally as well as for prostate cancer in particular 
(Boehmer et al. 2012).

Surviving Prostate Cancer

In the period 2010–2011, in England and Wales the one-year survival rate for 
prostate cancer was 94% and the five-year rate was 85%. These survival rates 
were the highest among the 21 most common cancers in the UK (CRUK 
2018). Prostate cancer patients can be characterised as long-term survivors 
with a high probability of being alive 5 years after the initial diagnosis. While 
this is excellent news it raises issues about how to support men in living with 
the side effects described above and dealing with the ongoing uncertainty con-
cerning recurrence that all cancer survivors must contend with. In the case of 
men this is likely to be exacerbated by their demonstrated difficulties in access-
ing and making use of social and medical support compared with women in 
general and women cancer survivors in particular. The participation of patients 
in treatment-related decision-making and acknowledgement of side effects has 
been shown to influence their adjustment to their post-treatment life and treat-
ment side effects are also important. The majority of studies have not found sig-
nificant differences in general health-related quality of life (HRQoL) scores but 
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they have identified differences in disease-specific HRQoL scores. Bacon and his 
colleagues (2001) examined PCa patients who had received radiotherapy and 
brachytherapy (the implantation of radioactive beads directly into the pros-
tate) and they reported more bowel dysfunction than those with prostatectomy. 
Patients treated with radiotherapy and hormones had better or the same sexual 
and urinary function but lower QoL scores in many domains compared to the 
prostatectomy patients. Patients who underwent brachytherapy and those who 
had prostatectomy had similar QoL scores. Patients that had radical prostatec-
tomy had higher HRQoL scores compared to those who did not have treatment 
and those who had a radiotherapy. Patients who chose therapy with hormones 
had the lowest HRQoL scores among the other treatment groups.

Typically, once men have been successfully treated for prostate cancer 
they are discharged back to primary care. There is very little research on 
transfer from hospital-based care to primary care for disease monitoring 
after primary treatment has been delivered, and most of this has focused 
on discharge from intensive and acute care. There are a small number of 
studies that have addressed the ongoing needs of cancer survivors in rela-
tion to primary care. Harrison et al. (2012) studied cancer survivors’ expe-
riences of discharge from hospital follow-up. Survivors of breast, colorectal 
and prostate cancer (n = 1275), 5–16 years post diagnosis were recruited 
for a questionnaire survey. Approximately one-third of respondents were 
not discharged from follow-up 5–16 years post diagnosis. Of those who 
were discharged, a substantial minority reported insufficient time (27.9%), 
information (24.5–45.0%) or adverse emotions (30.9%) at the time of 
discharge. However, 90.6% of respondents reported satisfaction with how 
discharge from hospital follow-up was managed. As part of the same study 
the researchers (Harrison et al. 2012) also examined the primary health and 
supportive care needs of the survivors. The most frequently endorsed unmet 
need was for help to manage concerns about cancer recurrence. Trait anxiety, 
non-discharged status, dissatisfaction with discharge and receipt of hormo-
nal therapy were predictive of unmet supportive care needs. The most fre-
quently reported unmet needs were “help to manage my concerns about the 
cancer coming back” and “I need to know that all my doctors talk to each 
other to coordinate my care”.

Hudson et al. (2012) reported the findings of a US-based study. They 
conducted in-depth interviews with a purposive sample of early-stage breast 
and prostate cancer survivors (N = 42) aged from 47 to 80 years, stratified 
by age, race, and length of time from and location of cancer treatment all 
of whom had completed treatment at least two years previously. Survivors 
were at least 2 years beyond completion of their active cancer treatment.  
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Most participants expressed strong preferences to receive follow-up care 
from their cancer specialists (52%). They described the following barriers to 
the primary care physician’s engagement in follow-up care: (1) lack of can-
cer expertise, (2) limited or no involvement with original cancer care, and  
(3) lack of care continuity. Only one-third of participants (38%) believed 
there was a role for primary care in cancer follow-up care. While it is impor-
tant to acknowledge the differences in the way healthcare is delivered in the 
UK and the US the findings of this study are broadly consistent with the 
findings of Harrison et al.

These studies raise important questions and some concerns about the way 
in which the transition to primary care is managed. The focus of survivor-
ship research has been on the patients but the fact that men’s partners are 
very important in providing support and contributing to decision-making 
but also experience emotional distress means that it is also important to con-
sider their needs for information and support. Again, very little research or 
intervention work has been done in this area.

The fact that African-Caribbean and African-American men are at greater 
risk of developing prostate cancer and also tend to develop it at a younger 
age than white men means that their experiences and needs as survivors 
of the disease are likely to be different. This is an area that requires more 
research attention than it has so far received, but issues relating to sexual 
performance, fertility and communication of risk to close male relatives are 
likely to be salient. There are reports that at least some GPs are lacking in 
awareness of the elevated risk of African-Caribbean men (Thompson 2014) 
and this may have consequences once these men are discharged back to pri-
mary care following treatment in terms of trust in the relationship.

Conclusions and Recommendations

Prostate cancer is virtually a paradigmatic exemplar of the need to adopt a 
gendered approach to understanding men’s health-related behaviours. Each 
stage of the journey through prostate cancer, from noticing and acting on 
symptoms via treatment-related decision-making to being a survivor raises 
issues and challenges that are grounded in personally and socially con-
structed understandings of what it is to be a man. The concept of hegemonic 
masculinity is one way of framing these issues and has been much used in 
terms of directing and interpreting the findings of research, but it ignores 
structural inequalities grounded in race and social status that are demon-
strably important in the case of prostate cancer in particular, and of men‘s 
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health more generally. A gendered understanding of men’s health that is also 
cognizant of the importance of such structural inequalities is a key under-
pinning for research, practice and social policy in the arena of men’s health.

Implications for Practice and Research

Men’s management of their health and their responses to illness and to treat-
ment are influenced by prevailing conceptions and constructions of mascu-
linity. Structural inequalities also play a significant part. Each type of health 
problem will raise specific issues, but it is possible to identify some broad guid-
ing principles and make suggestions informed by theory and research:

Healthcare professionals of all types need to take gender into account in 
working with men in both physical and mental health contexts.

Social constructionist, narrative and systemic approaches may be helpful 
to men in terms of examining and challenging dominant constructions.

Men in minority groups, such as ethnic and sexual minorities, and lower 
income groups are likely to suffer particular disadvantages, which intersect 
with issues related to gender.

In terms of research we need to develop a better understanding of how 
these gendered and structural issues interact and determine outcomes and 
processes in relation to particular health conditions. In the case of pros-
tate cancer there is a particular need to understand treatment-related  
decision-making, survivorship and the experiences of men from ethnic and 
sexual minorities.
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