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This study investigated whether psychosexual changes found after sur- 
gery for benign prostatic enlargement relate spec fically to the prostat- 
ectomy procedure or to the stresses of surgery in general. The sexuul 
adjustment of 91 married men (rangzng in age from 51 to 77) who 
had undergone either transurethral prostatectomy or inguinal hernia 
repair was compared using the same measures and experimental design. 
Results show that both surgeries appeared to result in relatively minor 
but widespread negative consequences for sexual adjustment and expres- 
sion. Findings on both individual and couple sexual adjustment suggest 
that the psychosexual consequences of the two procedures do not df fer  
substantially. As expected, the one exception was retrograde ejaculation, 
which was more likely to be experienced b~ men who had undergone 
prostate surgery. The results illustrate the necessity of conducting com- 
parative studies when evaluuting the sexual consequences of surgical 
procedures and highlight the importance of taking age into consideration 
when conducting research on the effects of surgery on older men. 

Virtually all men experience benign prostatic enlargement, typically start- 
ing at age 40. By age 60, more than 50% of males experience some kind 
of prostate problem; this figure increases with advancing age.’** As the 
number of people over age 60 in the population is increasing, one can 
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expect a growing number of men to manifest symptoms of benign en- 
largement of the prostate. Surgery, most commonly transurethral pros- 
tatectomy, is the treatment of choice when symptoms become severe. 

T h e  prospect of having to undergo prostate surgery is usually contem- 
plated with dismay by men with prostatic symptoms. In  addition to con- 
cerns about the procedure itself, many men are also worried about the 
sexual consequences of prostatectomy. For example, Libman, Creti, and 
Fichten? found that while 20% of men believed their sex life would de- 
teriorate after surgery, only 2% thought that it would improve. 

T h e  literature does not provide a clear answer to the question: What 
are  the sexual consequences of prostate surgery? While transurethral 
resection, the most popular procedure, involves no  external incision and 
is unlikely to disturb the innervation of the erectile system, the reported 
adverse sexual consequences of all types of prostatectomies, including 
the transurethral procedure, have been substantial. When one  considers 
that prostatectomy is typically performed on aging individuals, who are  
already exposed to negative societal pressure, and that the surgical pro- 
cedure involves the genitals directly, some incidence of psychogenic post- 
prostatectomy sexual impairment might be expected. What is surprising 
is the variability of outcome following prostate surgery for benign pros- 
tatic enlargement. A review of studies carried out between 1960 and 1985 
reveal an astonishing range, 0% to loo%, in the frequency with which 
such impairment reportedly occurs." 

Most studies on aging males who have undergone surgery for benign 
prostatic enlargement show .minor but widespread indications of dete- 
rioration in various aspects of sexual adjustment after surgery. I t  is not 
possible, however, to make firm conclusions about either the precise 
nature of the deterioration or about the incidence of negative sexual 
outcomes after prostatectomy because a variety of methodological weak- 
nesses and confounds make the results of existing studies difficult to 
interpret. Problems include: 1) a preponderance of uncontrolled retro- 
spective studies; 2) nonhomogeneous samples (type of prostatic disorder, 
type of surgery, general physical health, age, availability of a partner, 
and preoperative sexual adjustment); 3) inadequate outcome measures; 
and 4) widely different criteria for adequate sexual functioning as well 
as lack of attention to the multidimensional nature of sexual adjustment. 

To assess the impact of a stressor such as surgery, it is desirable to 
evaluate affected individuals' status both prior to and following the event. 
Because of difficulties inherent in conducting prospective studies, inves- 
tigations of the sexual consequences of prostate surgery have often asked 
men who have undergone the procedure to evaluate their prestressor 
adjustment retrospectively. However, data show that retropsective and 
prospective methods of collecting information about the sexual conse- 
quences of prostatectomy do nol yield equivalent results. While the two 
techniques do not show differences when current (postsurgery) status is 
assessed, retrospective evaluation of sexual adjustment prior to the pros- 
tate surgery results in more favorable ratings of presurgery adjustment 
than does prospective evaluation.5 

These findings suggest that when using retrospective methodology, it 
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is vital that data be obtained from a comparison group, where subjects 
also complete measures on a retrospective basis. Comparison group sub- 
jects may be of two types: individuals who have experienced no aversive 
event or people who have experienced a different type of stressor. In 
the present investigation, the latter alternative was selected. In order to 
evaluate the effects of prostate surgery on sexual adjustment, we  selected 
t w o  samples of married men who were similar in age, physical health, 
and psychological and marital adjustment who had undergone either 
transurethral prostatectomy or a surgical procedure of “equivalent” se- 
verity: inguinal hernia repair (a procedure which involves repair of the 
weakened connective tissue in the groin area by suturing surrounding 
muscles and ligaments). A hernia repair comparison group was selected 
because this procedure, too, is often performed on older individuals and 
because the two  surgical procedures are similar in terms of their generally 
non-life-threatenng physical implications and the anatomical proximity 
of the operative sites. 

Studies of sexual adjustment in aging men generally indicate a gradual 
decline in sexual functioning with increasing age.”9 Yet, most studies of 
the comparative effects of different surgeries on sexuality in aging men 
fail to take into account large discrepancies in the age of subjects: 1) 
published reports generally include men whose ages vary from 50 to 
80-a difference of three decades; 2) prostatectomy patients tend to be 
older than nonprostatectomy patients;I0 and 3) in most investigations 
which have compared prostatectomy to other types of surgery, the age 
variable confounds the interpretation of results. 

For example, three studies that failed to control for the ages of subjects 
in different surgical groups showed that prostatectomy is followed by a 
greater degree of erectile disorder than other surgical procedures, such 
as perineal biopsy,” inguinal herniorrhaphy,’* and intraperitoneal and 
inguinoscrotal surgery.I3 However, the results of a large comparative 
study that took subjects’ age into consideration showed that prostatectomy 
and other types of surgery (urological surgery, general surgery) had 
equivalent effects on erectile function.1° 

In the past, we  made a variety of recommendations concerning how 
studies of postprostatectomy sexual adjustment should be carried O U ~ . ‘ ~ . ~ ~  
In the present investigation, many of these guidelines were followed. 
Perhaps the most significant methodological improvements are: 1) the 
investigation incorporates a surgical control group which is also composed 
of aging individuals; 2) the issue of subjects’ age has been addressed; and 
3) participants in the two surgical groups were selected in such a way that 
they are similar in a number of ways, including the availability of a part- 
ner. 

METHOD 
Subjects 

Subjects consisted of 91 married men between the ages of 51 and 77 who 
had undergone either transurethral prostatectomy (n = 67) or inguinal 
hernia repair (n = 24) 3 to 18 months prior to testing. All were parti- 
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cipating in a larger investigation on the effects of aging and  surgery. 
Subject selection criteria were as follows: age between 50 and 79, cur- 

rently married, good command of English, minimum grade 9 educational 
level (or equivalent) to ensure adequate comprehension and ability to fill 
out questionnaire measures. Subjects were excluded on the basis of:  se- 
vere physical illness, diagnosis of prostatic cancer, diabetes mellitus, an- 
other recent surgery in either spouse, conditions associated with organically 
based erectile dysfunction (cf. Kaplan’s15 tables on  the effects of illness. 
and drugs on  sexuality), and psychological disturbance (defined as having 
sought or contemplated psychotherapy during the past two years). 

T h e  average age of men in the prostatectomy sample was 65 (range, 
52 to 77); average age in the herniorrhaphy sample was 62 (range, 51 
to 77). Couples had been married for an average of‘ 31 years and  their 
relationships were generally satisfactory. Subjects were  in good physical 
and psychological health. Data on income and educational level indicate 
that subjects were, generally, from the “middle class.” 

Measures 

Measures were adapted, where needed, to allow subjects to answer with 
respect to both their current level of functioning as well as their status 
during the year prior to the surgery. Included in the test battery were 
a variety of measures required for the larger investigation in which sub- 
jects were participating. Of interest to the present investigation are  the 
following. 

Hackcground Information Form. This form was designed for the present 
study. I t  asks for information on age, years of education, years married, 
family income, and previous professional help for emotional, sexual, or 
marital problems. 

Goals for  Sex Therapy Scale (GSTS). This 15-item measure’6 uses a seven- 
point rating scale to  evaluate men’s satisfaction with their ability to engage 
in various sexual activities. I t  yields one score which reflects satisfaction 
with one’s sexual performance. ‘I‘he instrument has been shown to be 
sensitive to pre-post sex therapy changes.” 

Self-Efficacy Scale-Erectile Functioning (SSES-E) .  T h e  SSES-E measures 
confidence in one’s ability to perform a variety of sexual behaviors. T h e  
scale lists 25 desirable male sexual performance tasks. Subjects indicate 
those tasks they can perform and rate their confidence on  a 10-point 
scale ranging from 10 (“quite uncertain”) to 100 (“certain”). T h e  scale 
has demonstrated reasonable reliability and validity.1x,19 

Sexual Hzstory Form (SHF) .  T h e  SHE’ is a %item self-report sexual 
history measure. I t  is typically scored on an item-by-item basis, resulting 
in 28 variables. Of concern to the present investigation are  four items 
that assess frequency of actual and of desired couple sexual activity, 
frequency of sexual arousal, and satisfaction with the couple’s sexual 
relationship. Normative data for items are  

In order  to obtain a global score of male sexual functioning, 12 SHF 
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items measuring male sexual desire, frequency of sexual activity, and 
sexual ability (e.g., erections, ejaculatory control) were transformed to 
proportions of their maximum possible rating, summed, and  divided by 
12 to provide a derived score: Global Male Sexual Functioning. Maximum 
score is 1.0; lower scores indicate better functioning. Data indicate that 
this derived score is a good measure of overall sexual adjustment.'2 

Addilzonal Sexual Measures (SHF-A).  T w o  additional questions were pre- 
pared for the present study. These use the same response format as the 
SHF and inquire about the frequency of retrograde ejaculation and  
morning erections, aspects of male sexual capacity not tapped by the 
SHF. Because they were added to the test battery part-way through test- 
ing, some subjects did not respond to these questions. 

Procedure 

T h e  research protocol was approved by the McGill University teaching 
hospitals' Ethics Committee. Surgeons at several large metropolitan hos- 
pitals contacted potential subjects by letter requesting their permission 
to be telephoned by the researchers. T h e  study was described to all po- 
tential subjects who agreed to be contacted. 

After verifying that subjects fit the experimental criteria, a n  appoint- 
ment was made to administer the test battery. Each subject provided 
written consent prior to participation. Measures were completed in the 
presence of one of the experimental personnel. 

All subjects were tested between 3 and 18 months after their surgery. 
Half of the subjects in both groups first completed the battery of measures 
concerning their current level of adjustment and, at a testing session one  
to two weeks later, completed the same measures concerning their ad- 
justment during the year prior to their surgery. T h e  remaining half of 
the subjects completed the pre- and postsurgery batteries in the reverse 
sequence. 

RESULTS 

T h e  results indicate that in spite of identical age selection criteria, subjects 
in the prostatectomy sample were significantly older ( M  = 64.61, SD 
= 5.56) than those in the hernia repair sample ( M  = 62.08, SD = 7.99), 

1 (89) = 2.22, p <.05. Therefore, age was covaried in data analyses. 
Multivariate analysis of covariance (MANCOVA) [2 Groups (Prostat- 

ectomy/Herniorrhaphy) X 2 Time (Pre/Post)], with age as the covariate, 
was carried out on  the seven sexual measures completed by all subjects 
(GSTS, SSES-E, SHF items 1 ,  2 ,9 ,  and 26, SHF-Global Sexual Function- 
ing score). Univariate analysis of covariance (ANCOVA) comparisons 
were made on the two Additional Measures (morning erections, retro- 
grade ejaculation) because these were completed by only some of the 
subjects. Inclusion of these two measures in the MANCOVA would have 
resulted in a substantial loss in sample size. 

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
M
c
G
i
l
l
 
U
n
i
v
e
r
s
i
t
y
 
L
i
b
r
a
r
y
]
 
A
t
:
 
0
1
:
3
2
 
2
6
 
A
u
g
u
s
t
 
2
0
1
0



32 loumal of SQX k? Marital Therapy, Vol. 1 7 ,  No, I ,  Spring  1991 

TABLE 1 
Pre- and Postsurgery Means in the Prostatectomy 

and Hcrniorrhaphy Samples 

Prostatectomy Sample Hernia Repair Sample 

Variable> Pre Po51 Pre Post 

Sexual Adjustment: Capacity 
'C;lobal Sexual Functioning (SHF) 

Sexual Adjustment: Capacity-Orgasm 
I Retrograde Ejaculation (St {F-A) 

Sexual Adjustment: Caparity-Erections 
'Morning Erections (SHF-A) 

Sexual AGjustment: Behavior 
'Frequency of Couple Sexual Activity 

IFrequency of Desired Couple 
(SIiF-I) 

Sexual Activity (SHF-2) 

Sexual Adjustment: Cognitive Dimension 
Sexual Sclf-Efficacy (SSES-E) 

SatisFaction with Sexual Ability (GSIS)  

Sexual Adjustment: Affective Dimension 
'Frequenry of  Sexual Arousal (SHF-26) 

Sexual AcIjustment: Couple Relations 
Satisfaction with Couple Sexual 

Relat ionship (SH F-9) 

,433 
(.079) 

I .64 
( I  .29) 

3.39 
( I  .48) 

5.30 
( I  .55) 
4.46 
(1.09) 

,478 
(.106) 

3.28 
(2.33) 

3.69 
( I  .43) 

5.81 
(1.71) 
4.67 

(1.45) 

64.27 59.25 
( 18.84) (20.28) 
70.58 66.24 

(16.40) (17.48) 

4.03 4.45 
( I  .37) ( I  .70) 

5.0'2 4.61 
( I  .27) ( I  .60) 

,422 
(.102) 

I .35 
(0.71) 

3.00 
( I .48) 

5.38 

4.25 
( I .%) 

(1.33) 

68.30 
(17.31) 
76.88 

(16.37) 

3.46 
( I  .56) 

4.88 
(1.23) 

,428 
(.090) 

1.61 
(0.99) 

3.96 
( I  .46) 

5.92 
( I  .86) 
4.54 

( I  3 9 )  

66.78 
(21.29) 
66.88 

(19.40) 

3.46 
( I  .5Y) 

4.67 
( I  69) 

Nor? Valuer in parenrhcus arc simdard deviarlonr 
' l .owcr scnrcr indicarc bclrcr adjurrrncnl 

T h e  MANCOVA on the seven measures revealed no  significant Group 
or Group x Time effects. I t  did, however, show a significant Time main 
effect, F (7,83) = 3.46, p <.01. Examination of the univariate ANCOVA 
tests shows significant ( p  <.05 or better) Time main effects for four of 
the seven measures: frequency of couple sexual activity, global sexual 
functioning, sexual self-efficacy, satisfaction with sexual ability. A fifth 
Time main effect (frequency of desired couple sexual activity) ap- 
proached significance ( p  <.06). As the Means in Table 1 show, all indicate 
poorer sexual adjustment post- than presurgery. T h e  ANCOVA com- 
parison on morning erections also showed only a significant Time main 
effect, F (1,57) = 4.38, p <.05, again indicating better functioning pre- 
than postsurgery. 

'I'he only analysis that revealed a difference between the prostatectomy 
and hernia samples-the ANCOVA comparison on  retrograde ejacula- 
tion-showed significant Group, F (1,60) = 8.54, p <.O 1, Time,  F (1,60) 
= 11 .00, p <.01, and Group x Time, F (1,60) = 5.79, p <.05, cffccts. 
Means in 'l'able 1 and Tukey hsd test results on the significant interaction 
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show that postsurgery scores in the prostatectomy sample were signifi- 
cantly ( p  c.05) worse than scores in all other conditions. 

DISCUSSION 

T h e  findings indicate that with the exception of retrograde ejacula- 
tion-a common side effect of the transurethral prostatectomy procedure 
itself-the sexual consequences of prostatectomy and herniorrhaphy did 
not differ. Both procedures resulted in minor but fairly widespread de- 
terioration postsurgery, at least as assessed in the present investigation. 
Thus,  ou r  data suggest that the sexual impairment postprostatectomy 
reported in the literature may not be related to prostatectomy per se. 
Rather, except for retrograde ejaculation, deterioration is most likely d u e  
to the aging process and to the stresses of surgery in general. 

T h e  typical definition of the beginning of “old age” is 65, although 
many investigations of sexuality and aging include individuals ranging 
in age from 50 to 80-a 30 year span. Contradictory findings supporting 
either positive or negative aspects of aging may be summoned at will 
when individuals with such a wide age range are lumped together in the 
same sample.23 O u r  own data on the relationship between age and sexual 
adjustment postsurgery suggest that even small age discrepancies between 
“older” individuals affect the nature of the findings.14 Therefore, the age 
variable must be very carefully controlled when investigating the com- 
parative effects of different surgical procedures on  psychosexual adjust- 
ment. 

An additional consideration is the use of a retrospective methodology. 
Initially, we believed that the comparison of two different surgical pro- 
cedures which use the same methodology would produce unequivocal 
results. It has become increasingly apparent that the retrospective meth- 
odology, itself, appears to generate a systematic positive bias in subjects’ 
self-reports of their presurgery a d j ~ s t m e n t . ~  Future investigations of the 
comparative effects of different surgeries on  sexual adjustment would 
be enhanced by a prospective experimental design. In  this case, however, 
one must be careful to conduct the presurgery evaluation prior to the 
onset of severe physical symptomatology and related psychological dis- 
tress. A physiological measure of erectile functioning should also be in- 
cluded in order to complement self-report data. Finally, different aspects 
of sexual capacity, expression, and performance vary differentially with 
increasing age and in response to various s t r e~so r s .~  Any evaluation o f  
the consequences of different surgical procedures on sexuality in “older” 
individuals must take into account the multidimensional quality of sexual 
expression and experience. 
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