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Abstract
Background  Men who have sex with men (MSM) face many challenges and biases in healthcare. Within urology 
there is a need to better understand how prostate cancer impacts MSM given the unique ways in which side effects 
that accompany treatment may affect this population. The goal of this study is to explore the experience of MSM 
with prostate cancer to advance the existing literature in this area and inform implementation and delivery of clinical 
practice and policy guidelines.

Methods  Four focus groups were conducted with a semi-structured interview guide. Using a phenomenological 
qualitative approach consistent with grounded theory [1] and naturalistic inquiry principles we sought to better 
understand the direct experiences of MSM with prostate cancer. Audio transcriptions were thematically analyzed 
to identify themes that impact MSM throughout their prostate cancer journey. An iterative, team-wide classification 
process was used to identify, organize, and group common codes into higher-order categories and themes.

Results  Patient’s choice of provider and their interactions with the healthcare system were strongly impacted by 
their sexual identities. Participants commented on navigating the heteronormative healthcare environment and the 
impact of assumptions they encountered. MSM experienced the sexual side effects of prostate cancer treatment in 
unique ways. Issues with erectile dysfunction and ejaculatory dysfunction had significant impacts on patient’s sexual 
experience, with some describing being forced to explore new modes of sexual expression. Anejaculation was a 
theme that was distressing for many participants. The emotional impact of a prostate cancer diagnosis was significant 
in the men interviewed. Common themes included loss of identity and fear for future relationships.

Conclusions  MSM have unique concerns after prostate cancer treatment that differ from men who don’t identify as 
MSM. It is critical that providers familiarize themselves with the concerns of this patient population regarding prostate 
cancer treatment. An important step toward reducing heteronormative bias in prostate cancer care is to better 
understand the goals, identity, and sexual practices of MSM and to provide informed anticipatory guidance.
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Background
The heteronormative nature of society leads to daily 
challenges for the LGBTQ + population [2–5]. This bias 
extends to medical care, with LBGTQ + patient popula-
tions facing a multitude of barriers to services [6]. Many 
have difficulty accessing care, experience prejudice in 
health care encounters, and are at higher risk for worse 
health outcomes compared to their heterosexual peers [3, 
7, 8]. There has been an increase in calls for research into 
the barriers, experiences, and outcomes for this patient 
population across medical specialties [9–11]. Within 
urology and the prostate cancer space in particular, there 
has been increasing research into the experiences of men 
who identify as gay, bisexual, or as men who have sex 
with men (MSM), given the unique ways in which side 
effects that accompany treatment may affect these popu-
lations [12, 13].

MSM serves as a useful epidemiological category as it 
includes both men identifying as gay or bisexual (GBM) 
and men who do not identify as gay or bisexual but 
engage in sexual relations with other men. In urology, 
this category allows research to capture both identity-
based bias faced by GBM patients as well as behavior-
based bias faced by MSM patients. While the former may 
become apparent in physician attitudes and structural 
discrimination, the latter refers to heterosexual bias when 
it comes to diagnosis, counseling, and treatment that may 
impact physician decision-making [14, 15].

It is estimated that between 50,000 and 198,000 MSM 
are currently living with prostate cancer in the United 
States (US) [16]. Conflicting evidence has shown both 
lower and higher rates of prostate cancer in MSM as 
compared to men who don’t identify as MSM, but these 
studies suffer from low sample-sizes [17–19]. It is impor-
tant to consider that there was a large loss of life of sexual 
and gender minority individuals from the HIV/AIDS epi-
demic in the 1980 and 1990 s, and as this has become a 
treatable condition there will be more MSM reaching the 
ages when prostate cancer is most commonly diagnosed 
[20]. Additionally, men in same sex relationships have 
double the risk of experiencing prostate cancer as a cou-
ple, and for this reason it is important to study how pros-
tate cancer is experienced and managed by these men. 
Overall, although the amount of research into MSM with 
prostate cancer has increased, there is a disproportionate 
amount of research into MSM patients’ experiences with 
prostate cancer and its treatments, and how these might 
differ from men who don’t identify as MSM. Two survey-
based studies found that many MSM feel that sexual 
function is assessed incompletely with current validated 

questionnaires, raising the importance of understand-
ing the unique concerns of this population [21, 22]. The 
concept analysis by Mitchell et al. identified 4 essential 
elements of sexual dysfunction among prostate cancer 
survivors who identified as GBM and postulated that sex-
ual dysfunction is experienced distinctly by this patient 
population [23]. A better understanding of the experi-
ences of MSM with prostate cancer will allow providers 
to create a more accessible and inclusive clinical environ-
ment. This in turn can lead to more effective shared deci-
sion making and opportunities to better counsel MSM 
on available treatment options by addressing cultural and 
population specific needs and concerns.

There have been calls to diversify the methods for 
researching LGBTQ + health, to move beyond a defi-
cits-based approach and involve the LGBTQ + commu-
nity’s voices in describing their own lived experiences 
[24]. Qualitative research is a form of rigorous scien-
tific inquiry which allows investigators to hear directly 
from patients and ensure that patient experiences are 
accounted for and incorporated. A few qualitative stud-
ies have begun to elucidate experiences of gay men with 
prostate cancer, finding that they may have unique con-
siderations that should be addressed including worry 
about disclosing their sexuality, a deficit in culturally 
competent resources, and a lack of appropriate counsel-
ing on side effects in the context of their identity [13, 25–
28]. One study of 11 gay men in Sweden who had been 
treated for prostate cancer identified themes including 
the importance of ejaculate, changes in their body affect-
ing relationships, and they emphasized the importance of 
focusing on sexual practice, having sex with men, rather 
than sexual identity, gay or bisexual, when considering 
rehabilitation programs and appropriate counseling [29]. 
This study aims to add to the available qualitative data on 
the experiences of sexual minorities with prostate can-
cer through the use of a phenomenological qualitative 
approach. This study captures a wider range of themes 
owing to its more inclusive focus on MSM, focusing on 
sexual behavior and including different gender and sexual 
identities. MSM is a group that is defined by sexual activ-
ity and includes a wide range of gender identities and sex-
ual orientations.

The purpose of this current qualitative study is to 
explore the experience of MSM with prostate cancer to 
advance the existing research literature in this area and 
inform implementation and delivery of clinical practice 
and policy guidelines.

Keywords  Men who have sex with men, Qualitative, Focus groups, Prostate cancer, Sexual dysfunction, Ejaculatory 
dysfunction, Prostate cancer survivorship, Communication with health professionals
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Methods
Participants and eligibility
This study was approved by the governing Internal 
Review Board at a large, Midwestern University. Par-
ticipants were eligible if they met the following inclusion 
criteria: (a) self-reported as MSM; (b) diagnosed with 
prostate cancer; (c) over the age of 18; (d) able to read 
and communicate in English and understand and pro-
vide informed consent. Our general exclusion criteria 
included: (a) men under the age of 18 and over the age of 
89; (b) severe cognitive impairment as determined by the 
referring medical team member leading to an inability to 
understand and provide informed consent.

Setting and recruitment
We identified and enrolled eligible participants by mail-
ing invitations to urology clinics in Chicago, posting flyers 
in LGBTQ + establishments such as bars and health clin-
ics, and mailing lists for LGBTQ + social organizations. 
Potential participants underwent screening by phone 
to ensure they met the inclusion criteria. We sought to 
include a heterogeneous MSM sample to ensure diversity 
of perspectives and experiences that included representa-
tion in terms of demographic and clinical characteristics, 
time since diagnosis, prostate cancer treatment modali-
ties, sexual and urinary symptoms, relationship status, 
income, and education.

Procedures
We conducted four audio-recorded, 90-minute in-person 
focus groups. Focus groups are an appropriate qualita-
tive data collection method to quickly and efficiently 
gather information from purposefully selected groups of 
people, whose reflections and responses spur additional 
discussion around facilitated topics [30]. The number 
of focus groups in our study was selectively chosen in 
order to achieve thematic saturation based on the rec-
ommendations by Guest et al. [31]. Prior to starting the 
group, participants were asked to complete a survey that 
assessed socio-demographic, clinical and sexual health 
characteristics to describe the group. Participants were 
assigned different color cards to maintain anonymity and 
to assist with analysis. Focus groups were moderated by 
experienced facilitators (CA, DV). A semi-structured 
moderator’s guide was developed to help direct discus-
sion and can be viewed in the additional file (Additional 
file 1). Discussion began following a brief orientation 
to the study and review of ground rules. The follow-
ing probes were available to moderators to guide dis-
cussions if needed: 1) “Tell us how your life has been 
affected by prostate cancer?”; 2) “Prostate cancer and its 
treatment can produce different sexual symptoms and 
side effects. What kinds, if any, were the most common 
for you?”; 3) “How did you (or would you) deal with or 

manage with changes in sexual function?”; 4) Please take 
a moment to review these questionnaires that currently 
assess sexual function in men after treatment for pros-
tate cancer.”; 5) “Is there anything else that you think is 
important for me to know about your experience that I 
did not ask you about?”. Questions were open ended and 
elicited responses related to participants’ experiences 
with prostate cancer. We reviewed the quality of all audio 
recordings prior to verbatim transcription (excluding 
identifying information). The research coordinator con-
tacted participants who completed the study to thank 
them for their participation and informed them of their 
right to receive information on de-identified group-
level findings upon study termination. Participants were 
compensated twenty-five dollars each and parking was 
reimbursed.

Analysis
Verbatim audio transcriptions were analyzed using the 
software Dedoose©. Using a phenomenological qualita-
tive approach [32] consistent with grounded theory [1] 
and naturalistic inquiry principles [33] we sought to bet-
ter understand the direct experiences of MSM with pros-
tate cancer. We were specifically interested in learning 
about their interactions with the healthcare system and 
lasting effects of treatment. To ensure the rigor of our 
findings we utilized several qualitative research strate-
gies to enhance credibility and dependability, including 
(1) Review of transcript accuracy against recordings; (2) 
Creation of a code book based on an initial phase of open 
coding by investigators (EP, NF, NM); (3) Assuring ade-
quate inter-rater reliability of coding across raters prior 
to coding (kappa ≥ 0.70 was used as an acceptable level of 
agreement); (4) Engaging in an axial and selective coding 
with remaining transcripts, creating new codes as they 
emerged; (5) Engaging in an iterative, team-wide classi-
fication process to identify, organize, and group common 
codes into higher-order categories and themes.

Results
In total, 26 men participated across four focus groups 
(Group I = 6; Group II = 7; Group III = 6, Group IV = 7). 
All participants identified as MSM and had a diagnosis 
of prostate cancer. The median age was 70.7 years old 
(range = 55–84). The cohort was predominantly white 
(n = 25) and born in the United States (US) (n = 25). The 
highest level of education achieved ranged from high 
school graduate/GED (n = 2), one or more years of college 
without a degree (n = 4), associate’s degree (n = 2), bach-
elor’s degree (n = 10), master’s degree (n = 6), to doctorate 
degree (n = 2). Additional demographic information can 
be found in Table 1.

In total we applied 187 unique codes to the transcripts, 
using exhaustive coding, 1346 times across the four 
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focus groups. The inter-rater reliability kappa statistic 
was > 0.7 for all coders. Saturation was achieved at the 
theme level (Additional file 2). Ultimately, six overarch-
ing themes were identified through our analysis: (1) Ini-
tial diagnosis and treatment planning, (2) Identity and 
preferences, (3) Positive and negative experiences with 
care, (4) Communication, (5) Sex and intimacy, and (6) 
Life perspective after treatment. Each theme is described 
below with exemplar participant quotations to illustrate 
its significance.

Theme 1: initial diagnosis and treatment planning
This theme focused on patients’ reactions to their ini-
tial diagnosis of prostate cancer and how they remem-
ber discussions of prognosis and treatment. This theme 
was characterized by the categories “feelings towards 
cancer diagnosis”, “patient recount of prognosis discus-
sion”, “provider recommendations”, and “social factors 
impacting treatment decisions”. There were a wide range 
of feelings that participants experienced with their initial 
cancer diagnosis. Some participants noted a feeling of 
hopelessness with one person saying,

“You feel like your life is over, and you feel like this is 
really it, and there’s nothing to live for anymore. I mean, I 
went through these things very quickly” (Pink, FG2).

Other participants felt fear or anger when they received 
their initial diagnosis, and many noted a sense of shock. 

One patient discussed that the shock of receiving the 
diagnosis of prostate cancer led him to face his own mor-
tality noting,

I was diagnosed 2 years ago, and it kind of shattered my 
myth of almost immortality. Here I was, 73, the only medi-
cine I took was baby Aspirin, I would go to the gym, bike 
and whatever, and then all of the sudden got the diagno-
sis” (Orange, FG1).

Some participants remember accepting the diagnosis 
of cancer and being motivated to take action,

“When I was told that it was cancer, I just said “Okay, 
what do we do next?” I’d love to say it affected me a little 
bit more than it did, but I said, “Okay, I got it.” Let’s go 
onto the next step to cure it.” (Green, FG2).

Theme 2: identity and preferences
This theme focused on participants’ goals and treat-
ment preferences as well as how their sexual identity 
informed these decisions. This theme was characterized 
by the categories “alternative medicine”, “patient goals of 
treatment”, “patient treatment preferences”, “preferences 
about healthcare providers”, and “sexual identity”. Sexual 
identity played a key role in healthcare interactions and 
many participants preferred a gay primary care physician 
(PCP), because they felt that a gay physician would relate 
to them better. One participant spoke about the shared 
understanding a gay physician has,

“for a GP (general practitioner) I like having a gay male 
doctor and I sought out a gay male doctor because I just 
feel the state of mind, they know our needs, they under-
stand it, you don’t have to explain it, and he asks me 
questions that I don’t think a heterosexual doctor, male 
or female would know to ask. He knows; he understands, 
period.” (Pink, FG2).

Another participant spoke about the importance of 
seeing a gay physician saying,

“There are many, many great doctors out there, but for 
me being a gay man, it was important for me to have a gay 
doctor, and I have a wonderful doctor who is gay.” (Green, 
FG2).

Although many participants had a strong preference 
for a gay PCP, this didn’t seem to be as consistent when it 
came to urologists. Many participants said that the sexual 
orientation of their urologist wasn’t the important part, 
rather participants were more focused on the technical 
competency of their urologist and feeling supported and 
understood during visits. One participant noted,

“I just want to say I think there’s a commonality we are 
hearing; I’m okay with my Urologist, I don’t know what 
my Urologist’s sexual preference is, all I knew is that he 
was a great surgeon, I loved his demeanor, I loved how he 
gave me an hour consultation, my family was with me. 
I felt very in good hands with him. But, for a GP, I have 

Table 1  Participant Demographics
Age (years) Participants (%)

55–60
61–65
66–70
71–75
≥76

8%
12%
28%
24%
24%

Race (n = 26)
White 96%

Education
High school graduate/GED
One or more year of college, no degree
Associates degree
Bachelor’s degree
Master’s degree
Doctorate degree

8%
15%
8%
38%
23%
12%

Marital Status
Single
Married
Living with partner
Widowed
Divorced

50%
31%
8%
4%
8%

Income in Previous Year
5-9.9 K
10-19.9 K
20-39.9 K
40-74.9 K
75-99.9 K
100 K or more

4%
0%
15%
38%
19%
23%
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a gay male doctor and it makes all the difference; I feel 
much more comfortable.” (Pink, FG2).

Theme 3: positive and negative experiences with care
This theme encompasses the participants’ interactions 
with the healthcare system for the management of pros-
tate cancer as well as their feelings towards their post-
treatment sexual function. It was characterized by the 
categories “dissatisfied with medical care”, “lack of side 
effects after treatment”, “negative feelings towards health 
care providers”, “negative interaction with health care 
provider”, “positive feelings towards health care provid-
ers”, “preserved sexual function after treatment”, “satisfied 
with medical care”, and “satisfied with sexual function 
after treatment”. One participant discussing the impor-
tance of the physician-patient relationship said,

“I have to say for me, I didn’t feel any kind of bias or 
prejudice, it’s getting the right doctor that asks the right 
questions to really get to know you. I could see how it 
could be very unpleasant if they don’t, so make it per-
sonal; understands your lifestyle, understands your needs, 
can talk to you openly.” (Pink, FG2).

Participants spoke about their experiences with the 
heteronormative environment of clinics and the assump-
tions they encounter,

“I just wanted to say, you’re treated like you’re het-
erosexual… everyone just assumes you’re heterosexual, 
period… unless you say something, they’re just assuming 
you’re married to a woman, you’re sleeping with a woman, 
and you’re heterosexual, end of story” (Pink, FG2).

Patients found this environment challenging and 
uncomfortable, one participant discussed the reaction of 
his urologist when disclosing his sexual orientation,

“I just never felt comfortable. And, in a discussion with 
the Urologist himself, when I mentioned I was gay, he 
acted surprised. He said, “Well I don’t care.” But that just 
seems kind of odd.” (Grey, FG2).

Many participants discussed having a positive relation-
ship with their medical providers. Other participants 
discussed difficult and frustrating encounters with their 
care. Some of the sources of frustration included a sense 
of not being listened to, lack of sufficient information, 
and poor communication, with one person saying,

“I think that was one of the major failings I thought 
along the office structure of my medical people. I mean, 
nowhere did they have any counselling; this is what’s going 
to be what happens to your partner, this is your job, or not 
your job, but you’re not going to break him. He’s already 
on the mend, and I think there’s a lot of—not even mis-
understanding, it’s just no communication whatsoever on 
anyone’s part” (Pink, FG1).

Other participants spoke about how a positive relation-
ship or interaction during their medical care was greatly 
therapeutic. One person said,

“The trust level was there from the minute I walked in. 
Staff; incredible. His assistant, everyone just made you 
feel so comfortable. And, the honesty factor was there, the 
trust, the honesty. He went through things, different pro-
cedures for me, didn’t push anything on me, but the way 
he explained the different procedures turned totally from 
wanting to have the radiation or the beads or whatever to, 
“Let’s just take it out,” in fifteen minutes I made the deci-
sion, let’s just go for it.” (Green, FG2).

Theme 4: communication
This theme concerns the many places throughout the 
treatment process where the participants highlighted the 
importance of communication and support. This theme 
consisted of the categories “disclosure of sexual orienta-
tion”, “discussing prostate cancer with family”, “education 
about prostate cancer”, “negative communication with 
partner”, “patient support systems”, “positive communica-
tion with partner”, and “ways in which partners are sup-
portive”. It includes positive and negative communication 
experiences with partners, disclosure of their prostate 
cancer, support systems they leaned on, and the many 
ways they received or gave education on prostate cancer. 
Relationships as a strong source of support was a consis-
tent topic, with one participant saying,

“Based on how he responded, and how he cared for me 
through all that, how he stayed with me, gave me the sign; 
this is someone that I should probably spend my whole life 
with. At that point, it’s a special person that could stay 
with someone through prostate cancer and all the side 
effects that come afterwards, which is significant. So, I 
would say it’s a test of the character, and if you’re dating 
someone and they can’t take it, that wasn’t someone that 
was for you in the first place.” (Yellow, FG2).

Other participants who were not in a supportive rela-
tionship discussed how they wished for a relationship or 
thought that it would make the prostate cancer process 
easier, with one saying,

“I think perhaps going through all this trauma is easier 
for a partnered person to go through than it is for some-
body that is single. I really believe that…[a] support per-
son that is showing that it isn’t going to affect your security 
with him, where as a single person is wanting to have… a 
partnership and it’s not there right now, and I think that 
what we are seeing here is that it’s easier for a partnered 
person to go through this prostate process than it is for a 
single person, and I understand and appreciate that. (Red, 
FG1)

Many participants pointed out choosing to disclose 
their sexual identity to their support systems or physi-
cians as an important theme in their experiences with 
prostate cancer, one saying,

“Oh, that’s the first thing that comes out of my mouth 
to any doctor that I see, I tell them, “And by the way, I am 
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a gay male.” And they say, “Oh, what difference does it 
make?” And I said, “I’m not sure, but it might; depending 
on what areas we have to deal with, but I tell them right 
up front whether they want to know or not.” (Green, FG1).

One sentiment that recurred throughout the focus 
groups was the idea of honesty with one participant 
saying,

“I don’t know how the rest of you feel, but in today’s 
world, the honesty thing has become much more impor-
tant to me than it ever was before, as I see our world sort 
of devolve away from honesty as a basic principle of how 
we function.” (Blue, FG3).

Theme 5: sex and intimacy
This theme focuses on the way the participants’ treatment 
impacted their sexual function and sexual experiences. It 
was composed of the categories “changes in sexual expe-
rience after treatment”, “change in sexual practices after 
treatment”, “concerns surrounding sex”, “distinguishing 
intimacy and sex”, “erectile issues”, “negative experiences 
with incontinence”, “negative partner reaction to sexual 
dysfunction”, “partner less interested in having sex”, and 
“side effects from radiation.” While patients faced a sig-
nificant loss in pre-treatment sexual function and felt this 
loss deeply, many adapted and found alternative means 
of positive sexual experiences. The large proportion of 
single men within our participants and among MSM in 
general made navigating these changes particularly diffi-
cult. One participant said,

“The word that came to mind was damaged; I called 
and said, “I’m damaged goods.” I’m malfunctioning. It’s 
hard enough when you’re healthy to get someone decent 
and date. I kind of stopped because I got sick of everything 
and did other things, but I felt like the curtain closed on 
that stage, that’s just over with.” (Pink, FG2).

For some participants this change was felt as inade-
quacy and had an impact on their sense of masculinity. 
One participant reflected,

“I identify with a lot of what you said in terms of feel-
ing inadequate at this point. Feeling less of a man at this 
point. That’s frustrating for me.” (Green, FG2).

Changes in sexual function ranged from loss in erectile 
function and urinary incontinence to depleted ejacula-
tory function. Effects on orgasm stood out as a promi-
nent obstacle with one participant saying,

“Dry orgasm is a conversation point, if we get to the 
point where we’re going to have sex, because I’m thinking, I 
feel I need to prepare somebody that you’re not going to get 
a surprise at the end.” (Blue, FG1).

One participant commented on how this was a result of 
cultural aspects surrounding his sexuality as a gay male, 
saying,

“I think we all came into our situations with our expe-
riences from adolescence and on where it was furtively 

jacking off to what you could, and the whole focus of our 
sexual lives growing up was the ejaculation.” (Red, FG2).

Participants reflected on having to not only process this 
loss but also adapt to these changes to find sexual plea-
sure through alternative means. For some, this involved 
making a switch from the insertive role (top) to a recep-
tive role (bottom) or oral sex. One participant said:

“There have been, due to necessity, modifications to be 
made when I’m intimate with someone. I’m very oral. I 
always have been in that regard, but to be honest with you 
I was never a bottom.” (Green, FG2).

For other participants the changes they experienced 
forced them to discover new avenues for sexual satisfac-
tion that they welcomed as an opportunity. One partici-
pant describes this as,

“There are things that we do now, areas that we concen-
trate on the body that I never concentrated on before that 
turn out to be equally if not more satisfying…. And, I have 
wondered if we would have, if I would have gotten there 
as easily without the prostate cancer… prostate cancer 
kind of opens up to looking around our body a little better.” 
(Red, FG3).

Theme 6: life perspective after treatment
This theme encompasses how our participants carried 
their experiences with prostate cancer with them as they 
got further removed from the initial diagnosis and treat-
ment. This theme was characterized by the categories 
“acceptance of side effects”, “anxiety about future rela-
tionships”, “fear of recurrence”, “optimism for prostate 
cancer and the future”, “recovering from side effects”, and 
“understanding implications of age”.

This included improvement and acceptance of side 
effects, as well as fear, anxiety, and optimism for the 
future. Many participants expressed a sentiment of 
acceptance and learning to live with their treatment side 
effects, one example being,

“And I just thought… what could you do? There was 
a lot of stuff you could still do, so you kind of have to let 
yourself evolve, you have to get creative with it, and so I no 
longer think of myself as damaged anymore,” (Pink, FG2).

Other participants discussed anxiety and concerns 
about being a burden for future partners saying,

“But what does concern me is what you were saying 
earlier when we started is; I don’t have a partner and 
I’ve actually met a number of fellows and I sort of pushed 
them off, not because of different chemistry or things like 
that, I don’t want to be a burden to somebody else.” (Yel-
low, FG3).

Some participants described how they now needed to 
explain the effects of their prostate cancer treatment to 
potential sexual partners saying,

“You know, I guess I’ve been honest with men that I’ve 
met up front. I tell them I do not get an erection, and 
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especially when they’re within my age, they kind of get it, 
you know…maybe not cancer, but still you’re getting older” 
(Pink, FG1).

Some participants commented on how the effects of 
treatment had a profound impact on their approach to 
relationships, with one saying,

“Again, you have to think out of the box a little bit and 
realize it’s an adjustment. There’s one good thing I read in 
a book, some guy was giving his testimonial and he said, 
“The erections aren’t the same, but what is the same? Life 
does change, life evolves, nothing stays the same.” That’s 
just the kind of philosophy I adapted, just thinking out of 
the box. And very good point; you’re getting pleasure, just 
a different way right now while you’re figuring it out with 
someone else.” (Pink, FG2).

Participants expressed gratitude and optimism for their 
life after treatment, with one saying,

“I’m positive, my current PSA is kind of bounding, like 
the rest of them were talking about, I am going from like, 
.2 to .4, back to .2. Now, .02, undetectable, if it’s .02 to .04, 
so I’m very happy with that. It could be better, but I’m 
above ground, so I’m very, very grateful.” (Pink, FG1).

Discussion
Our study addresses the increased calls for research into 
the unique experiences and considerations of MSM diag-
nosed with prostate cancer [11, 34]. MSM with prostate 
cancer experience bias in their healthcare encounters 
[13] have different concerns with prostate cancer treat-
ment side effects than men who don’t identify as MSM 
[12, 35], and face unique social challenges including lack 
of support and challenges to their sexual identity. Our 
findings can be used to aid in the development of evi-
dence-based interventions and counsel MSM more effec-
tively after a prostate cancer diagnosis. One of the key 
experiences that the men in our focus groups discussed 
was their initial diagnosis. Prior studies have found that 
when receiving a diagnosis of prostate cancer, men expe-
rience a wide array of emotions including fear, shock, dis-
belief, and uncertainty [36]. One qualitative study of eight 
gay men with prostate cancer identified shock of diagno-
sis as a common theme [37]. The men in our groups had 
a wide range of reactions from hopelessness to shock, to 
an action-focused mindset which is consistent with prior 
studies. The wide range of reactions patients can experi-
ence when receiving a prostate cancer diagnosis under-
scores the importance approaching this conversation 
with intentional and empathic communication.

It was clear that the participants’ choice of provider 
and their interactions with the healthcare system were 
strongly impacted by their sexual identities. One par-
ticipant felt so strongly about this that he described how 
one of the first things he disclosed to his physician is his 
sexual identity. This sentiment was not unique, as many 

men identified that they felt a gay physician was bet-
ter able to understand their unique concerns, as well as 
relate to the different considerations they face. This find-
ing is in line with prior studies which found that gay men 
experience difficulties disclosing their sexual identity to 
providers and encounter heteronormative assumptions 
[38]. Marginalized groups, including the LGBTQ + com-
munity experience significant stress in their lives. Minor-
ity stress theory provides one way of understanding how 
the biases these patients face in healthcare encounters 
leads to worse health outcomes. Power et al. surveyed 
LGBTQI people with cancer and concluded that minor-
ity stress compounds the impacts of other stressors asso-
ciated with cancer [39]. It is critical to continue to study 
the barriers that MSM face during interactions with their 
healthcare providers and use that information to facili-
tate improved communication and clinical encounters in 
order to provide culturally competent care for MSM and 
improve health outcomes.

MSM have sexual concerns after prostate cancer treat-
ment that are distinct from men who don’t identify as 
MSM. The participants in our study noted that they felt 
inadequate or that they had lost a part of themselves. 
Issues of erectile dysfunction, incontinence, and anejac-
ulation led to changes in their sexual activity. Although 
sexual side effects themselves are an unfortunate part of 
prostate cancer treatment, several participants felt that 
there could have been improved anticipatory counsel-
ing on these side effects and thus they would have been 
more prepared. Prior studies have shown that MSM with 
prostate cancer have distinct sexual side effect concerns 
including the prostate as a source of pleasure, a signifi-
cant role of ejaculate in the sexual experience, and a dif-
ferent erectile firmness required for anal sex compared to 
vaginal sex [21, 29, 40]. One survey study of gay men with 
prostate cancer by Hart et al. found a majority of par-
ticipants reported substantial changes in sexual behavior 
after prostate cancer treatment, including a decrease in 
their role as the insertive partner [35]. Another mixed 
methods study of gay and bisexual men with prostate 
cancer found men had to make a significant change to 
their role in sex after treatment and found significant dif-
ferences in quality of life outcomes based on role in sex 
leading them to conclude that shifting sexual behavior 
from insertive to receptive anal intercourse is associated 
with poorer sexual and mental health outcomes [41]. Our 
study is in agreement with these prior studies showing 
that MSM experience the sexual side effects of prostate 
cancer in a unique way. Mainwaring et al. reviewed 21 
validated questionnaires relating to sexual dysfunction 
and its impact on quality of life and found that only one 
of them made mention of including MSM in the valida-
tion process [42]. It is critical that providers have the 
understanding and tools to address these differences so 
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that they are better able to counsel MSM and their part-
ners on treatment options and anticipatory guidance 
regarding side effects.

Sexual side effects can lead to significant social issues 
as well, with one study finding that some MSM had issues 
with identity, seeing themselves as less capable, and dif-
ficulty with social isolation or future relationships [25, 
29]. Our findings support these studies with some of 
our participants noting that they felt a loss of identity, 
including one person noting a feeling of inadequacy, 
“feeling less of a man at this point”. Many of our unpart-
nered participants noted fear concerning future relation-
ships. For MSM the social impact of prostate cancer can 
be profound. It is important for providers to understand 
the unique social consequences relating to prostate can-
cer diagnosis and treatment in MSM and address them 
when possible. We believe that improved pre-treatment 
counseling informed by our findings could better prepare 
MSM with prostate cancer for life after treatment.

This study is not without limitations. Notably, our 
cohort involved almost exclusive enrollment of white 
men. In our study, the focus groups were composed of 
26 men, 25 of whom identified as white. Majority of our 
cohort earned a bachelor’s degree or higher level of edu-
cation, potentially missing perspectives from patients 
with less formal education. Another potential limitation 
is not differentiating groups based on treatment type as 
there are different side effect profiles to consider for the 
different treatment modalities. We made the decision to 
ask on our intake forms, “to which gender are you most 
attracted sexually?” and “what is the gender of the peo-
ple with whom you usually have sex?” rather than ask all 
participants to identify their gender and sexual identities. 
This is a weakness in that we do not know how our par-
ticipants identify beyond MSM, but it is also a strength as 
the participants who chose to disclose their identities did 
so unprompted and we believe this approach allowed our 
participants to have a more active role in the flow of the 
discussion.

A strength of qualitative research is that no two groups 
are the same, as findings are influenced by the unique 
experiences and realities of the participants, moderators, 
and other environmental factors. Each focus group is 
impacted by the level of engagement of each participant, 
the number of participants, and the fact that different 
responses can promote different lines of discussion. Since 
qualitative research by definition does not set out to be 
inferential or generalizable, the findings here serve as an 
invaluable starting point for future lines of inquiry and 
lend further support to existing evidence of the distinct 
considerations for MSM with prostate cancer.

Conclusion
In this study we found that MSM with prostate cancer 
have unique experiences compared to their non-MSM 
counterparts, including confronting the heterosexual 
biases of healthcare, concerns regarding post-treatment 
sexual function, and sexual side effects that can have 
profound impact on their self-esteem and relationships. 
It is clear that an important step toward reducing het-
eronormative bias in prostate cancer care is to better 
understand the goals, identity, and sexual practices of 
MSM and to provide informed anticipatory guidance. 
This study aids significantly in informing providers of the 
unique concerns of this patient population. The results of 
this work are consistent with prior studies and supports 
the growing magnitude of research identifying unique 
considerations of prostate cancer survivorship for MSM. 
We hope that future research can build off this study and 
the themes that were identified. This research is espe-
cially relevant given the number of MSM who are living 
with prostate cancer [16]. Future research areas include 
studies with intersectional perspectives and the devel-
opment of targeted interventions to address the unique 
concerns of MSM with prostate cancer.
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