
FIGURE 3
The Newcastle
prostate cancer
survivorship model
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• Structured holistic needs assessment
and care planning: Face-to-face
discussions about the patient’s wishes
and concerns, held at diagnosis, end of
treatment and key points in the
pathway. These are documented in a
written care plan
• Treatment summaries and cancer
care reviews: These contain cancer
specific information regarding the
patient’s tumour characteristics,
treatment to date and recommended
follow-up plan. These are completed at
the end of treatment and copies given
to the patient and his GP. These
summaries contain information
regarding systems to re-access
secondary care

‘Prostate cancer
survivors
regularly cite
psychological
and sexual issues
as their most
significant 
unmet supportive
care needs’

• Patient education and support events
• Advice about, and access to, physical
activity schemes

These interventions enable a shared
understanding between patients and
professionals about the issues which are
important to patients, what to expect
during recovery, and identify any needs
which need to be addressed. 11

The recovery package has been
piloted successfully in the UK and has
been acknowledged to be the
minimum standard of care that all
cancer patients should be entitled to.12

Survivorship programmes across the
UK will take various forms depending
on local needs and healthcare
structures. Case studies from pilot
survivorship sites for a variety of tumour
groups are available on the NCSI
website.11 The Newcastle model of
prostate cancer survivorship is
illustrated as an example in figure 3,
above.

THE ROLE OF PRIMARY CARE 
Whether commissioners or providers of
services for their local population, GPs
are responsible for ensuring high-
quality care for their local population.
As such primary care has a major role to
play in the adoption and uptake of
prostate cancer survivorship. 

Best practice guidance issued by the
Department of Health to commissioners
in 2011 identified survivorship as a
priority.13

GPs are trained and experienced in
providing high-quality comprehensive
care for patients with complex chronic
medical conditions. As such they have
the skill set to adopt survivorship
principles and support prostate cancer
survivors in the community. 

For prostate cancer survivorship to
be embedded there must be
engagement and closer integration
between primary and secondary care
to build a successful programme.
Urologists and GPs need to collaborate
to establish shared care pathways for
prostate cancer patients. 

Key elements of these innovative
pathways will include clear follow-up
protocols for prostate cancer survivors
discharged into the community and
rapid access arrangements for patients
about whom GPs are concerned. 

Many GPs will have had limited

‘Men do not feel
well informed
regarding their
treatment
options or their
associated side
effect profile’
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