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Abstract

Introduction: Prostate cancer is one of the most common neoplasia in men, and its clinical
evolution is highly influenced by psycho-emotional factors, especially in elderly patients.
Comorbidities, the perception of one’s identity and its impact on life quality become rele-
vant variables in the therapeutic decision. Sexual dysfunction after treatment along with
decreased libido, erectile dysfunction and ejaculatory dysfunction are significant problems
in patients with prostate cancer. Case presentation: The present study presents the oncolog-
ical evolution of an elderly patient with a dual diagnosis, prostate adenocarcinoma and lung
squamous cell carcinoma, who faced a significant amount of medical and psychological
challenges. Reluctance to hormone therapy was closely linked to the fear of sexual dysfunc-
tion, a very common reaction in elderly men concerned with maintaining autonomy and
intimacy. The peculiarity of the case consists in the interaction between the evolution of the
disease, the therapeutic decisions and the psychological impact on the patient. Discussion:
Androgen deprivation therapy negatively influences multiple aspects of sexual function,
significantly impairing the life quality of patients diagnosed with prostate cancer. In this
context, therapy through acceptance and commitment is the appropriate one, its main pur-
pose being to change the patient’s relationship with suffering—from struggle and rejection
to active acceptance and value of the present. The intervention of the psychologist or the
psychotherapist is essential in decision-making counseling, using coping techniques, the
clarification of personal values and the involvement of the family in the decision-making
process. Oncological psychology helps the patient redefine their life goals and priorities,
not just to choose a treatment. Conclusions: Sexuality and psychological health are deeply
affected by prostate cancer. Psychological flexibility and emotional support can mitigate
this negative impact. The integration of therapy through acceptance and commitment in
the rehabilitation after treatment increases effectiveness and patient satisfaction.
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1. Introduction
1.1. General Introduction Regarding the Incidence of Prostate Cancer

The second most common type of cancer and the main cause of death due to cancer
in men is prostate cancer (PC) [1,2]. Most men are diagnosed with localized prostate
cancer (roughly 76%) or with a regional disease, characterized by the extension at the
level of the lymph nodes (13%), while approximately 10% present distal metastases upon
diagnosis.According to the statistical data collected between 2018 and 2021 (except the year
2020, because of the disturbances caused by the COVID-19 pandemic), it is estimated that
approximately 12.9% of men will be diagnosed with prostate cancer throughout their life
time [3]. Prostate cancer is a common disorder among elderly men [4], and the increased
use of prostate-specific antigen (PSA) testing, along with increased life expectancy, has led
to an increased incidence of prostate cancer diagnosis among this population category [5].
Considering that survival rates are high regardless of the treatment of choice, aspects such
as treatment-related toxicities that affect the life quality of patients significantly influence
their decision-making. Prostate cancer is associated with a lower life quality [6,7]. Sexual
dysfunction after treatment, which includes decreased libido, erectile dysfunction and
ejaculatory dysfunction, is a significant problem among prostate cancer patients.

1.2. The Associated Psychological Impact

In addition to physical effects, there is also a psychological dimension which is often
underestimated. According to a systematic study published in January 2025 by the Euro-
pean Psycho-Oncology Journal, more than 40% of prostate cancer patients report clinical
symptoms such as depression or anxiety within the first 12 months after the diagnosis [8].
These disorders are often related to a fear of relapse, loss of male identity, social isolation
and the impairment of sexual function. In addition, patients with a low educational level,
advanced age or multiple comorbidities present a significantly higher risk of psychologi-
cal impairment.

In this context, the integration of scientifically validated psychological interventions
becomes essential. Acceptance and Commitment Therapy (ACT) is a method recently
promoted in the field of oncological psychology, which was demonstrated in clinical trials
between 2024 and 2025 to be effective in reducing psychological stress, in increasing life
quality and in supporting patients in adapting to inevitable functional losses [9,10]. ACT
does not aim at eliminating emotional symptoms, but at cultivating psychological flexibility,
allowing patients to coexist with suffering and uncertainty, while following their personal
values [11-13].

1.3. Diagnosis, Staging and Psychological Impact

Modern imaging methods, such as multiparametric magnetic resonance imaging
(mpIRM), ultrasound-guided transrectal biopsy (TRUS-biopsy), digital rectal examination
and the serum determination of prostate-specific antigen (PSA) represent main tools in
the early diagnosis and staging of prostate cancer. PSA testing, introduced in 1986 as
an accessible method to detect asymptomatic prostate cancer, initially led to a significant
increase in incidence in developed countries. Subsequently, its use became moderate due to
more restrictive guidelines. Although PSA values increase physiologically with age, a level
of 4-10 ng/mL is considered borderline and associated with a 25% risk of cancer, while
values over 10 ng/mL indicate a risk over 50% [14]. After a positive PSA result, a prostatic
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biopsy is usually recommended. The biopsy is frequently guided by transrectal ultrasound
and/or magnetic resonance imaging (MRI), these also being useful in locating the lesion
and estimating the prostate volume. In the event of a positive result, the tumors are
subsequently classified according to the Gleason score. The Gleason score is the reference
standard scale in the histopathological assessment of prostate adenocarcinoma, based on
the tumor glandular architecture. A first-degree rating corresponds to a well-differentiated
glandular structure, with minimal cellular atypia, while a fifth-degree rating reflects a
completely undifferentiated malignant proliferation, with the complete loss of glandular
architecture and cytologic characteristics marked by aggressiveness.

Psychological interventions are essential. Among these, ACT has demonstrated clini-
cal efficiency in supporting cancer patients, including those diagnosed with prostate cancer.
ACT promotes acceptance of unavoidable suffering associated with the disease and encour-
ages the active commitment to personal values, thus supporting adaptation to the disease
and maintenance of a meaningful life [11]. Studies show that ACT significantly reduces
anxiety and depression among cancer patients, increases psychological flexibility and im-
proves the capacity to cope with uncertainty and functional loss [13,15]. Moreover, this
form of therapy among men can directly address concerns about masculinity, intimacy and
autonomy, supporting the patient in reintegrating personal identity affected by disease [15].

1.4. Available Treatments and Androgen Deprivation Therapy’s (ADT) Position in the
Therapeutic Plan

The prostate gland is based on androgens for its growth and development. ADT has
been a fundamental therapeutic approach since the 1940s [16]. Surgery, radiotherapy and
active surveillance are standard treatments for localized prostate cancer. ADT is used
in patients with localized recurrent and metastatic PC, with intermediate or high risk,
according to the most recent international guidelines [17,18]. In the event of intermediate-
to advanced-risk diseases, the therapeutic strategy commonly comprises radiotherapy and
ADT—interventions considered essential in multimodal oncologic management [19].

Patients undergoing ADT generally achieve castration levels of circulating testosterone,
which is associated with a reduction in tumor charge, improvements of symptoms and
increases in survival. However, most cases eventually evolve to a stage of tumor progression
under ADT, characterized by an increase in serum values of prostate-specific antigen
(PSA), the occurrence of new metastases—most commonly to bone or lymph nodes—or
the worsening of clinical symptoms despite maintaining serum testosterone under the
castration threshold (<50 ng/dL) [20].

ADT’s mechanism of action is as follows: ADT includes agonists and antagonists
of the luteinizing hormone-releasing hormone (LHRH) or bilateral orchiectomy. The
hypothalamic—pituitary—gonadal axis is suppressed by the agonists and antagonists of
LHRH, which decreases the amount of testosterone in the blood [21,22].

The basic principle of ADT in the management of PC is well established and has
remained relatively unchanged since the seminal discovery of Charles B. Huggins, who
demonstrated tumor dependence of PC on testosterone nearly eight decades ago [23]. ADT
aims to suppress the androgen axis through pharmacological (analogs or antagonists of
Gonadotropin release hormone—GnRH) or surgical means (bilateral orchiectomy), with
the aim of reducing plasma concentrations of testosterone and dihydrotestosterone (DHT).
These androgens are indispensable for the survival and functioning of prostate cells. In an
oncological context, malignant prostate cells often exhibit an enhanced activation of the
signaling pathway mediated by the androgen receptor, a phenomenon that contributes to
tumor proliferation and progression [24].

Androgen receptor pathway inhibitors (ARPIs) have been developed and perfected
since the 1960s. The steroidal variants of these agents present a molecular structure similar
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to endogenous hormones, such as testosterone and progesterone, which can lead to some
nonspecific hormonal adverse reactions, which are not directly associated with prostate
cancer treatment. Nonsteroidal androgen receptor inhibitors have a different molecular
configuration from steroidal compounds, which gives them a superior safety profile regard-
ing progesterone-related side effects. These agents act predominantly as selective androgen
receptor antagonists, specifically blocking androgen signaling without inducing unwanted
hormonal effects [25].

Advances in understanding the functioning of the androgen receptor (AR), as well as
the mechanisms of resistance to androgen deprivation therapy (ADT), have facilitated the
occurrence of modern next-generation androgen receptor pathway inhibitors (ARPIs), such
as Abiraterone, Enzalutamide, Apalutamide, and Darolutamide [26-28].

Although androgen receptor pathway inhibitors (ARPIs) were initially introduced
for the treatment of metastatic castration-resistant prostate cancer (nCRPC), their use has
significantly expanded as clinical data have accumulated [29-31]. Recent studies have
revealed that, in combination with androgen deprivation therapy (ADT), these agents
also provide benefits in the early stages of the disease. Thus, their efficacy has been
demonstrated in non-metastatic castration-resistant prostate cancer (nmCRPC) [32,33], in
metastatic forms still sensitive to hormone therapy (mHSPC) [26,28,34-39], and, more
recently, even in cases of high-risk localized disease, according to the results obtained in
the STAMPEDE trial [34].

2. Case Presentation

The patient in our study is 75 years old, residing in Galati, Romania, and retired. They
presented to the Oncology service with comorbidities, including ischemic heart disease
and chronic anemia.

Pretherapeutic Assessment, Staging and Therapeutic Approach

Pretherapeutic investigation included laboratory tests including complete blood count,
inflammatory balance erythrocyte sedimentation rate (ESR or sed rate) and C-reactive
protein (CRP), hepatic and renal samples, and determination of initial serum PSA values
(14.634 ng/mL upon diagnosis).

MARCH 2024: Prostatic biopsy—the histopathological result confirmed the diagnosis
of prostate adenocarcinoma, Gleason score 7 (3 + 4), 2nd-degree group, pattern 4-25%, left
perineural invasion.

The pretherapeutic assessment was completed with a CT of the chest and abdomen,
MRI of the pelvis and bone scan, being clinically included in stage T2bNOMO, adenocarci-
noma Gleason 7, initial PSA 14.63.

The multidisciplinary oncology board proposed ADT plus definitive radiotherapy,
which the patient refused for fear of decreased erectile function. The patient expressed
reservations about initiating hormonal therapy, expressing fears about its negative impact
on sexual function, especially potency. This reluctance is frequently encountered among
elderly men who wish to maintain their life quality and personal intimacy even in an
oncological context. Psychological counseling was undertaken and it lasted for 6 weeks:
one session per week.

The ACT intervention with this patient was structured into six sessions, each targeting
one of the core processes of the hexaflex model [11]. The role of these sessions was to help
the patient accept the diagnosis and then to get him involved in treatment. In Session 1,
psychoeducation and creative hopelessness were introduced to foster acceptance, with a
focus on normalizing fears related to sexual dysfunction and shifting from symptom control
to value-based living, using metaphors such as the “tug-of-war with cancer” to reframe
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avoidance. Session 2 emphasized cognitive defusion, addressing catastrophic thoughts
around masculinity and intimacy (“I will lose my masculinity”, “I won't be loved”) through
strategies such as labeling thoughts (“I am having the thought that...”) and imagery
exercises like “leaves on a stream”, aimed at reducing fusion with distressing cognitions.
Session 3 cultivated present-moment awareness through mindfulness practices, including
grounding and breath-focused exercises, which were applied both in medical contexts and
in marital interactions to decrease avoidance and enhance emotional presence. In Session
4, the focus shifted to self-as-context, distinguishing the patient’s identity from his illness
using the chessboard metaphor, thereby reinforcing dignity, autonomy, and perspective-
taking. Session 5 involved value clarification, guiding the patient to identify and prioritize
core values such as intimacy, companionship, dignity, and autonomy, and translating these
into concrete goals, such as maintaining meaningful time with their spouse and continuing
hobbies, while reframing concerns about sexual performance within broader intimacy
values. Finally, Session 6 focused on committed action, where a personalized plan was
developed to support adherence to ADT while sustaining valued life activities, addressing
barriers such as fatigue and treatment side effects, and integrating the spouse into a long-
term coping strategy, thereby ensuring that therapeutic progress remained grounded in
meaningful and sustainable behavior change.

Over the course of the six ACT sessions, the patient’s psychological state was system-
atically monitored using the Subjective Units of Distress Scale (SUDS), ratings being taken
before and after each session. The results showed a progressive and consistent decrease in
both anxiety and depressive symptoms after each therapeutic encounter. Initial SUDS val-
ues, which were in the high-distress range (7-8/10), gradually decreased session by session,
with post-session ratings falling by 2-3 points on average. By the end of the intervention,
the patient regularly reported pre-session distress levels around 4-5/10, with post-session
levels reduced to 1-2/10. This pattern reflects both immediate session-by-session relief
as well as a cumulative long-term improvement in psychological well-being. The patient
explicitly reported greater acceptance of their diagnosis, reduced preoccupation with sexual
performance, and an increased ability to engage in valued life domains such as maintaining
intimacy, gardening, and social interactions.

MAY 2024: CT of the thorax—A pulmonary lump of 1 cm was noticed (right inferior lobe),
with recommendation for monitoring

In July, the patient returned for follow-up with PSA = 16.14 ng/mlL, and after a
discussion with the oncologist and the psychologist, they agreed on ADT treatment, with
the decrease in PSA values in October 2024 being down to 0.12 ng/mL.

JULY 2024: Bone scan with 99mTc-HDP

For the assessment of bone dissemination, a whole-body scan was performed in July
2024, with administration of 99mTc-HDP. The examination did not reveal hyper-uptake
foci suggestive of bone metastases, but only accumulation at the joint level, corresponding
to some degenerative inflammatory modifications. This result offers significant oncologic
comfort, confirming that despite the increased PSA values of the patient, the patient did
not present bone metastases at the time, which is an important aspect for staging and the
choice of subsequent therapeutic conduct.

In the present case, the efficiency of the treatment is reflected in the rapid decrease in
PSA values, but monitoring bone density through DEXA assessment remains an important
aspect, especially in the presence of cardiovascular comorbidities and advanced age [38,39].

DECEMBER 2024—Progression of pulmonary lesion and undertaking the transthoracic
puncture biopsy
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PSA (ng/mL)

14.634

After 7 months from the identification of the mass, the follow-up imaging revealed tu-
mor progression. An ultrasound-guided transthoracic puncture biopsy was recommended
for the histopathological analysis. The patient postponed the transthoracic biopsy for
2 months, until February 2025.

FEBRUARY 2025—The pathological result and the recommendation for immunohistochemistry

The analysis report revealed well-differentiated bronchopulmonary squamous cell car-
cinoma (G1), the diagnosis being also supported by an immunohistochemical examination
(molecular markers: negative EGFR, negative ALK, PDL 1).

MARCH 2025—Right inferior lobectomy with mediastinal lymphadenectomy was
performed, with a histopathological result of well-differentiated keratinized squamous cell
carcinoma (G1).

Classification pTNM: pT4NO

Classification TNM pT4NO revealed an extensive primary tumor (8.6/7.2/5 cm),
without lymph node involvement, with severe local invasive potential and reserved prog-
nosis [40].

It is worth mentioning that a postoperative evaluation was performed, including a
brain CT scan, which ruled out the presence of secondary lesions.

We are discussing the case of a patient with two synchronous neoplastic sites that
require a multidisciplinary approach for each neoplastic site.

The multidisciplinary oncology board decided to continue the androgen deprivation
therapy (ADT) and to initiate adjuvant chemotherapy, given the biological profile of the
patient and their comorbidities.

In July 2024, given the increased PSA value to 16.149 ng/mL, the patient accepted the
beginning of the androgen deprivation therapy. The therapeutic response was prompt and
marked: upon the October 2024 assessment, the PSA value had decreased to 0.12 ng/mL,
and the recorded testosterone value was at castration level, confirming the effectiveness of
the hormonal therapy. In the following months, PSA values became almost undetectable, re-
maining below 0.05 ng/mL until January 2025, which suggests clear biochemical remission
(Figure 1).

16.149

0.12 0.04 0.04
= °

March 2024 July 2024  October 2024 December 2024 January 2025

Figure 1. PSA evolution in time.

Up to the present moment (August 2025), the patient has undergone three rounds
of adjuvant chemotherapy (Gemcitabine plus Carboplatin), with Pegfilgrastim for the
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prophylaxis of febrile neutropenia, without hematologic or non-hematologic toxicities for
lung cancer. At the same time, the patient continues androgen deprivation therapy.

3. Discussion
3.1. Sexual and Systemic Side Effects of ADT

The treatment of prostate cancer is designed to relieve the symptoms of the disease
and improve the patient’s quality of life [41—43]. In the context of hormonal treatment,
it should be mentioned that ADT is commonly associated with systemic adverse effects,
including reduced mineral bone density, sarcopenia, dyslipidemia, fatigue, and marked
sexual dysfunction.

ADT negatively impacts many aspects of sexual function, potentially significantly
compromising the life quality of patients diagnosed with prostate cancer (PC). ADT may
cause penis length shortening and testicular atrophy, and in association with body mass
changes, it decreases muscle mass and facilitates the occurrence of gynecomastia. It can
negatively affect body image perception, thus contributing to sexual dysfunction and less
intimacy between couples [44,45]. The link between ADT administration, decreased libido
and erectile dysfunction is well documented. A recent meta-analysis revealed that the
use of ADT increases the risk of decreased libido by 5-6 times and the risk of erectile
dysfunction by approximately 3 times [45].

ADT is a fundamental component in the management of prostate cancer; it is associated
with a wide range of side effects. According to a study conducted by Donovan KA et al.,
which included 231 patients who underwent either androgen deprivation therapy or
prostatectomy, it was revealed that the most prevalent documented side effect was erectile
dysfunction (ED), reported in approximately 70-90% of the cases. The results of this study
also highlight other common manifestations, including decreased libido, anorgasmia or
difficulty achieving orgasm, and penis length shortening and testicular atrophy, all of these
contributing to the significant deterioration of sexual and psychological life quality of the
cancer patient [19].

A recent study conducted by Wibowo et al. revealed that 82% of patients undergoing
ADT reported erectile dysfunction, and 64% mentioned decreased libido [46] (Table 1).

Table 1. The most common side effects of androgen deprivation therapy (ADT).

Sexual Side Effects Other Systemic Side Effects
Erectile dysfunction (ED) Hot flushes

Loss of bone mineral density/loss of

Low libido muscle mass/sarcopenia

Penis shrinkage Cardiovascular effects/dyslipidemia
Testicular atrophy Psychiatric disorders/cognitive disorders
Hypogonadism Weight gain/gynecomastia

Delayed orgasm/anorgasmia Decreased energy/tiredness

Given the fact that most patients are sexually active at the time of diagnosis of prostate
cancer, the side effects associated with ADT may be a significant burden for those who
wish to maintain an active sex life during and after the treatment. It is essential to highlight
that, besides the direct impact of ADT, erectile function is also influenced by a series of
comorbid factors commonly seen in elderly men, including advanced age, such as diabetes
mellitus, arterial hypertension, cardiovascular diseases, dyslipidemia, tobacco and alcohol
consumption, certain drug treatments and obesity [47].
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3.2. The Psycho-Sexual Impact and the Importance of Intervention

A decreased libido may lead to diminished physical and emotional intimacy, generat-
ing relational distress and negatively affecting life quality. Therefore, it is recommended to
implement some psycho-sexual interventions based on adjusting post-therapeutic expecta-
tion and reducing the impact of ADT’s adverse effects, with the active involvement of both
partners in the adaptation process [19,48].

The World Health Organization (WHO) defines sexuality as “a central aspect of the
human being throughout life and encompasses sex, gender identities and roles, sexual
orientation, erotism, pleasure, intimacy and reproduction” [49]. This definition highlights
the multidimensional and essential nature of sexuality in the life of each individual. In
situations in which the individual is faced with a serious health problem, such as the
diagnosis of cancer, their whole sexuality may be disrupted, thus significantly affecting life
quality and psychological balance.

In the case of prostate cancer, these disruptions take on a specific value, since the
affected organ has a main role in male sexuality. Many patients develop fears related
to the loss of potency, which may lead to emotional withdrawal, feelings of inadequacy
and deterioration of intimate relationships. Studies reveal that the partners of patients
with prostate cancer often report a significant decrease in sexual satisfaction, this being
influenced both by the sexual dysfunction of their partner and by the natural factors of
aging and side effects of the oncological treatment [50].

These concerns are part of a broader spectrum of psychological suffering, since the
psychological impact of prostate cancer is profound. Patients are exposed to a high risk
of developing major affective disorders, such as depression and anxiety, and may exhibit
suicidal behaviors. One of the most relevant studies in the field conducted a systematic re-
view and meta-analysis of the existing literature in order to estimate the prevalence of such
disturbances among prostate cancer patients [51]. The study only included observational
research that used validated methods to assess depression, anxiety and suicidal after the
diagnosis, analyzing data collected from databases such as MEDLINE, Scopus, PsycInfo
and Cochrane Library.

The results of this thorough analysis revealed a prevalence of 5.81% for clinical de-
pressive disorders (based on 11 studies with a total number of 655,149 patients). Moreover,
17.07% of these patients exhibited significant depressive symptoms, although below the
clinical diagnostic threshold (based on 76 studies including 32,339 patients). Anxiety-
related symptoms were seen in 16.86% of the patients (56 studies, 24,526 patients), and
9.85% reported recent suicidal thoughts (8 studies, 6173 patients). Furthermore, ADT, com-
monly used in the treatment of prostate cancer, was associated with a significant increase
in depression (OR = 1.42) and depressive symptoms (OR = 3.14) [51].

Given these challenges, certain psychological variables, such as psychological flexi-
bility and self-esteem, seem to mediate the negative side effects of oncological stress on
intimate relationships. These internal resources contribute to maintaining a satisfactory
relationship, even in conditions of suffering and medical uncertainty [52]. For this rea-
son, psychological interventions aimed at improving psychological flexibility may have a
significant impact on the relational functioning of couples affected by prostate cancer [53].

A common consequence of the surgical treatment of prostate cancer, especially of
radical prostatectomy, is ED, which negatively affects male identity, self-esteem and sexual
life. Although penis rehabilitation therapy is a recommended intervention for the recovery
of erectile function, many patients do not adhere to this, especially if it consists of penial
injections, an effective but invasive method that is often perceived as embarrassing [54,55].

In this context, a study explored the efficacy of Acceptance and Commitment Therapy
for Erectile Dysfunction (ACT-ED) in facilitating the consistent use of penile injections
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after radical prostatectomy [52]. A total of 53 men were randomly assigned to two groups:
one group benefited from ACT-ED (n = 26), consisting of four therapeutic sessions and
three support telephone calls, while the other group (Enhanced Monitoring—EM; n = 27)
benefited from standard care and seven monitoring telephone calls made by a sexual
medicine specialist.

The results obtained after 4 months indicated superior adherence in the ACT-ED group,
with a mean value of 1.7 injections/week, compared to 0.9 in the EM group. Moreover,
44% of the patients in the ACT-ED group followed the recommended regimen (minimum
2 injections per week) compared to only 10% in the EM group [19] After 8 months, the use
of injections was still more frequent in the ACT-ED group (1.2 vs. 0.7 injections/week).
The patients in this group also reported greater satisfaction with their erectile dysfunction
treatment, improved sexual self-esteem, less ED-related discomfort, and less regret about
their choice of oncologic treatment.

These data indicate that integrating ACT techniques into medical practice may provide
significant benefits for the patients experiencing ED after prostatectomy, contributing
to the reduction in psychological barriers and to the increase in sexual rehabilitation
treatments [52,54,55].

3.3. The Psychological Impact and the Benefits of Acceptance and Commitment Therapy (ACT) in
the Case of Our Study Patient

The patient in our study, aged 75, faced a significant amount of medical and psycholog-
ical challenges: two oncological diagnoses (prostatic adenocarcinoma and lung squamous
cell carcinoma), chronic comorbidities and treatments with potentially severe impacts on
life quality.

The patient’s psychosocial background provides essential context for understanding
the psycho-oncological dimensions of their case and highlights the nuanced interplay
between resilience and vulnerability in their adjustment to illness. Recently remarried, the
patient simultaneously carries the unresolved grief of having lost their first wife to cancer,
a duality that renders intimacy and relational security both highly valued and emotionally
complex. This biographical reality situates the patient’s concerns about treatment-induced
sexual dysfunction within a broader framework of identity, loss, and the desire to preserve
closeness in their new relationship. At the same time, their psychosocial resources, includ-
ing strong social ties with friends and active engagement in meaningful hobbies such as
gardening and playing chess, function as resilience scaffolds, buffering against isolation
and rumination and offering pathways for sustaining quality of life beyond illness. Yet
this ambivalence, valuing intimacy while fearing the impact of therapy on sexual function,
illustrates the central psychological challenge of reconciling bodily losses with personal
values. In this context, an intervention such as ACT becomes particularly relevant, as
it allows the patient to reframe distressing cognitions, accept the inevitability of certain
functional impairments, and commit to maintaining intimacy and dignity in ways that
transcend sexual performance. Addressing this psychosocial complexity is therefore not
only critical for mitigating psychological distress but also for strengthening adherence to
oncological treatment and fostering long-term adaptation.

In this context, the psychological dimension plays an important role in treatment
adherence, acceptance of disease and maintenance of emotional balance.

Psychological counseling for men with prostate cancer in an ACT (Acceptance and
Commitment Therapy) framework focuses on addressing the distress caused by sexual
dysfunction, threats to masculinity, intimacy concerns, and treatment-related anxiety by
cultivating psychological flexibility through six interrelated processes. Acceptance helps
patients reduce avoidance of grief, shame, and loss by learning to sit with painful emotions
rather than fight them, while cognitive defusion teaches them to see thoughts such as
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“I am no longer a man” as mental events rather than facts. Present-moment awareness
practices, including mindfulness and grounding, reduce rumination and help patients stay
connected during medical procedures or intimate moments, and self-as-context techniques
such as the chessboard metaphor enable them to perceive themselves as more than their
illness or bodily changes. Value clarification guides patients in identifying what truly
matters—often emotional closeness, dignity, and companionship—so that intimacy can
be redefined beyond sexual performance, and committed action supports small, realistic
steps aligned with those values, such as nurturing affectionate touch with a partner or
adhering to treatment for the sake of loved ones. Emerging evidence from ACT-ED trials,
partner-based interventions, and digital ACT programs shows improvements in treatment
adherence, intimacy satisfaction, and reduced distress, suggesting that ACT provides a
powerful therapeutic framework for helping men with prostate cancer adapt to functional
losses while maintaining identity, meaning, and life quality.

The specialty literature highlights the fact that elderly cancer patients are predisposed
to depressive symptoms, anxiety, adaptation disorders and a low perception of life qual-
ity [53]. Particularly, in the case of men diagnosed with prostate cancer, the impact on
self-esteem and the fears related to loss of potency may increase emotional distress and
reduce therapeutic collaboration [52] In the case of the patient in our study, reluctance to
undergo hormonal therapy was closely related to the fear of sexual dysfunction, a common
reaction among elderly men concerned with maintaining autonomy and intimacy [53].

Acceptance and Commitment Therapy (ACT) is a modern psychological intervention,
scientifically documented, which aims at developing psychological flexibility by accepting
difficult internal experiences and engaging in behaviors guided by personal values [11]. ACT
proved efficiency in reducing anxiety, depression and psychological distress among cancer
patients, also contributing to increasing life quality and treatment engagement [11,53].

This approach is particularly appropriate in a geriatric context, where the main goal is
not avoiding psychological pain, but changing the patient’s relationship with suffering—
from struggle and rejection into active acceptance and value of the present [11]. In the case
of our patient, ACT may facilitate the acceptance of the diagnosis and treatment and clarify
personal values (such as dignity, significant relationships and autonomy) but also reduce
anxiety linked to disease-related losses [11,53].

Recent evidence has further highlighted the profound psychological burden of prostate
cancer [55]. A 2025 systematic review and meta-analysis of over 60 observational studies
revealed that men with prostate cancer present a significantly increased risk of both suicide
mortality (pooled SMR = 1.25, 95% CI 1.17-1.34) and suicidal ideas/attempts (pooled
RR/HR =1.70, 95% CI 1.29-2.24) compared to controls. The risk was especially pronounced
in patients with advanced disease or those experiencing severe functional losses, under-
scoring how the interplay of treatment side effects, loss of sexual function, and identity
disruption may lead to existential despair. These findings are crucial for psycho-oncological
practice, as they demonstrate that beyond managing depression and anxiety, clinicians
must actively screen for suicide in men with prostate cancer, particularly those undergoing
androgen deprivation therapy or facing relational strain.

In the context of our case, these insights suggest that ACT [11] interventions may serve
not only to improve life quality, but also as a potential protective factor against suicide.
By fostering psychological flexibility, ACT helps patients reframe self-critical thoughts (“I
am no longer a man”) as transient mental events, while grounding them in values such as
dignity, companionship, and legacy. This reframing may reduce the intensity of suicidal
ideas by reconnecting patients with meaning despite losses. Moreover, ACT’s emphasis
on committed action—such as maintaining intimacy in non-sexual ways or engaging with
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meaningful hobbies and social roles—aligns with empirical findings that value-driven
behavior buffers against hopelessness and suicide risk.

Thus, integrating ACT into oncological care has implications beyond symptom relief:
it addresses an urgent public health concern by mitigating the elevated risk of suicide
in prostate cancer patients. This case highlights how systematic suicide risk monitoring,
combined with value-oriented psychotherapy, can create a more comprehensive psycho-
oncological approach, ensuring that treatment supports not only survival but also the
preservation of purpose and psychological safety [54].

Thus, in cases with such a high medical and emotional burden, ACT provides an
effective and clinically validated therapeutic framework, with the potential to support the
patient in the adaptation process and to preserve their life quality, even in cases of poor
oncological prognosis [11,53,55].

4. Conclusions

This case reflects the complexity of oncological management in elderly patients with
multiple pathologies, synchronous neoplasms and associated risk factors. Although the
patient was initially reluctant, they benefited from hormonal therapy and thus achieved
an excellent biochemical response. The lack of bone metastases confirmed upon bone
scan adds a favorable element to the oncological prognosis, and effective tumor control
permits the planning of subsequent therapeutic interventions, targeted and adapted to the
biological and the functional profile of the patient.

It also highlights the major impact of dual oncological diagnosis on therapeutic plan-
ning, life quality and emotional balance of the elderly patient. The choice of treatment was
deeply influenced not only by the biological state of the patient, but also by their perception
of the disease, the fear of adverse reactions and insufficient emotional support from their
family. In this context, early psychological intervention proved to be essential. The ACT-
based program, monitored with Subjective Units of Distress Scale (SUDS) before and after
each session, demonstrated a consistent reduction in anxiety and depressive symptomes,
with immediate improvements after every session and cumulative long-term benefits. This
translated into greater acceptance of the therapy, better treatment adherence, and enhanced
engagement with valued life domains. Therefore, the case reinforces the importance of
integrating psychological and social care into oncological management, especially when
treatment decisions are fragile and prognosis is poor. A patient-centered approach, with
close interdisciplinary collaboration, not only supports medical decision-making but also
secures emotional balance, life quality, and long-term therapeutic compliance. This case
reinforces the importance of integrating psychological and social care into oncological
management, especially in situations in which therapeutic decisions are fragile and the
prognosis is poor. Therefore, the current study highlights the need for a patient-centered
approach, in which the medical teams collaborate in an interdisciplinary manner, not only
regarding treatment planning, but also in terms of decision-making, in the provision of
emotional and educational support to the patient and their family.

Author Contributions: Conceptualization—G.R.-N. and L.-ER.; methodology—L.-ER.; software—
M.E.D,; validation—G.R.-N. and L.-ER.; formal analysis—C.S. and R.-A.R.-N; investigation—C.S.
and M.E.D,; resources—A.N.; data curation—A.-M.R. and D.M.A; writing—L.FA., R-A.R.-N. and A.-
M.R,; writing—review and editing—G.R.-N., L.-ER. and M.E.D; visualization—L.F.A.; supervision—
G.R.-N. and L.-FR;; project administration—G.R.-N. and L.-ER.; funding acquisition—A.N. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.



Diseases 2025, 13, 319 12 of 15

Institutional Review Board Statement: This study was approved by the Ethics Committee of “Sf.
Apostol Andrei” County Emergency Hospital in Galati, no. 7777/16.04.2025.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The original contributions presented in this study are included in the
article. Further inquiries can be directed to the corresponding authors.

Acknowledgments: The authors have reviewed and edited the output and take full responsibility for
the content of this publication.

Conflicts of Interest: The authors declare no conflicts of interest.

References

Abbreviations

The following abbreviations are used in this manuscript:

PC

PSA
ACT
ACT-ED
mpIRM
MRI
ADT
ARPIs
TRUS-biopsy
GnRH
LHRH
ESR
CRP

ED
WHO
EM

prostate cancer

prostate-specific antigen

Acceptance and Commitment Therapy
Acceptance and Commitment Therapy for Erectile Dysfunction
multiparametric magnetic resonance imaging
magnetic resonance imaging

androgen deprivation therapy

androgen receptor pathway inhibitors
ultrasound-guided transrectal biopsy
Gonadotropin release hormone

luteinizing hormone-releasing hormone
erythrocyte sedimentation rate

C-reactive protein

erectile dysfunction

World Health Organization

Enhanced Monitoring

1.

10.

11.

Sung, H.; Ferlay, J.; Siegel, R.L.; Laversanne, M.; Soerjomataram, I.; Jemal, A.; Bray, F. Global cancer statistics 2020: GLOBOCAN
estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J. Clin. 2021, 71, 209-249. [CrossRef]

National Cancer Institute. Cancer Stat Facts: Prostate Cancer [Internet]. Available online: https://seer.cancer.gov/statfacts /html/
prost.html (accessed on 8 January 2025).

SEER*Explorer: An Interactive Website for SEER Cancer Statistics [Internet]. Surveillance Research Program. Available online:
https:/ /seer.cancer.gov (accessed on 3 June 2025).

Bray, F; Ferlay, J.; Soerjomataram, I.; Siegel, R.L.; Torre, L.A.; Jemal, A. Global cancer statistics 2018: Globocan estimates of
incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer |. Clin. 2018, 68, 394-424. [CrossRef]

Rawla, P. Epidemiology of Prostate Cancer. World . Oncol. 2019, 10, 63-89. [CrossRef]

Holm, M.; Doveson, S.; Lindqvist, O.; Wennman-Larsen, A.; Fransson, P. Quality of life in men with metastatic prostate cancer in
their final years before death—a retrospective analysis of prospective data. BMC Palliat. Care 2018, 17, 126. [CrossRef] [PubMed]

Resnick, M.]J.; Penson, D.F. Quality of life with advanced metastatic prostate cancer. Urol. Clin. N. Am. 2012, 39, 505-515.
[CrossRef] [PubMed]

Liu, X,; Jiang, H. Global Burden of Disease Study. The global, regional, and national prostate cancer burden and trends from 1990
to 2021. Front. Public Health 2025, 13, 1553747. [CrossRef]

Lin, X.; Zhi, Y. Global epidemiological trends in prostate cancer burden: A comprehensive analysis from Global Burden of Disease
Study 2021. Transl. Androl. Urol. 2025, 14, 1238-1252. [CrossRef]

James, N.D.; Tannock, I.; N'DOw, J.; Feng, E; Gillessen, S.; Ali, S.A.; Trujillo, B.; Al-Lazikani, B.; Attard, G.; Bray, F.; et al. The
Lancet Commission on Prostate Cancer: Planning for the Surge in Cases. Lancet 2024, 403, 1683-1722. [CrossRef]

Hayes, S.C.; Strosahl, K.D.; Wilson, K.G. Acceptance and Commitment Therapy: An Experiential Approach to Behavior Change; Guilford
Press: New York, NY, USA, 2006.


https://doi.org/10.3322/caac.21660
https://seer.cancer.gov/statfacts/html/prost.html
https://seer.cancer.gov/statfacts/html/prost.html
https://seer.cancer.gov
https://doi.org/10.3322/caac.21492
https://doi.org/10.14740/wjon1191
https://doi.org/10.1186/s12904-018-0381-6
https://www.ncbi.nlm.nih.gov/pubmed/30509249
https://doi.org/10.1016/j.ucl.2012.07.007
https://www.ncbi.nlm.nih.gov/pubmed/23084527
https://doi.org/10.3389/fpubh.2025.1553747
https://doi.org/10.21037/tau-2025-103
https://doi.org/10.1016/S0140-6736(24)00651-2

Diseases 2025, 13, 319 13 of 15

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.
24.

25.

26.

27.

28.

29.

30.

31.

32.

Chambers, S.K,; Pinnock, C.; Lepore, S.J.; Hughes, S.; O’Connell, D.L. A systematic review of psychosocial interventions for men
with prostate cancer and their partners. Patient Educ. Couns. 2011, 85, €75-e88. [CrossRef]

Feros, D.L.; Lane, L.; Ciarrochi, J.; Blackledge, J.T. Acceptance and Commitment Therapy (ACT) for improving the lives of cancer
patients: A preliminary study. Psycho-Oncology 2013, 22, 459-464. [CrossRef]

Mobhler, J.; Bahnson, R.R.; Boston, B.; Busby, J.E.; D’Amico, A.; Eastham, ]J.A.; Enke, C.A.; George, D.; Horwitz, E.M.; Huben, R.P;
et al. NCCN clinical practice guidelines in oncology: Prostate cancer. J. Natl. Compr. Cancer Netw. 2010, 8, 162-200. [CrossRef]
Hulbert-Williams, N.; Storey, L.; Wilson, K. Psychological interventions for patients with cancer: Psychological flexibility and the
potential utility of Acceptance and Commitment Therapy. Eur. J. Cancer Care 2015, 24, 15-27. [CrossRef] [PubMed]

Huggins, C.; Hodges, C.V. Studies on prostatic cancer. I. The effect of castration, of estrogen and androgen injection on serum
phosphatases in metastatic carcinoma of the prostate. Cancer Res. 1941, 1, 293-297.

Schaeffer, E.; Srinivas, S.; Antonarakis, E.S.; Armstrong, A.]J.; Bekelman, J.E.; Cheng, H.; D’Amico, A.V.; Davis, B.J.; Desai, N.;
Dorff, T.; et al. NCCN guidelines insights: Prostate cancer, version 1.2021. J. Natl. Compr. Cancer Netw. 2021, 19, 134-143.
[CrossRef] [PubMed]

Mottet, N.; Cornford, P.; van den Bergh, R.C.N.; De Santis, M.; Gillessen, S.; Grummet, J.; Henry, A.M.; van der Kwast, T.H.; Lame,
T.B.; Mason, M.D.; et al. RCN. EAU-EANM-ESTRO-ESUR-ISUP-SIOG Guidelines on Prostate Cancer Update 2022 [Internet].
Available online: https://uroweb.org/guidelines (accessed on 10 June 2025).

Donovan, K.A.; Gonzalez, B.D.; Nelson, A.M.; Fishman, M.N.; Zachariah, B.; Jacobsen, P.B. Effect of androgen deprivation therapy
on sexual function and bother in men with prostate cancer: A controlled comparison. Psychooncology 2018, 27, 316-324. [CrossRef]
Scher, H.I.; Halabi, S.; Tannock, I.; Morris, M.; Sternberg, C.N.; Carducci, M.A; Eisenberger, M.A.; Higano, C.; Bubley, G.].; Dreicer,
R.; et al. Prostate Cancer Clinical Trials Working Group. Design and end points of clinical trials for patients with progressive
prostate cancer and castrate levels of testosterone: Recommendations of the Prostate Cancer Clinical Trials Working Group. J. Clin.
Oncol. 2008, 26, 1148-1159. [CrossRef] [PubMed]

Seidenfeld, J.; Samson, D.J.; Hasselblad, V.; Aronson, N.; Albertsen, P.C.; Bennett, C.L.; Wilt, T.]. Single-therapy androgen
suppression in men with advanced prostate cancer: A systematic review and meta-analysis. Ann. Intern. Med. 2000, 132, 566-577.
[CrossRef]

Eisenberger, M.A.; Blumenstein, B.A.; Crawford, E.D.; Miller, G.; McLeod, D.G.; Loehrer, PJ.; Wilding, G.; Sears, K.; Culkin, D.J.;
Thompson, .M., Jr.; et al. Bilateral orchiectomy with or without flutamide for metastatic prostate cancer. N. Engl. ]. Med. 1998,
339, 1036-1042. [CrossRef]

Debruyne, F. Hormonal therapy of prostate cancer. Semin. Urol. Oncol. 2002, 20 (Suppl. 1), 4-9. [CrossRef] [PubMed]
Crawford, E.D.; Heidenreich, A.; Lawrentschuk, N.; Tombal, B.; Pompeo, A.C.L.; Mendoza-Valdes, A.; Miller, K.; Debruyne,
FM.]; Klotz, L. Androgen-targeted therapy in men with prostate cancer: Evolving practice and future considerations. Prostate
Cancer Prostatic Dis. 2019, 22, 24-38. [CrossRef]

Kolvenbag, G.J.; Furr, B.].; Blackledge, G.R. Receptor affinity and potency of nonsteroidal antiandrogens: Translation of preclinical
findings into clinical activity. Prostate Cancer Prostatic Dis. 1998, 1, 307-314. [CrossRef]

Davis, I.D.; Martin, A.].; Stockler, M.R.; Begbie, S.; Chi, K.N.; Chowdhury, S.; Coskinas, X.; Frydenberg, M.; Hague, W.E.; Horvath,
L.G.; et al. ENZAMET Trial Investigators and the Australian and New Zealand Urogenital and Prostate Cancer Trials Group.
Enzalutamide with standard first-line therapy in metastatic prostate cancer. N. Engl. J. Med. 2019, 381, 121-131. [CrossRef]
Fizazi, K.; Shore, N.; Tammela, T.L.; Ulys, A.; Vjaters, E.; Polyakov, S.; Jievaltas, M.; Luz, M.; Alekseev, B.; Kuss, I.; et al.
ARAMIS Investigators. Darolutamide in nonmetastatic, castration-resistant prostate cancer. N. Engl. |. Med. 2019, 380, 1235-1246.
[CrossRef]

Chi, K.N.; Agarwal, N.; Bjartell, A.; Chung, B.H.; Pereira de Santana Gomes, A.J.; Given, R.; Judrez Soto, A; Merseburger, A.S.;
C)zgﬁroglu, M.; Uemura, H.; et al. TITAN Investigators. Apalutamide for metastatic, castration-sensitive prostate cancer. N. Engl.
J. Med. 2019, 381, 13-24. [CrossRef] [PubMed]

Beer, T.M.; Armstrong, A.]J.; Rathkopf, D.E.; Loriot, Y.; Sternberg, C.N.; Higano, C.S.; Iversen, P.; Bhattacharya, S.; Carles, J.;
Chowdhury, S.; et al. PREVAIL Investigators. Enzalutamide in metastatic prostate cancer before chemotherapy. N. Engl. J. Med.
2014, 371, 424-433. [CrossRef]

Ryan, C.J.; Smith, M.R.; de Bono, ].S.; Molina, A.; Logothetis, C.].; de Souza, P; Fizazi, K.; Mainwaring, P; Piulats, ] M.; Ng, S.;
et al. COU-AA-302 Investigators. Abiraterone in metastatic prostate cancer without previous chemotherapy. N. Engl. |. Med. 2013,
368, 138-148. [CrossRef] [PubMed]

Scher, H.I; Fizazi, K.; Saad, E; Taplin, M.E.; Sternberg, C.N.; Miller, K.; de Wit, R.; Mulders, P.; Chi, K.N.; Shore, N.D,; et al.
AFFIRM Investigators. Increased survival with enzalutamide in prostate cancer after chemotherapy. N. Engl. ]. Med. 2012, 367,
1187-1197. [CrossRef]

Smith, M.R,; Saad, F.; Chowdhury, S.; Oudard, S.; Hadaschik, B.A.; Graff, ].N.; Olmos, D.; Mainwaring, PN.; Lee, ].Y.; Uemura,
H.; et al. SPARTAN Investigators. Apalutamide treatment and metastasis-free survival in prostate cancer. N. Engl. ]. Med. 2018,
378, 1408-1418. [CrossRef] [PubMed]


https://doi.org/10.1016/j.pec.2011.01.027
https://doi.org/10.1002/pon.2083
https://doi.org/10.6004/jnccn.2010.0012
https://doi.org/10.1111/ecc.12223
https://www.ncbi.nlm.nih.gov/pubmed/25100576
https://doi.org/10.6004/jnccn.2021.0008
https://www.ncbi.nlm.nih.gov/pubmed/33545689
https://uroweb.org/guidelines
https://doi.org/10.1002/pon.4463
https://doi.org/10.1200/JCO.2007.12.4487
https://www.ncbi.nlm.nih.gov/pubmed/18309951
https://doi.org/10.7326/0003-4819-132-7-200004040-00009
https://doi.org/10.1056/NEJM199810083391504
https://doi.org/10.1053/suro.2002.35051
https://www.ncbi.nlm.nih.gov/pubmed/12198632
https://doi.org/10.1038/s41391-018-0079-0
https://doi.org/10.1038/sj.pcan.4500262
https://doi.org/10.1056/NEJMoa1903835
https://doi.org/10.1056/NEJMoa1815671
https://doi.org/10.1056/NEJMoa1903307
https://www.ncbi.nlm.nih.gov/pubmed/31150574
https://doi.org/10.1056/NEJMoa1405095
https://doi.org/10.1056/NEJMoa1209096
https://www.ncbi.nlm.nih.gov/pubmed/23228172
https://doi.org/10.1056/NEJMoa1207506
https://doi.org/10.1056/NEJMoa1715546
https://www.ncbi.nlm.nih.gov/pubmed/29420164

Diseases 2025, 13, 319 14 of 15

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

Armstrong, A.J.; Szmulewitz, R.Z.; Petrylak, D.P,; Holzbeierlein, J.; Villers, A.; Azad, A.; Alcaraz, A.; Alekseev, B.; Iguchi, T.;
Shore, N.D.; et al. ARCHES: A randomized, phase III study of androgen deprivation therapy with enzalutamide or placebo in
men with metastatic hormone-sensitive prostate cancer. J. Clin. Oncol. 2019, 37, 2974-2986. [CrossRef]

Attard, G.; Murphy, L.; Clarke, N.W.; Cross, W.; Jones, R.J.; Parker, C.C.; Gillessen, S.; Cook, A.; Brawley, C.; Amos, C.L,; et al. Sys-
temic Therapy in Advancing or Metastatic Prostate cancer: Evaluation of Drug Efficacy (STAMPEDE) investigators. Abiraterone
acetate and prednisolone with or without enzalutamide for high-risk non-metastatic prostate cancer: A meta-analysis of primary
results from two randomised controlled phase 3 trials of the STAMPEDE platform protocol. Lancet 2022, 399, 447-460. [CrossRef]
Kokorovic, A.; So, A.L; Serag, H.; French, C.; Hamilton, R.J.; Izard, ].P.; Nayak, ].G.; Pouliot, F; Saad, F.; Shayegan, B.; et al.
Canadian Urological Association guideline on androgen deprivation therapy: Adverse events and management strategies. Carn.
Urol. Assoc. . 2021, 15, E307-E322. [CrossRef]

Pyrgidis, N.; Vakalopoulos, I.; Sountoulides, P. Endocrine consequences of treatment with the new androgen receptor axis-targeted
agents for advanced prostate cancer. Hormones 2021, 20, 73-84. [CrossRef] [PubMed]

Tucci, M.; Leone, G.; Buttigliero, C.; Zichi, C.; Di Stefano, R.F.; Pignataro, D.; Vignani, F.,; Scagliotti, G.V.; Di Maio, M. Hormonal
treatment and quality of life of prostate cancer patients: New evidence. Minerva Urol. Nefrol. 2018, 70, 144-151. [CrossRef]
[PubMed]

Higano, C.S. Management of bone loss in men with prostate cancer. J. Urol. 2003, 170 Pt 2, S59-563, discussion S64. [CrossRef]
[PubMed]

Lee, C.E.; Leslie, W.D.; Czaykowski, P.; Gingerich, J.; Geirnaert, M.; Lau, YK. A comprehensive bone-health management
approach for men with prostate cancer receiving androgen deprivation therapy. Curr. Oncol. 2011, 18, e163—-e172. [CrossRef]
[PubMed] [PubMed Central]

Lim, W,; Ridge, C.A.; Nicholson, A.G.; Mirsadraee, S. The 8th lung cancer TNM classification and clinical staging system: Review
of the changes and clinical implications. Quant. Imaging Med. Surg. 2018, 8, 709-718. [CrossRef]

Rahnea-Nita, R.-A.; Rebegea, L.-F.; Nechifor, A.; Mares, C.; Toma, R.-V,; Stoian, A.-R.; Ciuhu, A.-N.; Andronache, L.-F.; Constantin,
G.B.; Rahnea-Nita, G. The Complexity of Treatments and the Multidisciplinary Team—A Rare Case of Long-Term Progression—
Free Survival in Prostate Cancer until Development of Liver and Brain Metastases. ]. Clin. Med. 2023, 12, 5579. [CrossRef]
[PubMed]

Nave, O. A mathematical model for treatment using chemo-immunotherapy. Heliyon 2022, 8, e09288. [CrossRef]

Rahnea-Nita, R.A; Stoian, A.R.; Anghel, RM.; Rebegea, L.F,; Ciuhu, A.N.; Bacinschi, X.E.; Zgura, A.F; Trifanescu, O.G.; Toma,
R.V,; Constantin, G.B.; et al. The Efficacy of Inmunotherapy in Long-Term Survival in Non-Small Cell Lung Cancer (NSCLC)
Associated with the Syndrome of Inappropriate Antidiuretic Hormone Secretion (SIADH). Life 2023, 13, 1279. [CrossRef]
Corona, G.; Filippi, S.; Comelio, P; Bianchi, N.; Frizza, F,; Dicuio, M.; Rastrelli, G.; Concetti, S.; Sforza, A.; Vignozzi, L.; et al.
Sexual function in men undergoing androgen deprivation therapy. Int. J. Impot. Res. 2021, 33, 439-447. [CrossRef]

Ng, E.; Woo, H.H.; Turner, S.; Leong, E.; Jackson, M.; Spry, N. The influence of testosterone suppression and recovery on
sexual function in men with prostate cancer: Observations from a prospective study in men undergoing intermittent androgen
suppression. J. Urol. 2012, 187, 2162-2166. [CrossRef] [PubMed]

Wibowo, E.; Wassersug, R.J.; Robinson, J.W.; Matthew, A.; McLeod, D.; Walker, L. How Are Patients with Prostate Cancer
Managing Androgen Deprivation Therapy Side Effects? Clin. Genitourin. Cancer 2019, 34, 540-547. [CrossRef] [PubMed]

Leslie, S.; Sooriyamoorthy, T. Erectile dysfunction. In StatPearls [Internet]; StatPearls Publishing: Treasure Island, FL, USA, 2024.
Available online: https://www.ncbi.nlm.nih.gov/books/NBK562253/ (accessed on 30 May 2025).

White, I.D.; Wilson, J.; Aslet, P.; Baxter, A.B.; Birtle, A.; Challacombe, B.; Coe, J.; Grover, L.; Payne, H.; Russell, S.; et al.
Development of UK guidance on the management of erectile dysfunction resulting from radical radiotherapy and androgen
deprivation therapy for prostate cancer. Int. J. Clin. Pract. 2015, 69, 106-123. [CrossRef] [PubMed]

World Health Organization. Defining Sexual Health: Report of a Technical Consultation on Sexual Health, 28-31 January 2002, Geneva;
WHO: Geneva, Switzerland, 2006.

Gupta, N; Saini, A.K,; Sharma, S.; Mathur, R.; Dwivedi, S.; Saxena, A. Sexual satisfaction and partner distress in couples facing
prostate cancer: A systematic review. Support. Care Cancer 2023, 31, 145.

Brunckhorst, O.; Hashemi, S.; Martin, A.; George, G.; Van Hemelrijck, M.; Dasgupta, P.; Stewart, R.; Ahmed, K. Depression,
anxiety, and suicidality in prostate cancer: A systematic review and meta-analysis of observational studies. Psychooncology 2020,
29,1441-1454. [CrossRef]

Ma, X. Enhancing psychological flexibility in couples coping with prostate cancer: A targeted intervention model. J. Contextual
Behav. Sci. 2025, 29, 101-109.

Nelson, C.J.; Lee, K.; Kissane, D.W.; Schover, L.R.; Heiman, J.R.; Mulhall, ].P. Acceptance and commitment therapy for enhancing
adherence to penile injection therapy following radical prostatectomy: A randomized controlled trial. J. Sex. Med. 2019, 16,
891-901. [CrossRef]


https://doi.org/10.1200/JCO.19.00799
https://doi.org/10.1016/S0140-6736(21)02437-5
https://doi.org/10.5489/cuaj.7355
https://doi.org/10.1007/s42000-020-00251-5
https://www.ncbi.nlm.nih.gov/pubmed/33140306
https://doi.org/10.23736/S0393-2249.17.03066-1
https://www.ncbi.nlm.nih.gov/pubmed/29241313
https://doi.org/10.1097/01.ju.0000097351.48848.1f
https://www.ncbi.nlm.nih.gov/pubmed/14610412
https://doi.org/10.3747/co.v18i4.746
https://www.ncbi.nlm.nih.gov/pubmed/21874106
https://pmc.ncbi.nlm.nih.gov/articles/PMC3149548
https://doi.org/10.21037/qims.2018.08.02
https://doi.org/10.3390/jcm12175579
https://www.ncbi.nlm.nih.gov/pubmed/37685646
https://doi.org/10.1016/j.heliyon.2022.e09288
https://doi.org/10.3390/life13061279
https://doi.org/10.1038/s41443-021-00418-7
https://doi.org/10.1016/j.juro.2012.01.080
https://www.ncbi.nlm.nih.gov/pubmed/22503022
https://doi.org/10.1016/j.clgc.2018.12.006
https://www.ncbi.nlm.nih.gov/pubmed/30745202
https://www.ncbi.nlm.nih.gov/books/NBK562253/
https://doi.org/10.1111/ijcp.12512
https://www.ncbi.nlm.nih.gov/pubmed/25283500
https://doi.org/10.1038/s41391-020-00286-0
https://doi.org/10.1016/j.jsxm.2019.05.013

Diseases 2025, 13, 319 15 of 15

54. Yin, Y,;Li, J.; Wang, T.; Xu, J.; Wu, J.; Luo, J. Acceptance and Commitment Therapy Effectiveness for Fear of Cancer Recurrence: A
Systematic Review and Meta-Analysis. Eur. J. Oncol. Nurs. 2025, 76, 102862. [CrossRef]

55. Bloch, S.; Love, A.; Macvean, M.; Duchesne, G.; Couper, J.; Kissane, D. Psychological adjustment of men with prostate cancer: A
review of the literature. Biopsychosoc. Med. 2007, 1, 2. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1016/j.ejon.2025.102862
https://doi.org/10.1186/1751-0759-1-2

	Introduction 
	General Introduction Regarding the Incidence of Prostate Cancer 
	The Associated Psychological Impact 
	Diagnosis, Staging and Psychological Impact 
	Available Treatments and Androgen Deprivation Therapy’s (ADT) Position in the Therapeutic Plan 

	Case Presentation 
	Discussion 
	Sexual and Systemic Side Effects of ADT 
	The Psycho-Sexual Impact and the Importance of Intervention 
	The Psychological Impact and the Benefits of Acceptance and Commitment Therapy (ACT) in the Case of Our Study Patient 

	Conclusions 
	References

