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Chapterr 6 

Healthh Related Quality of Life and Psychosocial Factors in patients 
withh prostate cancer scheduled for radical prostatectomy or 

externall radiation therapy 

G.. van Andel, A.P. Visser, M.C.C.M. Hulshof, S. Horenblas, K.H. Kurth 
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Abstract t 

Purpose:Purpose: There is evidence that the assessed health related quality of lif e (HRQOL) is influenced by 
psychosociall  factors (PF), such as stress, social support, emotional expression, and coping strategies. If 
pre-treatmentt (baseline) HRQOL and PF measures of two treatment modalities vary, this should be 
takenn into account when evaluating the impact of the therapy on the post-treatment HRQOL. We 
investigatedd whether baseline HRQOL and psychosocial profile differ in prostate cancer patients 
scheduledd for radical prostatectomy (RP) or external radiation therapy (ERT). 

MaterialsMaterials and Methods: Before the therapy was executed, HRQOL and PF were assessed in 65 patients 
scheduledd for RP and 73 patients scheduled for ERT. In order to measure HRQOL (generic and disease-
specific)) and PF, an extended questionnaire was constructed, using validated and standardized 
instruments.. Clinical data were collected from patients' medical records. Age and socioeconomic status 
(SES)) adjusted comparative analyses were performed, using Student t test and univariate analyses of 
variancee and co-variance. 

Results:Results: Patients scheduled for ERT were 7.9 years older (/><0.00l), had a lower SES (yxO.OOl), 
showedd more frequently stages T3 and T4 (/KO.01), poorer histopafhological differentiation (/?<0.0I) 
andd higher levels of PSA (/?<().01). Moreover, they reported a worse physical, role, cognitive and social 
function,, more fatigue, more pain, a lower overall HRQOL and a worse sexual function, compared with 
patientss scheduled for RP. No differences were found for urinary and bowel function, nor for the 
assessedd psychosocial factors. 

Conclusion:Conclusion: The baseline HRQOL profile of patients scheduled for RP is better than that of patients 
scheduledd for ERT. These results are in line with the results of the few other studies about this subject. 
Knowledgee about the real impact of RP and ERT on the HRQOL, therefore, should be based mainly on 
longitudinall  studies including baseline measures, the analyses of which should be adjusted for age and 
SES.. In the small present study, baseline PF did not differ between both treatment modalities. 

Keywords:: prostate cancer, health related quality of life, psychosocial factors, radical prostatectomy, 
externall  radiation therapy. 
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Introduction n 
Radicall  prostatectomy (RP) and External Radiation Thertpy (ERT) are widely accepted treatment 
optionss for men with locally (advanced) prostate cancer. In the region of the Comprehensive Cancer 
Centerr Amsterdam (IKA) in the Netherlands, RP as well as HRT are offered to men in good condition 
withh localized disease and a life expectancy of over 10 years, while patients with locally advanced 
disease,, co-morbidity or a restricted life expectancy are treated primarily with ERT. If patients are in 
thee position to choose between these two treatment options, this choice will be based on personal 
preferencess combined with the expected side effects, as well as the impact and the health related quality 
off  life (HRQOL) of both options. It's therefore essential to provide adequate information with respect to 
thee impact on the HRQOL. A PubMed literature search on trie keywords 'prostate cancer' and 'quality 
off  life' from the start until 01-01-02 delivered 674 articles, abstracts or citations in English. Of these 
articles,, 61 reported about HRQOL measures in RP, ERT, or both. Only a few of these studies using 
validatedd standardized questionnaires and comparing HRQOL in men treated with RP or ERT, 
however,, were prospective, while the others were all cross-sectional [1-3]. The comparison of the 
impactt of two treatment modalities on HRQOL in a cross-sctional study is suboptimal because it is not 
possiblee to take the pre-treatment HRQOL scores into account. Therefore, the results should be 
interpretedd with caution. This does also apply to factors irfluencing the measured HRQOL, such as 
psychosociall  factors. Therefore, we also addressed the role of psychosocial factors in the assessment of 
HRQOL.. Important psychosocial factors representing the psychological and social health status in 
oncologicall  patients are stress, social support, emotional expression, and coping strategies [4]. Stress 
concernss the level and the number of experienced stressful life events, such as the loss of a partner. 
Sociall  support means the level and quality of support of relatives, friends and formal caregivers. By-
emotionall  expression is understood the ability to acknowledge and express emotions, while coping style 
involvess the efforts to appraise and manage a situation (e.g., distraction from it, active coping, denial, 
andd cognitive adjustment). There is evidence in other areas then prostate cancer that psychosocial 
factorss do influence the experienced HRQOL [5-7]. These correlations are also found in prostate cancer 
patientss [8,8]. Based on this evidence, one should take the influence of psychosocial factors into 
accountt in order to measure the sound HRQOL at baseline. To our knowledge, no studies have been 
publishedd concerning the possible variation in baseline psychosocial profile of prostate cancer patients 
receivingg different treatments. It therefore may be important to know if there is a difference between the 
baselinee psychosocial profile of RP patients on the one hand and ERT patients on the other. As argued 
before,, soundly measured and analyzed baseline HRQOL is needed to evaluate the real impact of the 
treatmentt on the HRQOL in a longitudinal design. 

Thee objective of the present study is to investigate whether the HRQOL and psychosocial profile differ 
inn patients primarily treated with RP or ERT. 

Materialss and Methods 
Patients Patients 
AA total of 138 patients were entered in this prospective >tudy, which was initiated in 1998. These 
patientss were referred to the urologist because of urinary symptoms, elevated PSA, or suspicious digital 
rectall  examination (DRE). Principally, in our region patients are not screened for prostate cancer. 
Eligibilit yy criteria included histologically proven carcinom; of the prostate, stages TI-4, Gl-3, NO and 
MOO and patients scheduled for RP or ERT. Patients receiving neoadjuvant or adjuvant hormonal 
treatmentt were excluded. Assessment of HRQOL and psychosocial factors was performed within two 
weekss before treatment was started (baseline) and after 12 months. The results of the baseline 
assessmentt are presented in this paper. As objective urological parameters, clinical tumor characteristics 
andd prostate specific antigen (PSA) level were scored. For measuring the HRQOL and psychosocial 
factorss a self-administered questionnaire was filled out by the patients, consisting of: 
Sociodemographicc characteristics: We examined the patients' age, level of education (6 items, ranging 
fromm 1, elementary school, to 6, university), marital status (married or living together; never married 
norr lived together; divorced - living alone; divorced - living together with new partner; widower living 
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alone;; widower living together with new partner), ethnicity (open question), and employment status 
(levell  in job hierarchy - ranges from 1, part-time paid employment in small company, to 6, full-time 
self-employedd in big company). The socioeconomic status (SES) was measured as total score of 
educationn and employment status, ranging from 2-12, both indices correlate r=0.80 ( p<.00\) [9]. 
Sociall  desirability: This refers to the tendency that subjects are guided by what they consider socially 
desirablee in responding to test questions, and do not give the same answers as they would when they 
triedd to be as honest as possible. A standardized Dutch version of the social desirability scale of Crowne 
andd Marlowe has been used [10]. It contains 15 items on a 2-point scale (agree vs. not agree). Total 
scalee score ranges from 0-15, a higher score indicates a tendency to more socially desirable response. 
Healthh Related Quality of Life: The European Organization of Research and Treatment of Cancer 
Qualityy of Life Questionnaire C30 (EORTC QLQ C30) consists of 30 items that list the functioning and 
symptomss of cancer patients [11]. Six multi-item function scales were scored: physical function (PF), 
rolee function (RF), emotional function (EF), cognitive function (CF), social function (SF), and global 
healthh quality of life (HRQOL). Furthermore, 9 symptom scales were scored, including fatigue, pain, 
dyspnoeaa and gastrointestinal problems. The scales were, according to the EORTC guidelines, linearly 
transformedd such that all scales range from 0 to 100, in which a higher scale score represents a higher 
levell  of functioning. With respect to the symptom scales, a higher score indicates more symptoms or 
problems. . 
Micturationn symptoms: The International Prostate Symptom Score (IPSS) was used in order to measure 
micturationn symptoms [12]. It consisted of 7 items scored on a 0-5 scale (0= never and 5= always). The 
totall  score varies from 0 to 35; a higher score indicates more symptoms. 
Incontinence:: To measure the severity of urinary incontinence, an Dutch instrument developed by Van 
Vierhoutenn has been used (4 items with a 4-point scale and one item with a 5-point scale) [13]. The 
totall  score varies from 0 to 21; a higher score indicates more disorders (Cronbach alpha coefficient is 
.94). . 
Sexuall  functioning: Sexual functioning was measured by a new ly developed scale consisting of items 
fromm the Sexual Behavior Questionnaire as described by Derogates, as well as items adopted from a 
questionnairee developed by the Dutch Social Sexuological Research Institute (NISSO) [14] [15]. The 
scalee measures satisfaction w ith actual sexual functioning (4 items ), decrease of sexual activities (4 
items),, ability to achieve and complaints about erections (5 items), and the feeling of being rejected by 
thee sexual partner (3 items), mostly scored on a 5-point Likert scale. The subscales can be qualified as 
reliablee (Cronbach alpha varies from .72 to .86 for the various scales). The score of the different 
subscaless depends on the number of items included. A higher score indicates a worse sexual function. 
Gastrointestinall  symptoms: There was no Dutch questionnaire available for measuring gastrointestinal 
symptomss at the time the study was initiated; therefore, a self-constructed questionnaire has been used, 
basedd on the Dutch version of the disease specific EORTC colorectal module (CR38), which was in the 
makingg at that stage. However, the CR38 has since been validated The questionnaire used in the 
currentt study contains 12 questions regarding, among other things, frequency, tenesmy, blood, diarrhea, 
pain,, and urge, scored on a 4-point Likert scale (I, no complaints, up to 4, very much complaints). The 
totall  score vanes from 12 to 48; a higher score indicates more disorders (Cronbach alpha is .75). 
Copingg style: The coping style was measured by the standardized Utrecht Coping List (UCL) [16]. The 
dimensionss are: active coping (7 items), palliation (8), distraction (7), seeking social support (5), denial 
(7),, expression of emotions (3), and cognitive adjustment (5), measured at a 4-point Likert scale. The 
totall  score varies for the different dimensions from 3-12 to 7-28. A higher score means a higher level of 
thee coping style dimension. 
Psychologicall  distress: To measure the psychological distress, the Profile of Mood States (POMS) has 
beenn used f 17]. A Dutch standardized validated shortened version was used, including the following 
dimensions:: depression, anger, fatigue, vigour, tension, and a total mood disturbance score (items on a 
5-pointt scale). A higher score indicates more distress, except for vigour. 
Impactt of having prostate cancer: A Dutch version of the Impact of Event Scale (IES) has been used to 
measuree the emotional impact of having prostate cancer [18]. The subscale measuring re-experience (6 

102 2 



items)) and denial (7 items) are scored on a 4-point Likert scale. The total score varies from 0 to 35; a 
higherr score indicates more disorders. 
Non-expressionn of emotions: Non-expression of emotions was measured by a Dutch validated 
questionnairee [19]. The measured dimensions are: rationality, emotions-in, emotions-out, and emotional 
control.. The total score varies from 4 to 64; a higher score indicates more active expression of 
emotions. . 
Sociall  support: Social support was measured by the Dutch version of the shortened Social Support 
Questionnairee (SSQ), developed by Sarason [20]. It consists of 6 items on a 4-point Likert scale. The 
totall  score varies from 4 to 24; a higher score indicates a higher level of social support. 
Lif ee Events (LES): The Dutch version of the Life Experience Survey (LES) has been used, developed 
byy Sarason [21]. The LES score concerned 40 potential life events since the last 12 months. The total 
numberr of negative life events was used as total score. 

MissingMissing data 

Thee items of the EORTC QLQ C30 are highly intercorrelated. Therefore if 20% or less items are 
missing,, it is possible to substitute values for missing data for values derived from the personal 
(sub)scalee mean,. The single items scales were considered missing if they were not filled out. For all 
remainingg questionnaires the Mean-procedure within SPPS has been applied with a limit of 20% of the 
items. . 

StatisticalStatistical analyses 

Forr all data analyses the Statistical Package for the Social Sciences (SPSS 10.0 for Windows) was used. 
Sociodemographicc characteristics and objective clinical parameters are analyzed by means of 
descriptivee statistics,  tests, Student / tests, and by non-parametric tests (Mann-Whitney). HRQOL and 
psychosociall  measures are evaluated by using univariate analyses of variance and co-variance 
(ANOVAA and ANCOVA). Adjustment for age and SES in order to eliminate their confounding effect, 
wass performed in all analyses concerning the HRQOL and psychosocial factors. The results of patients 
scheduledd for RP were always compared with those scheduled for ERT. 

Results s 
BaselineBaseline characteristics 
Sociodemographicc characteristics and objective clinical parameters are presented in table 1. Significant 
differencess between patients treated with RP and RT were only found with respect to age and SES. 
Patientss receiving RT were older (7.9 year; /K0.00I) and had a lower socioeconomic status (p< 0.001). 
Thee RP patients fulfilled more frequently an active work role than the RT patients. This difference 
couldd be explained by the age differences. There were no differences concerning country of origin and 
civicc status. It was concluded that age and SES should be considered as a confounder comparing both 
samples.. Furthermore, the results show that radiated patients suffered more frequently from tumor 
stagess T3 and T4 (p<0.01), poorer histopathological differentiation (18,2% G3 vs. 7,9% G3;/?<0,01), 
andd higher levels of PSA (mean 17,7 ng/ml vs 12,5 ng/ml; p<0.0\) in comparison with surgically 
treatedd patients. 

GeneralGeneral Health Related Quality of Life 
Thee results of the general HRQOL assessment are listed in table 2. The patients scheduled for RP 
reportedd a far better physical, role, cognitive, and social function, compared with patients who were to 
undergoo primary ERT in the weeks following assessment. Moreover, they scored their overall HRQOL 
higherr and experienced less fatigue and less pain. 
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ProstateProstate specific HRQOL indicators 
Tablee 3 presents the specific HRQOL scores. No differences between both treatment modalities were 
foundd with respect to the urinary and bowel functioning. Before treatment was started, patients who 
weree to receive a RP reported significantly less sexual dysfunctioning, especially more nocturnal 
erections,, more ability to achieve an erection, and they were more satisfied with their sexual 
functioning. . 

PsychosocialPsychosocial factors 
Thee results of the psychosocial assessments are listed in table 4. There were no differences between 
bothh groups concerning the studied psychosocial characteristics of the patients. Analyses on the 
subdimensionss of the POMS showed that ERT patients reported more feelings of fatigue and anger. 

Discuss ion n 
Thee present studies focus on baseline liRQOL and psychosocial characteristics of patients suffering 
fromm prostate cancer who are scheduled for RP or ERT. With regard to the baseline characteristics, 
significantt differences exist between patients scheduled for RP on the one hand, and patients who wil l 
bee treated with ERT on the other. Or, average. ERT patients are 8 years older, have a lower 
socioeconomicc status, a more advanced, v\orse differentiated tumor stage, and a higher PSA. This was 
too be expected because, according to the guidelines of the region where the study was performed, RP is 
offeredd primarily to otherwise healthy patients with localized disease and a lif e expectancy of 10 years 
orr more (e.g., generally younger patients). Why RP patients compared to ERT patients had a 
significantlyy higher SES, is not clear yet. Possibly, patients with a higher SES are better informed about 
thee possibility of developing prostate cancer through the media and literature, resulting in earlier check-
ups.. This would explain the fact that thc.-e patients are younger and that the illness is diagnosed in an 
earlierr stage. Moreover, Saigal in his su.dy found that the patients who prefer a RP, appear to attach 
higherr value on quantity of lif e in comparison with older, less fit patients, who attach higher value on 
qualitvv of lif e [22]. Analyses showed a significant relationship between age and SES on the one hand, 
andd measured HRQOL on the other. Older patients with lower SES assess various domains of HRQOL 
worse.. This is in line with findings of other studies [1,23]. Nevertheless, it is an important observation, 
becausee it sheds another light on the results of other HRQOL studies, that contain no corrections for age 
andd SES as confounder. 

Inn the underlying study, however, after adjustment for age and SES, there also turn out to be differences 
inn baseline HRQOL. RP patients suffer less pain and fatigue; they have, among other things, a better 
physicall  function, and they assess their overall HRQOL better, compared with patients who are to be 
treatedd with ERT. In their screening study, Madalinska et al also established that patients treated with 
RPP appeared to be a rather fit group that even tended to score above the general population norm [I]. 
However,, a lot of what is known about the impact of RP or ERT on the HRQOL is based on cross-
sectionall  studies [24-26|. In these studiê  the HRQOL is measured some time after the treatment has 
takenn place. Based on these data, the effects of the various treatments on the HRQOL are analyzed and 
compared.. One must realize that such a study, precisely because the HRQOL profile before treatment of 
bothh groups of patients may differ, can only render a global impression of the HRQOL on that moment, 
andd wil l never render the exact impact on the HRQOL. If proper information of patients is preferred, 
reliablee knowledge about the impact of treatment on HRQOL is desirable. Therefore, large 
methodologicallyy sound prospective studies, including pre-treatment measures, are necessary to confirm 
thee modest knowledge we already have. 

Finally,, we like to discuss the role of several psychosocial factors. Broadly speaking, there is consensus 
aboutt the fact that HRQOL consists of various independent domains [27,28]. Apart from physical, 
functionall  and social health, psychological health is one of them. This psychological health is 
representedd by several psychosocial factors. Recently, there have been studies into the relation between 
thesee psychosocial factors and the general and disease specific HRQOL. It turned out that the assessed 
HRQOLL is influenced by several psychosocial factors indeed [5,6,8]. This might change our view on 
thee HRQOL as it is assessed to date. In oncological research, psychosocial factors are not an integrated 
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partt of the assessment of HRQOL. Just like with age .md SES, one should in fact correct for 
psychosociall  factors to measure the real impact of a treatment on the HRQOL. This applies to non-
randomizedd studies in particular. In randomized studies, one might assume that various factors that can 
actt as confounders are equally distributed among both gmups. This does not hold good for non-
randomizedd studies. None of the publications that describe ':he impact of RP and FRT on the HRQOL 
concernn randomized studies. In this category of patients, psychosocial factors can therefore play an 
importantt role. Moreover, it is very likely that of two groups with not only different baseline HRQOL, 
butt also different age and SES, the psychosocial profile wil l differ as well. In the present study the 
HRQOLL as well as the psychosocial profile has been examined. However, with respect to these 
psychosociall  factors, age and SES adjusted analyses delivered no significant differences at baseline 
betweenn patients scheduled for RP and patients scheduled for ERT. Only anger and fatigue, as 
exponentss of mood disturbance, are reported more frequently by ERT patients. Coping styles, 
expressionn of emotions, social support, and the number of experienced lif e events are equal in both 
groups.. One must realise, however, that this is one of the scarce articles addressing this subject, and that 
thee number of examined patients is small. Another limitation of the present study is the fact that for 
assessmentt of gastrointestinal symptoms a selfconstructed not well validated questionnaire was used. 

Inn conclusion, age and SES turn out to be important confounders in measuring HRQOL in 
prostatee cancer patients scheduled for radical treatment. The pre-treatment HRQOL scores as measured 
withh the EORTC QLQ C30 differ significantly between patients scheduled for RP and patients who 
wil ll  be treated with ERT. Knowledge about the real impact of RP and ERT on the HRQOL, therefore, 
shouldd be based mainly on longitudinal studies including pre-treatment measures, the analyses of which 
shouldd be adjusted for age and SES. There is evidence that the assessed general and disease-specific 
HRQOLL is also influenced by psychosocial factors. In the present study, baseline psychosocial factors 
didd not differ between both treatment modalities. Whether, like for age and SES, adjustment for 
psychosociall  factors is necessary as well, has to be explored in larger, statistically more powerful, 
studies. . 
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Tablee 1: Baseline patient characteristics (sociodemographic and clinical) by treatment 
modality y 

Characteristics s radicall  prostatectomy 
(n=65> > 

externall  radiation therapy p values 
(n=73) ) 

Agee (years) 
Mean(SD) ) 
Median n 
Range e 

Socioeconomicc status (SES) 
Mean(SD) ) 

<0.00 0 
62.11 (5.8) 
62.0 0 
(49 -72 ) ) 

7.33 (2.7) 

70.00 (6.2) 
71.0 0 
(55-82) ) 

6.11 (3.0) <0.00 0 

Workk status 
Activee working 
Nott active working 

28.66 % 
71.44 % 

5.33 % 
94.77 % 

0.01 1 

Countryy of origin 
Fromm The Netherlands 93.7 % 
Nott from The Netherlands 6.3 % 

94,77 % 
5.33 % 

Maritall  relationship and/or 
livingg together (%) 
Relation n 
Noo relation 

Tumorr staae 
Tx x 
Tl l 
T2 2 
T3 3 
14 4 

{%) ) 

Histologicall  Grade 
Gl l 
G2 2 
G3 3 

PSAA ng/ml 
Mean n 
Median n 
Ranue e 

(%) ) 

88.9 9 
11.1 1 

0 0 
36.5 5 
54,0 0 
9.5 5 
0 0 

27.0 0 
65,1 1 
7.9 9 

12.5 5 
9,9 9 
0 ,4-48 8 

90.76 6 
9.3 3 

1.8 8 
9.1 1 

25.5 5 
60,0 0 

3,6 6 

41,8 8 
40,0 0 
18,2 2 

17,7 7 
12,7 7 
0.99 - 72.0 

0.01 1 

0.01 1 

0.01 1 

PSAPSA = Prostate Specific Antigen; nx - not significant 
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Tablee 2: Baseline patient characteristics of the EORTC QLQ C30 by treatment 
modality.. Age and SES adjusted mean scale-scores are presented. 

EORTCC QLO C30 radical prostatectomy external radiation therapy p values 
indicatorss n=65 (SD) n=73 (SD) 

Physicall  function 
Rolee function 
Emotionall  function 
Cognitivee function 
Sociall  function 
Overalll  HRQOL 

Fatigue e 
Nausea/vomiting g 
Pain n 
Dyspnoe e 
Insomnia a 
Appetitee loss 
Constipation n 
Diarrhea a 
Financiall  difficulties 

91 1 
98 8 
74 4 
92 2 
89 9 
83 3 

16 6 
2 2 
7 7 
7 7 

14 4 
4 4 
3 3 

6 6 
5 5 

(17) ) 
(11) ) 
(19) ) 
(15) ) 
(17) ) 
(15) ) 

(23) ) 
(( 5) 
(15) ) 
(15) ) 
(13) ) 
(18) ) 
(10) ) 
(14) ) 
(15) ) 

86 6 
92 2 
80 0 
84 4 
85 5 
73 3 

24 4 
2 2 

11 1 
11 1 
12 2 
5 5 
6 6 
5 5 
6 6 

(20) ) 
(20) ) 
(21) ) 
(23) ) 
(24) ) 
(17) ) 

(23) ) 
(( 6) 
(19) ) 
(20) ) 
(15) ) 
(12) ) 
(28) ) 
(16) ) 
(15) ) 

0.08 8 
0.05 0.05 
ns s 
0.02 2 
0.06 6 
0.01 1 

0.04 4 
ns s 
0.05 5 
ns s 
ns s 
ns s 
ns s 
ns s 
ns s 

SES=SES= Socioeconomic Status; HRQOL = Health Related Quality of Life; ns = not significant 



Tablee 3: Baseline patient characterise.  of urinary, bowel, and sexual function by 

treatmentt modality. Age and Si.S adjusted scores are presented. 

Variabless radical p-ostatectomy external radiation therapy p values 
nn 65 (SD }  n=73 (SD) 

IPSSS (SD) 10.2 (7.0) 11.1 (7.6) ns 
Incontinencee (%) ns 

Yess 28.6 2I.X 
Noo 71.4 78.2 

II  requencv of incont inence ("n)* i 's 

Oncee a week . v ^ >*.3 
Severall  t imes a week I 1.1 25.0 
Oncee a dav I 0,7 Id.7 
Severall  t imes a dav ! 1.1 <> 
Cont inuouss loss ol urine 5.5 (I 

11 se o!' püds(u . . l *  ns 
Neverr Su N3. 
Sometimess I 1.1 X.3 
lisuallyy s.ft K.5 
Aluav'ss il I» 

Restrictionn in dailv activities ("..)*  its 
Nonee " -4.4 l)\J 
Somee 5.6 8,5 
II  Very) much I) (I 

Whatt do you think about your 
incont inencee I"<,)* ns 

II  don 't care -7.N 41.7 
Difficul tt and uncomfortable 55.f' 58,3 
II  teel m \ s e lf dirtv 16.7 0 

Gastrointestinall function (SD> 14,3 (7,3) 14,3 (6.9) ns 
Sexuall function (during the last month) 

Se \uall  act ive ("nl ns 
Yess 87,1 81.5 
Noo 12}) IS.5 

Interestt sexual need (%) (MI5 
Neverr '7.7 2 5.'J 
Onee til l three t imes 1.3 14.8 
Oncee a week -6.7 48.1 
Severall  t imes a week 5 4.3 I 1.2 
(>ncee a dav 1) 0 

II  reu,uenc\ of nocturnal erect ions ("n) (1.02 
Neverr ! 1.5 30.\) 
Onee til l three t imes 2<M) 27,3 
Onee til l three l imes a week 48.4
Oncee a dav 8.1 I.') 

Abilit yy to achieve an erection ("<.) (1,01 
Neverr 14.5 25.5 
Onee till three times 27.4 25.6 
(>nee till three times a week 5'),4 47.2 
Oncee a dav 17.7 5.6 

Satisfactionn with actual sexual function ("<>) (1.04 
Nott Id.l 29.7 
Sometimess 3 3,') 2>}> 
Veryy :'X(l 44.4 

totall  scores 
Sexuall  dissatisfaction (SD) >A ( 3 , 6) 1 0 . ^ ( 5 , 4) 0 .01 
i - r e c l i onn p r o b l e ms ( S D) 1 ^ ( 4 . 5) 2 l . l M 4 . 3 ) <U>2 
Totall  sexual dvst ln ict ioning (SD) 3 \4 (8.7) 40.6 (8,1) 0.01 

SESSES = Socioeconomic Status: IPSS= International Prostate Symptom Score ; ns = not significant; 
**  = scores are presented only from the patients who report to suffer from incontinence. 
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Tablee 4: Baseline patient characteristics of the psychosocial factors by treatment 
modality.. Age and SES adjusted scores are presented. 

Copingg Style (UCL) 
Activee coping 
Palliation n 
Avoiding g 
Sociall  support 
Denial l 
Expressionn of emotion 
Cognitivee adjustment 

Moodd disturbance (POMS) 
Depression n 
Anger r 
Fatigue e 
Tension n 
Vigour r 
Totall  Mood disturbance 

Impactt of Prostate Cancer as life 
eventt (IES) 
Re-experiencing g 
Avoiding g 
Shockk handling 

Non-expressionn of emotions 

Rationall  orientation 
Expressionn in 
Expressionn out 
Emotionall  control 

Sociall support (SSQ) 

Lifee events (LES) 

radicall  prostatectomy 
n=65 5 

18,8 8 
17,6 6 
12,6 6 
12,9 9 
10,4 4 
4,9 9 

12,4 4 

12,1 1 
8,7 7 
8,6 6 

12,5 5 
16,4 4 
55,2 2 

12,7 7 
11,8 8 
27,1 1 

42,3 3 
12,1 1 
13,2 2 
18,2 2 

20,3 3 

42,3 3 

(SD) ) 

(12,1) ) 
(14,0) ) 
(( 9,6) 
(13,1) ) 
(( 7.7) 
(( 9,8) 
(11,6) ) 

(13,2) ) 
(( 4,1) 
(( 6,2) 
(14,3) ) 
(( 8,8) 
(19,6) ) 

(( 8,1) 
(( 9,4) 
(11,1) ) 

(15,2) ) 
(( 4,8) 
(( 6,2) 
(( 5,9) 

(10,1) ) 

(17,6) ) 

externall  radiation therapy 
n=73 3 

17,1 1 
16,4 4 
13,6 6 
11,1 1 
10,7 7 
4,9 9 

12,1 1 

11,4 4 
9,5 5 
9,4 4 

10,8 8 
15,9 9 
55,5 5 

9,9 9 
11,9 9 
23,9 9 

44,3 3 
13,0 0 
11,6 6 
18,1 1 

20,2 2 

44,3 3 

(SD) ) 

(10,8) ) 
(16,2) ) 
(11,6) ) 
(( 7,9) 
(( 8,7) 
(( 6,6) 
(12,2) ) 

(9,1) ) 
(( 6,3) 
(( 6,9) 
(12,2) ) 
(10,4) ) 
(17,5) ) 

(( 9,0) 
(( 8,6) 
(13,9) ) 

(12,1) ) 
(( 5,8) 
(( 6,7) 
(( 6,6) 

(( 7,9) 

(21,2) ) 

pp values 

ns s 
ns s 
ns s 
ns s 
ns s 
ns s 
ns s 

ns s 
0.01 1 
0.02 2 
ns s 
ns s 
ns s 

ns s 
ns s 
ns s 

ns s 
ns s 
ns s 
ns s 

ns s 

ns s 

SESSES = Socioeconomic Status; UCL = Utrecht Coping List; POMS = Profde Of the Mood Scale; IES' 
Impactt of Event Scale; SSQ =Social Support Questionnaire; LES = Life-Experience Survey; 
nss = not significant 
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