
November 2014–258 (1776) 27-31

FIGURE 2
The conventional
pathway for
prostate cancer
care
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of individual supportive care need 
ranging from the management of
treatment side effects to dealing with
financial challenges after a prostate
cancer diagnosis. 

Poor functional outcomes after
treatment such as incontinence and
erectile dysfunction are acknowledged
to have a major impact on quality of
life.6 Patient preference studies have
demonstrated that men with prostate
cancer do not feel well informed
regarding either their treatment options
or their associated side effect profile.
There is a need to prepare patients
better for their treatment decisions and
thus minimise the risk of regret about
the choices they make.7

Studies have demonstrated that it
may be possible to identify patients
with increased needs. Psychological
distress, especially in relation to
emotions and coping, has been
demonstrated to be a strong predictor
of increased supportive care need
throughout the patient’s prostate
cancer journey. 

Uncertainty regarding prostate
cancer remission status is also a
significant predictor of increased need
for information and psychological
support.4 Age, education and marital
status may also influence an individual’s
supportive care needs.4,8

SURVIVORSHIP PROGRAMMES 
The number of men living with prostate
cancer in the UK is predicted to rise
from 255,000 to 416,000 in 2020 and
620,000 by 2030. 9 These prostate
cancer survivors have differing needs of
varying complexity. They are also at risk
of developing other chronic conditions
related to their cancer treatment or
ageing.

The traditional model of hospital

follow-up at set intervals after
treatment fails to deliver optimum
patient-centred cancer care. Hospital
appointments tend to be time limited
and focus on outcomes related to
survival such as the PSA and the
functional outcomes of treatment.
Holistic aspects of care such as complex
psychological needs may go
unrecognised or unmanaged during
appointments. The opportunity to
discuss disease prevention and factors
which may facilitate full rehabilitation of
patients back into society may also be
missed. 

Secondary care lacks the capacity to
manage the predicted rise in prostate
cancer survivors alone. In reality, not
every man needs intensive hospital
follow-up after prostate cancer
treatment. 

Secondary care follow-up is a
resource which should be targeted at
patients who require such follow-up.
The cost to patients in terms of
travelling to hospital appointments,
parking, and time off work should also
not be forgotten.

There is a need to adapt pathways of
care for prostate cancer patients to
improve the quality of care and create a
more sustainable and integrated
service. These challenges have been
recognised in the recent NHS England
publication NHS Forward View. 10

Prostate cancer survivorship provides
a framework upon which innovative
reconfigurations of cancer care can be
established to meet the aforementioned
challenges. 

Survivorship care addresses the
physical, psychosocial, mental,
functional, spiritual, emotional and
practical concerns of daily living. 

Survivorship models of care are not
one size fits all but place the patient at
the centre of the pathway. All patients
are risk stratified at diagnosis and at
intervals in their pathway to ensure care
is tailored to their needs. Men have a
clear treatment plan. 

Low-risk stable patients may be
managed in primary care with a clearly
defined route back to secondary care
follow-up if there are any concerns.
Through this survivors are empowered
to return to their pre-treatment status
in society. A blurring of the boundaries
between secondary and primary care
with greater integration is necessary for
survivorship to work. 

Core components
The key elements of a programme are:
• Education – about prostate cancer, its
treatment, managing treatment side
effects and lifestyle after a cancer
diagnosis including advice on exercise,
nutrition and disease prevention. This
may take place on a one-to-one basis in
clinic or in a small or large group at an
educational event 
• Intervention– to address psychological
and functional treatment-related side
effects. This may be provided in
appointments with healthcare
professionals, for example a continence
nurse specialist or psychologist 
• Surveillance – a risk-stratified shared
care approach to monitoring patients
for disease recurrence and progression.
Low-risk patients may be followed up in
primary care. Patients suitable for 
self-management or remote
monitoring would be supported 
• Co-ordination of care – providing
holistic individualised care makes
patient pathways more complex.
Ideally there should always be at 
least one person responsible for 
co-ordinating the programme. 
This individual has a pivotal role in the
pathway: signposting patients to
appropriate services and acting as a
point of contact and an interface
between patients, and primary and
secondary care.

The National Cancer Survivorship
Initiative (NCSI), a partnership between
the Department of Health and
Macmillan developed a recovery
package of key interventions which
may improve the immediate care for
patients. It  includes:

‘Follow-up should
be tailored to 
the individual’s
needs whether
oncological,
functional 
or psychological’ 

‘Men often feel
abandoned 
after treatment
because their
ongoing needs
are not addressed’
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