University of Dundee

A model of consultation in prostate cancer care
Paterson, Catherine; Nabi, Ghulam
Published in:
Cancer Nursing
DOI:
10.1097/NCC.0000000000000404
Publication date:
2017
Licence:
CC BY-NC
Document Version
Peer reviewed version
Link to publication in Discovery Research Portal

Citation for published version (APA):
Paterson, C., & Nabi, G. (2017). A model of consultation in prostate cancer care: evidence from a systematic
review. Cancer Nursing, 40(4), 276-288. https://doi.org/10.1097/NCC.0000000000000404

General rights
Copyright and moral rights for the publications made accessible in Discovery Research Portal are retained by the authors and/or other
copyright owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with
these rights.
• Users may download and print one copy of any publication from Discovery Research Portal for the purpose of private study or research.
• You may not further distribute the material or use it for any profit-making activity or commercial gain.
• You may freely distribute the URL identifying the publication in the public portal.
Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 09. Jan. 2023

A Model of Consultation in Prostate Cancer Care: Evidence from a systematic review

Catherine, Paterson, PhD, MSc, BA, RAN; Ghulam, Nabi, MCh, MD, FRCS

Academic Affiliations: Academic Section of Urology, Division of Cancer, School of
Medicine, University of Dundee (Dr Paterson and Professor Nabi)

Correspondence: Catherine Paterson (BA [Distinction], MSc [Distinction], PhD, RAN),
Academic Section of Urology, Division of Cancer, School of Medicine, University of
Dundee Email: c.i.e.paterson@dundee.ac.uk

Conflicts of Interest: The authors have no funding or conflicts of interest to disclose.
Acknowledgements: The work was supported by funding from Prostate Cancer UK.

Consultation models in prostate cancer care: Evidence from a systematic review
Modern healthcare in the UK and internationally is currently undergoing a difficult but a
profound change process especially in the way it delivers healthcare

1-3

. A number of

government strategies are now in place to provide healthcare services through the expansion
of traditional nursing roles, such as Advanced Specialist Nurses

4, 5

. The role of the Advanced

Specialist Nurse has been defined as, ‘a registered nurse who has acquired the expert
knowledge base, complex decision-making skills and clinical competencies for expanded
practice, the characteristics of which are shaped by the context and/or country in which s/he is
credentialed to practice. A master's degree is recommended for entry level’ 5. Central to the
development and expansion of such roles, which includes advanced cancer specialist nursing
roles encompasses a variety of advanced skills that might include non-medical prescribing 6, 7.
The Department of Health defines a non-medical prescriber as ‘independent prescribing is
prescribing by a practitioner (e.g. doctor, dentist, nurse, pharmacist) responsible and
accountable for the assessment of patients with undiagnosed or diagnosed conditions and for
decisions about the clinical management required, including prescribing’ 7. Therefore, central
to safe and effective prescribing practice, non-medical prescribers may need to formulate a
differential diagnosis and evidence-based management plans during clinical consultations.
A clinical consultation has been described as an encounter that is a two-way process of
information exchange between a healthcare professional and patient. Such a consultation
maybe initiated by the patient when they are ill or by the healthcare professional to provide
health promotional intervention, or a screening intervention 8. There are various approaches to
consultation, and over recent decades there has been an evolution of various consultation
models in the literature, but for the most part consultation models have been developed for
General Practitioners up until now 8, and not specifically for advanced nursing roles in cancer

1

care. Collectively, the nursing profession has endured significant changes in role development
that has resulted in more autonomous roles both in community and acute care settings. The
term consultancy has only been applied within the medical context predominantly, whereas
nowadays, consultancy has become an integral part of many advanced nursing roles in
contemporary healthcare9.
The development of consultancy skills within the context of prostate cancer care is ever
2

pressing, as highlighted in the Improving Outcomes Strategy for Cancer

which recognises

that not enough attention has been given to the long-term consequences of a cancer diagnosis,
the need to maximise service delivery for the ever increasing number of individuals surviving
the disease, or how to enable individuals to return to active lives following the completion of
initial cancer treatment. Thus, effective consultancy skills are paramount in delivery of
supportive care for men affected by prostate cancer 10.
Supportive care is a person-centred approach to the provision of the necessary services for
those living with or affected by cancer to meet their informational, spiritual, emotional, social,
or physical needs during diagnosis, treatment, or follow-up phases including issues of health
promotion and prevention, survivorship, palliation and bereavement

11, 12

. The physical and

psychological sequelae of prostate cancer and its associated treatments have been welldocumented (e.g. urinary, bowel, and sexual dysfunction, pain, fatigue, spinal cord
compression, hot flushes, difficulties with self-image and masculinities) but little is known
about men’s perceptions about the impact of these on their lives, and the areas in which they
most require assistance

10

. One approach to quality of life evaluation that assesses supportive

care requirements is needs assessment 13.
Supportive care needs can be defined as requirements for care arising during treatment and
illness to manage symptoms and side-effects, enable adaption and coping, optimise

2

understanding and informed decision-making, and minimise decrements in functioning

14

.

Therefore, identifying and addressing such needs during clinical consultation with men
affected by prostate cancer can prevent patient distress, improve quality of life and improve
overall satisfaction with care

12

, whist reducing healthcare utilisation and costs

15

.

This literature review aimed to critically appraise existing models of consultation and make
recommendations for a model of consultation within the scope of clinical practice for prostate
cancer care.

3

Methods
A systematic review was conducted according to the Preferred Reporting Items for Systematic
Reviews and Meta-Anaylses (PRIMSA) guidelines published in 2009

16

. The following

electronic databases were searched: DARE, Cochrane, MEDLINE, BNI, and CINAHL that
used a wide range of keywords and free text items to increase the sensitivity and inclusiveness
of the searches. Examples of search terms included: “consultation models”, “consultation”,
“nurses”, “doctors”, “communication”, “interpersonal skills”, “prescriber”, “biomedical”,
“psycho-social”, “holistic”, “person-centred”, “autonomous” “prostate cancer” and
“assessment”.

Databases were searched from the earliest date available to 2015 using

truncation, wildcards and Boolean logic. Additional searches were performed in Index to
Theses, Google Scholar, Google and manual library searches. All of the publications were
managed using the software package Endnote X4.
Inclusion and exclusion criteria were applied to all records identified. The electronic searches
began in September 2015 and concluded on the December 2015. The following pre-selection
criteria were applied to all records.
Inclusion Criteria


Literature that detailed a theoretical model of consultation



Qualitative and quantitative methods irrespective of research design that have tested
consultation models in clinical practice



Studies published in the English language



Studies conducted with adults (≥ 18 years old)



Studies published in peer-reviewed journals with no date parameters

4

Exclusion Criteria


Literature that did not describe a model of consultation



Studies that did not explicitly test consultation models in clinical practice

All literature sources were reviewed by members of the research team using a pro forma
checklist to make decisions to include or not to include studies, based on the
inclusion/exclusion criteria. All articles which met the inclusion criteria were retrieved in fulltext. Any disagreements were resolved through discussion. One author extracted data from
the final sample of literature sources.
This review used a narrative synthesis and tabulation of literature to generate broad findings
and conclusions. Specifically, the narrative synthesis undertook the following steps: data
reduction (sub-group classification based on the levels of evidence and the review questions),
data comparison (iterative process of making comparisons and identifying relationships) and
finally, conclusion and verification (checking primary data sources for accuracy and
confirmability). This process has been applied to several systematic reviews including prostate
cancer 17, 18.
The research steering group included a Professor of Surgical Uro-oncology with a special
interest in prostate cancer, Senior Prostate Cancer Clinical Specialist Nurse, and service users
to inform the appraisal of models of consultation.

5

Results

Of the 1829 publications retrieved from the search 1464 were excluded following the
application of the inclusion/exclusion criteria, see figure 1.

(Please insert Figure 1 here)

This left 32 publications reviewed in full, 15 articles were excluded

8, 9, 19-31

with reasons

because they did not meet the inclusion criteria, see figure 1. This left 17 papers which fully
met the inclusion criteria. Noteworthy, there is a lack of empirical evidence to test the
effectiveness of the included consultation models in routine clinical practice, underscored by
the levels of evidence D (summary review articles and discussions of relevant literature and
conference proceedings not otherwise classified)
evaluations [e.g. convenience samples])

34, 46-52

32-45

, C1 (descriptive and other research or

see Table 1 for an overview of the included

consultation models.

(Please insert Table 1 here)

The vast majority of consultation models have been developed for GP’s use in clinical practice,
with only 3 37, 40, 43 developed for specialist nurses and, 1 consultation model for using use in
emergency care 47, 48. The development of the early consultation models were predominately
biomedical and do not address psycho-social factors for example, Stott and Davis (1979) 44,
Byrne and Long (1976)

34

, or focussed entirely from the patients perspective and lacked

guidance on the steps involved in the consultation process, such as Maslow (1954) 41, Berne

6

(1964) 33, Helman (1984) 38, 39. More recent models of consultation delineate specific steps in
the consultation process such as Pendleton et al., (1984, 2003)

49, 50

Calgary-Cambridge (1996) 53 and Consultation Assessment (2006) 37.

7

, Neighbour (1987)

42

,

Synthesis of evidence to inform Consultation Model for Prostate Cancer Care
There were seventeen consultation models included in this review. There were a number of
beneficial features that ranged across a number of models that included a person-centred
consultation

35, 39-41, 43, 52, 53

, development of shared management plans 50 and safety netting 40,

42

. However, one of the main limitations that featured across all of the reviewed models is the

lack of standardised assessment of the patient’s problems or areas that are of most concern to
the patient to guide the consultation, a feature particularly relevant in supported selfmanagement for prostate cancer care 18.
A recent systematic review has identified that men affected by prostate cancer can experience
a range of supportive care needs as detailed in table 2. The classification of the domains of
prostate cancer survivorship care needs and has been informed by existing international clinical
guidelines

54-60

.

Healthcare professionals have identified challenges in providing optimum

supportive care and identification of unmet needs due to limited time and resource in the
clinical setting

12

. As a consequence, asking men to complete patient-reported outcome

measures prior to their clinical consultation, communication between the patient and the
healthcare professional can be improved, patients can experience greater satisfaction with care,
enable an opportunity for tailored self-management advice, and promote targeted and better
management of side-effects in line with patient need

61, 62

. Table 3 provides a summary of

existing validated quality of life assessment tools for use within prostate cancer care. Evidence
supports the use of patient reported outcomes in routine clinical practice

63

enabling a

systematic and “real time” assessment of person-centred supportive care needs, to enable
interventions to be appropriately targeted within the consultation. Point-of-care quality of life
assessment is not yet widespread in prostate survivorship care, but a recent study identified that
patients quality of life and satisfaction with care was better compared to patients who did not
8

complete point-of-care quality of life assessments in routine follow-up care 57.

Therefore,

using validated patient reported outcome measures during consultations with patients, can
increases the specialist nurses/clinician’s awareness of the multifaceted factors that can
negatively effect quality of life and can facilitate tailored self-management plans which are
protocol driven at the individual level of need 10 as detailed in Table 2.
Based upon critical appraisal of existing models of consultation to date, none of the reviewed
models are suitable for use in prostate cancer care for the following reasons: 1) no recognition
of the cancer care continuum and its influence on consultation, 2) lack of supported selfmanagement as a long term condition, 3) no appreciation of the complex factors that influence
consultation for each individual man affected by prostate cancer (demographic, self-efficacy,
cultural, etc.) and 4) very little acknowledgement of the evidence base to inform management
plans within the consultation itself. Therefore, a new model of consultation has been informed
from critical review of existing models of consultation, expert guidance from men affected by
cancer and expert clinicians in prostate cancer care, see Figure 2. The Prostate Cancer Model
of Consultation clearly delineates the man and his caregiver, spouse, partner at the centre of
this model of care. The Prostate Cancer Specialist Nurse provides a hub of survivorship care
embedded within the wider multidisciplinary team with clear role distinction and overlaps with
other disciplines. For example, the Consultant Urological Surgeon will only be involved with
the treatment of radical surgery itself, but the specialist nurse can further support treatment
decisions through information and support, if required. Whereas, often the specialist nurse will
take the lead on managing the after effects of treatment and symptom management as detailed
in Table 2. Evidence supports that often prostate cancer specialist nurses take the lead on
triggering referrals to wider members of the MDT such as physiotherapist, sexual counsellors
or referrals back to the overall responsible clinician 58as conveyed in figure 2. Each member
of the MDT team has defined roles in providing optimal care and treatment but as a collective
9

team their contributions fit together and complement care delivery, like a jigsaw puzzle,
tailored to the individual man and his partner. At the centre of survivorship care, the prostate
cancer specialist nurse acts as the “hub” along the cancer care continuum.
(Please Insert Figure 2 here)
Discussion
This review set out to critically review existing models of consultation to inform an appropriate
model of consultation for use in prostate cancer care. Historically, the majority of consultation
models have been developed for GP’s and therefore, limits their transferability for use in cancer
care. The limitation of such models is evident such as Byrne and Long (1976) 34 which is heavy
focussed on the bio-medical approach and lacks consideration of psycho-social factors that
might be important to the patient during consultation. Traditionally, consultations have been
carried out by doctors and focussed on a very disease-focussed model whereby the doctor leads
the consultation with very little input from the patient 32. The critique of such models is that
they primarily focus on the physical processes such as pathology, biochemistry and disease
status, while psychological and social factors, or indeed the individual man are not fully
considered in management plans.
Consultation models provide structure for complex interactions in modern healthcare 8. Each
consultation with a patient/family is exceptionally unique, and provides the healthcare
professional with a very privileged glimpse into a person’s life and concerns at that moment
time. The nurse consultation provides the main opportunity to explore the patient’s problems
and identify areas of most concern. Evidence supports that patients value nurse consultations,
and some patients have reported greater satisfaction with nurse consultations in comparison to
GP consultations, as patients articulated that they felt they understood their condition more
clearly and had more time allocated to them compared to GP’s 64.
10

A number of consultation models have attempted to embed a person-centred approach to
consultation such as

40, 42, 50, 52, 53

but we argue how can such models be implemented in a

standardised way to ensure that the individual consultations between healthcare professionals
and patients are targeted to areas that are of most concern to the patients? Inevitably, healthcare
professionals all have different levels of interpersonal and communication skills, and thus some
individuals will be more successful in eliciting concerns from patients than other healthcare
professionals. Moreover, evidence acknowledges that the clinician’s comprehension of the
effect of the disease and treatment on the patients’ daily lives is poorly understood 65. As a
consequence, in response to this problem, over the past three decades, many standardised
measures have been developed to capture patient reported outcomes, including quality of life,
anxiety and depression, symptom status, physical function, mental health, supportive care
needs, and wellbeing. The prostate cancer consultation model is the first, to date, to recognise
the important of systematic assessment of the patients concerns to then target the consultation,
which may result in greater satisfaction with care, tailored self-management advice, and
promote targeted and better management of health problems in line with patient need/priorities
61, 62

.

One of the main criticisms of consultation models to date is that they risk over-simplifying a
high complex interaction between the patients/family and their healthcare professional. More
recent consultation models in the literature begin with establishing a rapport and identifying
problems and concerns. Many models suggest using good interpersonal skills and facilitating
problem identification through the use of open-questions. While open questions are aimed to
enable patients an opportunity to answer in their own words or own way, often men affected
by prostate cancer are reticent or embarrassed to disclose concerns such as erectile dysfunction,
changes in body image or fear of cancer recurrence 10.

11

The Prostate Cancer Consultation Model clearly distinguishes that patients’ needs during the
consultation with a healthcare professional may change over the cancer care continuum, and
new and emergent needs will may affect the man’s quality of life over time 12. Furthermore,
our model of consultation for use in cancer care is also one of the first models to embed the
evidence-base and research as a pre-requisite to the consultation to ensure optimum evidencebased shared management plans 46. The findings from this review has identified that no matter
the clinical context of the consultation there are common factors that must be completed by the
healthcare professional that include: 1) establish and maintain a good relationship, 2) structure
the consultation, 3) obtaining and gathering of relevant information, 4) prioritizing, 5) clinical
reasoning and judgement, 6) information giving, 7) management plan, 8) record-keeping and
safety netting.
In light of recent changes in the economy and the drive for cost-effective healthcare, current
cancer care practice needs to be reviewed and revised 2, 3. This review has made an important
contribution by developing a model of consultation for prostate cancer care that advanced
specialist cancer nurses can use as up until now, there is no model fit for use in cancer care.
The Prostate Cancer Care Model of Consultation provides an illustrative framework that cancer
nurses can use in the development of their roles and clinical practice. But undoubtedly, this
field needs further research to empirically test models of consultation in routine clinical
practice. Further research is needed to understand whether the models of consultation improve
nurse education in advanced roles, their effect on nurse and patient satisfaction, administrative
efficiency, and patient outcomes/safety.
One of the major challenges of this review is the confines of the evidence presented, as such
our findings are constrained due to the limitations of the reported literature.

Despite this the

review team follow-up a rigorous and transparent review methodology based upon the
PRIMSA guidelines (Moher, 2009) to promote reproducibility. This review has enabled a
12

broad summary of the evidence which has facilitated refinement of future research directions
and identified a number of important clinical implications in consultation in prostate cancer
care.
Conclusion
This systematic review has identified that there are many models of consultation in the reported
literature. We have developed a consultation model informed from critical appraisal of the
evidence for the context of cancer care, but further research is needed to empirically test
consultation models in routine clinical practice. Consultation models should not be followed
rigidly but adapted to the individual healthcare professional allowing natural warmth,
compassion and empathy to flow the consultation to ensure individual personalised care.

13

Table 1. Models of Consultation
Author and Year

Model/Approach

Comment/Limitations

Weiner (1948) 45

Very basic model of the initiation of the sender and
interpretation by the receiver. This includes improving
communication, information, transmitter, receiver,
destination, feedback, seeking clarification and reflection.
Hierarchy of human needs. Overarching theoretical model
of basic needs (physical, safety, love) must be satisfied
before higher level of needs can be addressed.

Basic model can be easily applied to clinical settings, but no detail
about the biomedical and psychosocial factors to take into account
during consultation.

Maslow (1954) 41

Balint (1957) 32

Berne (1964) 33

Byrne and
(1976) 34

Long

Stott
and
(1979) 44

Davis

Helman (1984) 38, 39

Fundamental aspect of this model is the Doctor patient
relationship. Incorporates a bio-psychosocial view that
takes in to account the following factors, active listening,
hidden agenda, dynamics, apostolic function of doctor,
analysed case history.
Model based on three distinguished ego states Parent
(authority, critical and caring, routine decision making,
conserves time and energy) Adult (logical, autonomous,
objective appraisal of reality), child (intuitive, creative,
spontaneity and enjoyment). Transactional approach to
consultation a “game” of social interchange.
6 steps to the consultation: a) establishing a relationship, b)
discover the reason for attendance, c) verbal and/or
physical exam, d) consider the condition, e) detail
investigation or treatment and f) terminate the consultation.

Four elements to this framework 1) management of
presenting problems, 2) modification of help-seeking
behaviours, 3) management of continued problems and 4)
opportunities for health promotion.
Seven key steps to consultation: a) what has happened? b)
Why has it happened? c) Why has it happened to me? d)
Why now? e) What would happen to me if nothing were
done about it? f) What are its likely effects on other people
if nothing is done about it? g) What should I do about it?

Level
of
Evidence
D

At first glance this may not seem like obvious model for consultation,
but may help to identify the fundamental reason why a patients needs
to see a healthcare professional. Maslow’s theory spans a holistic
approach to healthcare, but lacks a framework to guide clinical
consultation per se.
This model takes into account the self-awareness of the Doctor, and
their limitations of practice. This model is a holistic approach to
consultation taking in many important factors, but lacks specific
guidance on how to carry out consultation in clinical practice, remains
Doctor-Centred.
This model is underpinned by psychoanalytical principles to
consultation. The defined ego states could be inconsistent. Difficult
model to apply in routine clinical practice due to a lack of structure to
guide consultation. Lacks biomedical factors.

D

This framework is based In biomedical model. Easy steps to follow,
but maybe difficult to put in logical order, due to the natural flow of
human conversation. Psycho-social factors not detailed in the model.
No mention of shared management plans. Establishing a relationship
should not just be at the start of the consultation i.e. rapport should be
built throughout.
This model takes into consideration existing problems (such as comorbidities), self-management, and health-promotion. It lacks
specific guidance on how to evaluate presenting problems. Developed
specifically for GP consultations and teaching.
This model is person-centred, comes from an anthropological stance.
It lacks guidance how to carry out clinical practice due to a lack of
structure to guide consultation. Aspects of this model may help the
healthcare professional to connect with the patient.

C1 (research
based
in
general
practice)

14

D

D

D

D

Pendleton et al.,
(1984, 2003) 49, 50

Neighbour (1987) 42

Fraser (1994, 1999)
35, 36

Stewart et al., (1995,
2003) 51, 52

Calgary-Cambridge
Observation Guide
(1996) 53, 66

Nursing Model for
Stoma Care (2013) 40

Person-Centred
Consultation Model
(2011) 43

Seven key steps: 1) define reasons for attendance, 2)
consider other problems, 3) choose appropriate action for
each problem, 4) Share understanding, 5) share decision
and responsibility, 6) use time and resources appropriately
and 7) maintain relationship
Five key steps: 1) connecting, 2) summarising, 3) handing
over, 4) safety netting and 5) housekeeping

The Leicester Assessment Package has seven key steps to
consultation: 1) interviewing/history taking (20%), 2)
physical exam (10%), 3) patient management (20%), 4)
problem solving (20%), 5) behavioural and relationship
with patients (10%), 6) anticipatory care (10%), and 7)
record-keeping (10%).
Six steps. 1) Exploring the disease and illness experience,
2) understanding the whole person, 3) finding common
ground, 4) incorporating prevention and health promotion,
5) enhancing the patient-doctor relationship, and 6) being
realistic (resources and time management).
Fundamental stages in the “Medical Interview”
consultation: 1) Initiating the session, 2) gathering
information, 3) building the relationship, 4) explanation
and planning, 5) closing session.

Nine steps: 1) establish trust, 2) consider the problems from
the ostomist’s perspective, 3) review ostomist’s medical
history and medications, 4) examine the ostomists
problems, 5) Discuss a plan with the ostomist, 6) prescribe
as required, 7) pre-evaluate the ostomists understanding, 8)
arrange timely follow-up, and 9) document
Person-Centred Model of Consultation: 1) patient and
healthcare professionals agenda, 2) patients thoughts and
feelings, ideas, concerns, expectations, effects, patients
individual experiences of illness, 3) Healthcare
professional signs (examination), symptoms (history),
investigations and tests and understanding pathology 4)

This model emphases patient and doctor working in partnership to cooperatively define problems and their management. Elements of selfmanagement and patient-centred partnership.

C1 (research
based
in
general
practice)

Person-centred partnership model that could be consider straight
forward to implement in clinical practice. Addition of “safety netting”
(for example, has the Doctor covered all outcomes, arrange follow-up
review, etc.).
Pragmatic holistic model developed for GP’s. Person-centred
partnership model that could be considered straight forward to
implement in clinical practice.

D

Pragmatic holistic model developed for GP’s. Includes biopsychosocial factors and is focussed on person-centred partnership
model.

C1 (research
based
in
general
practice)

Pragmatic holistic model developed for GP’s. A patient-centred
approach to consultation that promotes partnership. This model of
consultation includes safety netting

C1 (research
based
in
general
practice)

Pragmatic holistic model developed for specifically for stoma
specialist nurses. Descriptive paper that lacks critically review of all
existing consultation models in reported literature.

D

Pragmatic holistic model developed for nurses. Includes biopsychosocial factors and is focussed on person-centred partnership
model. Descriptive paper that lacks critically review of all existing
consultation models in reported literature.

D

15

D

The
5’c
of
Consultation Model
(2012) 47, 67

Consultation
Assessment
and
Improvement
Instrument for Nurses
(2006) 37
Evidence-based
Patient
Choice
Consultation 46

Explanation and planning – shared understanding and
decision making.
Five steps: 1) Contact (building relationship), 2)
Communicate (concise story and ask focused questions), 3)
Core question (have a specific question or request of the
consultant, decide on reasonable timeframe for
consultation), 4) collaboration (discussion between
emergency physician and the consultant, including
management, tests and patients status), 5) closing the loop
(ensure both parties are on the same page regarding plan
and maintain proper communication in patients status)
Seven steps: 1) interviewing, 2) examination, diagnostic
testing and practical procedures, 3) care planning and
patient management, 4) problem solving, 5)
behavioural/relationship with patients, 6) health
promotion/disease prevention, 7) record keeping
Model encompasses 6 factors: 1) Establishing the nature of
the problem, 2) Doctor Patient relationship, 3) decision
making, 4) time issues, 5) research/evidence/medical
information, 6) patient perspectives.

Biomedical model of consultation developed for emergency medicine.
Lacks psycho-social aspects and thus limits transferability of this
model to other clinical specialities.

B2 (context
of research in
A&E)

Pragmatic holistic model developed for nurses. Includes biopsychosocial factors and is focussed on person-centred partnership
model.

D

Pragmatic holistic model. Includes bio-psychosocial factors and is
focussed on person-centred partnership model.

C1 (context
of research in
General
Practitioners)

16

Table 2. Classification of Domains of Survivorship Care Needs
Domain of need
Physical Needs

Effects
Surgery
(radical
prostatectomy, open,
laparoscopic, roboticassisted)
Urinary
incontinence
(stress),
urinary
symptoms
(urgency,
frequency,
nocturia,
dribbling),
urethral
stricture
formation,
Erectile
dysfunction
(ED), lack of ejaculation,
orgasm changes (without
erection,
associated
incontinence),
penile
shortening

Supported self-management
Lower urinary tract symptoms: Urinalysis to exclude infection, IPSS, uro-flowmetry, post-void residual urine volume and frequency volume chart. Reduction
of fluid intake at specific times aimed at reducing urinary frequency when most inconvenient. Recommended total daily fluid intake of 1.5lts to 2 Lts.
Avoidance/moderation of caffeine and alcohol which may have a diuretic and irritant effect. Relaxed and double-voiding techniques. Urethral stripping to prevent
post-micturition dribble. Distraction techniques, such as penile squeeze, breathing exercises, perineal pressure and mental ‘tricks’ to take the mind off the bladder
and toilet, to help control irritative symptoms. Bladder re-training, by which men are encouraged to ‘hold on’ when they have sensory urgency to increase their
bladder capacity (to around 400 mL) and the time between voids. Consider prescribing alpha-blockers (i.e Tamsulosin) for weak flow, or anticholinergics (eg
Oxybutynin) for bladder over activity. Refer to physiotherapist for pelvic floor rehabilitation. Refer men with persistent leakage or other urinary symptoms to
Urologist for further evaluation (eg urodynamic testing, cystoscopy) or for discussion of urethral sling or artificial urinary sphincter for incontinence. Use validated
tools to monitor function over time.

Radiation
(external
beam
or
brachytherapy)
Urinary
incontinence
(stress),
urinary
symptoms
(dysuria,
urgency,
frequency,
nocturia,
dribbling),
urethral
stricture
formation, ED, decreased
semen volume, faecal
urgency,
frequency,
incontinence, blood in
stool, proctitis, fectal
pain and inflammation

Bowel dysfunction: Assess asking about change in consistency regularity. Give advice or refer to specialist as appropriate.
Diarrhoea – investigate the cause: Drink plenty of liquid up to 1.5 to 2 litres a day to replace lost fluid. Avoid coffee and citrus fruits. Review medications. Skin
care at back passage: use unscented baby wipes instead of toilet paper to wipe yourself after you’ve been to the toilet, advice to have a warm bath to help soothe
pain and help with healing, pat the area dry with a soft towel after a shower or bath – don’t rub. Applying Vaseline around the back passage can help. Avoid
wearing tight trousers or underwear. Cotton underwear will help to keep the area ventilated. Prescribe medication as required.
Constipation – investigate the cause: Advice on gentle exercise (if able, brisk walking for at least 30 minutes, three times per week), is conducive to a more normal
bowel routine. Eat food rich in fibre such as: fruit, vegetables, nuts, seeds, pulses, and wholemeal bread, etc. Drink plenty of liquid up to 1.5 to 2 litres a day.
Prescribe medication as required.

Hormone therapy
Loss of libido, ED, hot
flushes/sweats, weight
gain, abdominal obesity,
changes in body image,
emotional reactions and
mood
changes,
depression,
gynecomastis, Anemia,
body hair loss, dry eyes,
fatigue/decreased

Erectile Dysfunction: Advise men and, if they wish, their partner, about the potential loss of ejaculation and fertility and offer sperm storage. Consider referring
men, and their partners, for psychosexual counselling. Offer PDE5 inhibitors to men who experience loss of erectile function. If PDE5 inhibitors fail to restore
erectile function or are contraindicated, offer a choice of: intraurethral inserts, penile injections, penile prostheses or vacuum devices. Encourage the adoption of
exercise and lifestyle changes, psychosexual therapy or psychological counselling, encourage partner support, encourage the man to schedule sexual contact with
or without intercourse, to assist in the management of low desire, assess co-morbidities, concurrent medication and life style habits (such as smoking) that could
affect sexual function. Use validated tools to monitor function over time.

Gynaecomastia: Discuss with consultant and if required refer to oncologist. For men starting long-term bicalutamide monotherapy (longer than 6 months), offer
prophylactic radiotherapy to both breast buds within the first month of treatment. Choose a single fraction of 8 Gy using orthovoltage or electron beam radiotherapy.
If radiotherapy is unsuccessful in preventing gynaecomastia, weekly tamoxifen should be considered. Provide psychological support as men can experience
feelings of embarrassment, review analgesia for pain/discomfort, use of blinding and camouflage. Mastectomy/liposuction.
Hot flushes: Offer medroxyprogesterone (20 mg per day), initially for 10 weeks, to manage troublesome hot flushes caused by long-term androgen suppression
and evaluate the effect at the end of the treatment period. Consider cyproterone acetate or megestrol acetate (20 mg twice a day for 4 weeks) to treat troublesome
hot flushes if medroxyprogesterone is not effective or not tolerated, discuss with Consultant. Inform men that there is no good-quality evidence for the use of
complementary therapies to treat troublesome hot flushes The British Complementary Medical Association has lists of registered practitioners throughout the UK.
Advice to cut down on alcohol, nicotine and hot drinks that contains caffeine, particularly coffee and tea. Advice to wear several layers of light clothing (preferably
cotton) that you can easily take off or put back on depending on your body temperature. Advice lukewarm baths and showers are less likely to trigger sweats than
hot ones. Flushes and sweats are often worse at night. Advice to put a soft cotton towel on your bed that you can easily change if it gets wet during the night. Use
light bed wear and cotton clothing to help you feel cooler at night. Some men take evening primrose oil (no scientific evide nce has demonstrated efficacy), but
men have reported some benefit. The yoga breathing technique known as the 'cooling breath' or 'sheetali' may help reduce body temperature. Take sips of cold or
ice drinks
Pain: Conduct a neurological assessment (assess for symptoms such as of radicular pain, any limb weakness, difficulty in walking, sensory loss or bladder or
bowel dysfunction), use locally agreed pain scale and request bone profile. Appropriate referral to Multidisciplinary team (MDT). Review analgesia based on
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activity,
risk
of
osteoporosis,
cardiovascular disease,
diabetes
Active surveillance or
watchful waiting
Stress, anxiety, worry,
uncertainty, risks of
associated
repeated
prostate biopsy, PSAs
and DREs, risk of disease
progression

Psychological/
emotional/spiritual
needs

Experience
of
psychological/emotional
symptoms
such
as
anxiety,
depression,
worry, despair, fear,
existential concerns such
as fear of death, death
and
dying,
fears
regarding afterlife
Experience of reduced
social support, social
isolation, loneliness, etc.

Social Needs

Interpersonal/Intima
cy needs

Practical Needs

Experience of difficulties
with self-image and
masculinities, reduced
libido,
erectile
dysfunction,
compromised intimacy
with partner, fertility, etc

Guidance from the WHO Cancer Pain Ladder (World Health Organisation, 2015), consider referral to Palliative Care Team. Tens Machine, Cognitive Behavioural
Therapy (CBT), Physiotherapy and Exercise, Relaxation, Hypnotherapy, Meditation Message Therapy, Visualisation (Imagery)
Weight gain, fatigue general malaise and anaemia: Consider referral for physical activity programme for supervised resistance and aerobic exercise at least
twice a week for 12 weeks to reduce fatigue and improve quality of life. Check haemoglobin and if below normal levels discuss with Consultant. Advice on
healthy eating and well-being
Weight loss: If unexplained weight loss refer to consultant. Refer to dietician if appropriate. Regular meals and snacks, little and often approach to eating, consider
full fat milk, milky drinks and milkshakes, increase calories by adding double cream, fats and sugars to foods and drinks (fortifying), consider any underlying
conditions which may affect appetite (e.g. depression, constipation etc.) and seek support to improve where possible, weigh in one month and complete weight
monitoring chart.
Psychological/emotional/spiritual needs: Consider using a screening tool such as the Distress Thermometer. Offer support of any psychological/spiritual
concerns. Refer as appropriate to: Health and Well-being clinics, Support Groups, Counselling Service, Clinical Psychologist, Online Support Community,
Religious support. Anti-depressant medicine, advice on learning ways to relax such as yoga or meditation as appropriate, exercise might ease feelings of anxiety
or depression.
Social support: Explore any feelings of isolation and friends and family networks. Refer as appropriate to: Health and Well-being clinics, Support Groups,
Counselling Service, Clinical Psychologist, and Online Support Community.
Intimacy: Include intimate partners as much as possible. Consider rehabilitations ED treatments, intervene early, foster realistic expectations. Promote flexibility
and talk in an open and non-judgemental manner options for sexual activity which is non-erection independent (sensual massage, genital caressing, mutual
masturbation, external penile prosthesis, deep kissing, sex toys and oral sex). Encourage intimacy despite low libido: physical affection such as holding hands,
hugging, physical touch, kissing and cuddling. Normalise the grieving process.

Practical: Refer to appropriate Government Benefits or Charity Grants for financial support. If appropriate advise to consider applying for the European Health
Insurance Card. Compare quotes for travels insurance. Refer to occupational therapist and social worker if needed.

Health system: Primary treating specialist is encouraged to provide a treatment summary and survivorship care plan. Assess for the presence of long-term effects
of prostate cancer and its treatments using validated patient reported outcome measures in routine clinical practice. Encourage the inclusion of the caregivers,
spouse or partners. Refer survivors to appropriate community-based and peer support resources. Provide written information to support diagnosis and treatments.

Situations
of
transportation,
out-ofhours
access
to
healthcare,
financial
support. Experience of
restriction in daily living
tasks such as exercise,
housekeeping, etc
Experience of a lack of
information, uncertainty
of
follow-up
care,

18

Health
System/Information/
Patient-Clinician
Communication
Needs

Quality
of
communication,
satisfaction with care,
shared decision-making,
etc
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Table 3 Point-of-care quality of life tools used in prostate cancer care
Instrument

Items
Cronbach’s
Alpha (range
from low to
high)

Mode of
administration

Comments

Medical Outcomes Study 36-Item 68

36

low of 0.65
to high of
0.94

Self or
interviewer

Eight scales measure
physical, psychological and
social functioning, including
subjective mental health
status and vitality, bodily
pain and general health
perceptions.

Nottingham Health Profile (NHP) 69

38

low of 0.77
to high of
0 85

Self

Includes a number of
subscales for energy, pain,
emotional reactions, sleep,
social isolation and mobility.
The performance section
includes occupation, home
tasks, sex life, social life,
hobbies, holidays and
personal relationships.

30

low of 0.70
to a high of
0.90

Self

Multiple domains are
assessed, physical, role,
emotional, cognitive and
social functioning, individual
symptoms (dyspnoea,
insomnia, appetite loss,
constipation, diarrhoea,
nausea and vomiting, pain,
fatigue). In addition
financial difficulties related
to cancer. A prostate cancerspecific supplement
developed to address
prostate specific problems.

Generic Measures of HRQoL

Cancer-specific measures of HRQoL

European Organisation for Research and
Treatment of Cancer Quality of Life
Questionnaire – Cancer 30 (EORTC – C30)
70

Functional Living Index (FLIC) 71
22

low of 0.64
to high of
0.87

Self

Assess quality of life for
patients undergoing their
treatment. Assesses
psychological, social and
physical functioning.

28

low of 0.65
to high of
0.89

Self

Measures physical,
social/family, emotional,
functional well-being and the
relationship with physician.

27

low of 0.83
to high of
0.90

Self

Measuring psychological
distress, activity level scale
and overall evaluation of life
for cancer patients.

47

Low of 0.65
to high of
0.69

Self

Low of 0.65
to high of
0.93

Self

Measures sexual, urinary and
bowel function and bother.
It also assesses the overall
satisfaction with the prostate
cancer treatment.

Functional Assessment of Cancer Therapy –
General (FACT-G) 72

Rotterdam Symptom Checklist (RSCL) 73
Prostate Cancer-Specific Measures
Functional Assessment of Cancer Therapy –
Prostate (FACT-P) 74

University of California at Los Angeles
(UCLA) Prostate Cancer Index 75
20

Measures sexual, bowel,
bladder function and pain
domains.

Expanded Prostate Cancer Index (EPIC) 76
32

Low of 0.74
to high of
0.94

Self

Measures sexual, urinary,
and hormonal function and
bother. It also measures
satisfaction with treatment.

7

Low of 0.86
to high of

Self

Designed for benign
prostatic hyperplasia (BPH)

International Prostate Symptom Score
(IPSS) 77

20

0.92

assesses urinary symptoms
only: frequency, nocturia,
weak urinary stream,
hesitancy, intermittence,
incomplete emptying and
urgency

European Organisation for Research and
Treatment of Cancer Quality of Life
Questionnaire – Prostate (EORTC – PR25)
78

25

Low of 0.70
To a high of
0.86

21

Self

Used in conjunction with the
EORTC-C30, this measure
assesses urinary, bowel,
sexual symptoms and
functioning, in addition to
specific side-effects of
prostate cancer treatment.
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