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Many men who are diagnosed with prostate cancer face long-term treatment-related health effects that will affect their quality of
life and have cost implications for the health system. In this article, we describe and assess the use of and satisfaction with the
Prostate Cancer Supportive Care (PCSC) Program, which is a comprehensive, evidence-based, modular program that aims to
address these concerns. We include data from patient medical records, PCSC Program registration forms and attendance records,
and anonymized participant feedback forms. We examine the clinical and sociodemographic characteristics of program participants, program participation rates, and satisfaction with individual program modules. Among the 1,269 registrants, 1,206 (84%)
participated in the program. Modules that provided information on prostate cancer and treatment options and offered sexual
health support had the most participants (29% and 55% of total program participants, respectively). Satisfaction with all program
components was high among both survivors and their partners (average score, 3.6 out of 4). Robust evaluations of the program’s
effects on quality of life and health system costs are ongoing. There is a growing need to provide consistent and comprehensive
support to prostate cancer survivors and their partners and families. As such, we recommend that alongside direct oncologic care,
clinicians assess their patients’ needs for supportive care services and refer them to programs that will provide comprehensive
support throughout the disease and treatment journey. Funding The Michael Smith Foundation for Health Research (grant number
16605) and Prostate Cancer Canada (grant number PDF2016-1270)
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rostate cancer is the most common malignancy diagnosed in Canadian men. An estimated 21,300 Canadian men were diagnosed
with the disease in 2017, representing 21% of all
new cancer cases.1 There are about 176,000 men living with prostate cancer in Canada.1 In the United
States, there were 2,778,630 survivors of prostate
cancer as of 2012 and that population is expected to
increase by more than 1 million (40%) to 3,922,600
by 2022.2
Although 96% of men diagnosed with prostate
cancer now survive longer than 5 years3, many will
suffer from treatment-related sequelae that can have
a profound effect on quality of life for themselves
and their partners.4,5 Impacts include sexual, urinary, and bowel dysfunctions6 owing to treatment of
the primary tumor as well as reduced muscle and

bone mass, osteoporosis, fatigue, obesity, and glucose intolerance or diabetes7 owing to androgendeprivation therapy (ADT). Many men also suffer
from psychological issues such as depression, anxiety, anger and irritability, sense of isolation, grief,
and loss of masculinity.8,9 The psychological impacts
also continue well beyond the completion of treatment and can be significant for both patients and
their partners.5,8
With posttreatment longevity and the associated
complex sequelae, prostate cancer is being viewed
increasingly as a chronic disease whose effects must
be managed for many years after the completion of
primary treatment. Supportive care that “[manages]
symptoms and side effects, enables adaptation and
coping, optimizes understanding and informed decision-making, and minimizes decrements in func-
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tioning”10 is becoming recognized as a critical component
of direct oncologic care before, during, and after treatment.
Health care professionals, scientists, governments, and
patient advocates are increasingly calling for the development of comprehensive supportive care programs improve
the quality of life for people diagnosed with cancer. A common model for survivorship care is a general program for
all cancer survivors that provides disease- and patient-specific care plans. These care plans outline patients’ prior therapies, potential side effects, recommendations for monitoring (for side effects or relapse of cancer), and advice on how
patients can maintain a healthy lifestyle.11 However, there
are few survivorship programs for men with prostate cancer and their partners, and the evidence base around best
practices for these programs is scant.12 Furthermore, up to
87% of men with a prostate cancer diagnosis report specific
and significant unmet supportive care needs,10,13 with sexuality-related and psychological issues10,14 being the areas of
greatest concern.
To address the complex supportive care needs of men
with prostate cancer in British Columbia, Canada, the
Vancouver Prostate Centre (VPC) and Department of
Urologic Sciences at the University of British Columbia
developed the multidisciplinary Prostate Cancer
Supportive Care (PCSC) Program. The program aims
to address the challenges of decision-making and coping
faced by men with prostate cancer and their partners and
family members along the entire disease trajectory. Services
are provided at no cost to participants. Here, we outline the
guiding principles for the PCSC program and its scope,
delivery, and evaluation. We provide information on the
more than 1,200 patients who have participated in the program since its inception in January of 2013, the rates of
participation across the different program modules, and a
selection of patient satisfaction measures. We also discuss
successes and limitations and ongoing research and evaluation efforts, providing lessons learned to support the development of other supportive care programs in Canada and
internationally.
Program description
Guiding principles
The PCSC Program is a clinical, educational, and researchbased program, with 4 guiding principles: it is comprehensive, patient- and partner-centered, evidence-based,
and supports new research. The program serves patients,
partners, and families along the entire disease trajectory,
recognizing that cancer is a family disease, affecting both
the individual and social network, and that the psychological stress associated with a diagnosis of prostate cancer
is borne heavily by partners. It has been designed, implemented, and refined with the best available evidence and
with the intention to undergo consistent and repeated evaluation. Finally, it was designed to provide opportunities for
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targeted research efforts, supporting the growth of the evidence base in this area.
Patient entry and module descriptions
Patients can be referred to the program by a physician or
other allied health professional. They may also self-refer,
having been made aware of the program through our website, a variety of print materials, or by word of mouth. On
referral, the program coordinator collects patients’ basic
clinical and demographic data, assesses health literacy
and lifestyle factors, and provides them with information
on the program modules. As of December 2015, the program consisted of 6 distinct modules, each focusing on
different elements of the disease trajectory or on addressing specific physical or mental health concerns. Modules
are led by licensed health professionals with experience
in oncology. No elements of the program are mandatory,
and participants are free to pick and choose the components that are most relevant to them and their partners.
Introduction to prostate cancer and primary treatment
options. This is a group-based module that focuses on educating newly diagnosed patients (and those going on or off
active surveillance) on the basic biology of prostate cancer, the primary treatment options for localized disease, and
the main side effects associated with the treatments. It also
includes information about the other services offered by
the program and any ongoing research studies. The session
is held twice a month in the early evening and is run collectively by a urologist, radiation oncologist, patient representative, and program coordinator. It includes a brief one-onone discussion between each patient and their partner or
family member and the urologist and radiation oncologist
to address any remaining questions. A copy of the patient’s
biopsy report is on hand for the physician(s). Attendance
of this session has been shown to significantly reduce pretreatment distress in both patients and their partners.15
Managing sexual function and intimacy. Sexual intimacy
is tied to overall health outcomes, relationship satisfaction,
and quality of life.16 Primary therapy for prostate cancer
can be associated with substantial side-effects (eg, erectile dysfunction, incontinence, altered libido, penile shortening) that negatively affect sexual intimacy and have an
impact on the patient individually as well as the sexual relationship he has with his partner.17
The program’s Sexual Health Service (SHS) provides
patients and partners with information on the impact of
treatment on sexual health.18 The SHS offers educational
sessions led by a sexual rehabilitation nurse and clinical
psychologist with a specialization in sexual health. Sessions
focus on the impact of prostate cancer treatments on sexual function and therapeutic modalities, promote an understanding of the barriers to sexual adaptation posttreatment,
g
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and present options for sexual activity that are not solely
dependent on the ability to achieve an erection. Once participants have attended an educational session, they are
offered individual consultations with the sexual health
nurse every 3 to 6 months for 2 years or longer, depending
on the patient’s or couple’s needs. They are referred to the
SHS’s sexual medicine physician if further medical intervention is warranted. The sexual health nurse works with
the patient and partner to develop an individualized Sexual
Health Rehabilitation Action Plan (SHRAP), which
assists the couple in sexual adaptation going forward. The
SHRAP is a tool devised by the sexual health nurse based
on her clinical experience with couples affected by prostate
cancer.
Couples who have been evaluated within the SHS are
also invited to attend a second workshop on intimacy that
is offered quarterly. Workshop participants discuss the
impact of sexual changes on relationships, and strategies
on how to enhance intimacy and sexual communication are
presented. A resource package is provided to each couple
to help re-establish and/or strengthen their various dimensions of intimacy.
Lifestyle management. The lifestyle management modules
include separate nutrition and physical activity or exercise
components. Referral to the smoking cessation program
in the Vancouver Coastal Health Authority is made at
program registration, if appropriate. The nutrition groupbased education session is delivered by a registered dietitian
from the British Columbia Cancer Agency who specializes in prostate cancer. The session focuses on evidencebased recommendations on diet after a diagnosis of prostate cancer, the use of dietary supplements, body weight
and health, and practical nutrition tips. The exercise session
is delivered by an exercise physiologist who specializes in
working with cancer patients. It covers the value of exercise in terms of safety, prevention and reduction of treatment side effects (including from ADT), treatment prehabilitation and recovery, advanced cancer management,
and long-term survival. A one-on-one exercise counseling
clinic is also offered and aims to increase exercise adoption
and long-term adherence in line with Canadian Physical
Activity guidelines and exercise oncology guidelines,19,20
with follow-up appointments at 3, 6, and 12 months to
help patients stay motivated and ensure they are exercising correctly. The individual consultations with the exercise physiologist include physical measures, exercise volume, treatment side effects, and coconstructed goal setting
with an individualized formal exercise regimen (exercise
prescription).
Adapting to ADT. This is an educational module offered
to patients with metastatic prostate cancer who are starting hormone therapy treatments that lower serum testose236 THE JOURNAL OF COMMUNITY AND SUPPORTIVE ONCOLOGY
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terone into the castrate range. This program was one of
several available through TrueNTH, a portfolio of projects
funded by the Movember Foundation, through Prostate
Cancer Canada. The session is delivered by a patient facilitator and focuses on strategies to recognize and adapt to
the side effects of ADT21 while maintaining a good quality
of life and strong intimate relationships with partners.22,23
Pelvic-floor physical therapy for urinary incontinence.
This module includes a group-based and individualized
education session for patients (either pre- or posttreatment) focused on reducing the effects of surgery and/or
radiation therapy on urinary and sexual continence as well
as on how to cope with these symptoms and minimize the
effect they have on quality of life.24 The session is conducted
by a physical therapist who is certified as a pelvic-floor specialist. Supervised pelvic-floor re-education and/or exercise
has been shown to successfully reduce the degree of incontinence in this population.25 The module therefore also
includes 3 one-on-one clinical appointments for patients
who are still experiencing bother from incontinence 12 weeks
after a radical prostatectomy or postradiation treatment.
Psycho-oncology. In recognition of the emotional and
psychological burden associated with prostate cancer and
the important role partners play in facilitating treatment of
these psychological and/or psychosocial issues, the program
offers appointments with a registered clinical counselor to
address acute emotional distress. These are usually 1-hour
appointments offered to both patients and partners, either
separately or together. Appointments can be attended in
person or conducted by telephone. When appropriate,
patients are referred for further long-term individual support or couple support with their partners. A group therapy
workshop was also initiated in 2016. In this program, men
participate in a guided autobiographical life review through
a process that focuses on developing a cohesive working
group, learning strategic communication skills, and understanding and learning how to manage difficult emotions
and transitional life stressors associated with prostate cancer. It also focuses on processing and integrating critical
events that contribute to the men’s identity and psychological function and involves the consolidation of the personal
learning that occurs. Postgroup referral plans are developed
on an individual basis as needed.
Methods
Data
We obtained sociodemographic, diagnostic, and treatment
information as well as clinic visit records for all PCSC
Program registrants from the electronic medical record
held at the VPC. Clinical variables included age at diagnosis, Gleason score, and primary treatment modality (including active surveillance and ADT use). The Gleason score
November-December 2018
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determines the aggressiveness of a patient’s
prostate cancer based on
biopsy results. A score of
6 or less indicates that
the disease is likely to
grow slowly. A grade of
7 is considered intermediate risk (with primary
score of 3 and secondary 4 being lower risk
than those with a primary score of 4 and secondary of 3). A Gleason
score of 8 or higher indicates aggressive disease
that is poorly differentiated or high grade.
Sociodemographic characteristics included age,
travel distance to the
clinic, and income quintile. We obtained attendance records for the
modular education sesFIGURE Registrants, participants, and nonparticipants in the Prostate Cancer Supportive Care Program
sions from the program’s
VPC, Vancouver Prostate Centre; PCSC, Prostate Cancer Supportive Care
database. Patients who
did not have any medical visits at the VPC (referred to henceforth as non-VPC
faction across the different modules using a 1-way analysis
patients) did not have a clinic record, so we excluded them
of variance. For the sexual health and pelvic-floor physical
from the subset of the analyses that depended on specific
therapy sessions, we compared satisfaction between particiclinical variables.
pants who attended the education sessions before to those
All patients and partners who participate in any PCSC
who attended following their primary treatment using t
Program education sessions (introduction to prostate cantests. We provide the eta squared (for analyses of variance)
cer, sexual health, nutrition, exercise, ADT, and pelvic-floor
and Cohen d (for t tests) to provide an effect size estimate
physical therapy) are asked to complete voluntary, anonyof any significant differences observed.
mous feedback forms. These forms assess participant satisfaction using a series of Likert-based and Boolean response
Results
items as well as qualitative commentary. They include quesParticipants
tions that assess the timing, structure, and content of each
From the program’s founding in January of 2013 to
session.
December 31, 2016, a total of 1,269 patients registered (an
All procedures performed in studies involving human
average of 317 patients a year). Of those, 1,026 (80.9%)
participants were in accordance with the ethical standards
had at least 1 prostate cancer–related visit at the VPC. The
of the institutional and/or national research committee and
remaining 243 (19.1%) were non-VPC patients (Figure).
with the 1964 Helsinki declaration and its later amendOverall, 1,062 men (83.4%) who registered with the proments or comparable ethical standards. For this type of
gram went on to attend at least 1 education session or clinic
study, formal consent is not required.
appointment.
Average age among male program participants was 67.7
Statistical approach
years, and age at diagnosis was 62.5 years (Table 1). In all,
Descriptive statistics were used to analyze participant
273 men (31.7%) had Gleason 3+4, and 117 (13.7%) had
characteristics, program participation rates, and particiGleason 4+3. Most of the participants (76.9%) elected
pant satisfaction. For each module’s education session, we
to undergo radical prostatectomy for primary treatment.
compared the overall satisfaction between patients and
Ninety-five men (8.9%) received at least some ADT treatpartners using t tests. We also compared the level of satisment as an adjunct to radiation or to treat recurrent disVolume 16/Number 6
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TABLE 1

Demographic and treatment characteristics of participants in the Prostate Cancer Supportive Care Program (N = 1,062)

Characteristic

Value

Mean age on Dec 31, 2016, y (SD)

67.7 (7.6)

Mean age at diagnosis, y (SD)bc

62.5 (11.9)

a

Characteristic

Value

Time (y) from diagnosis to first participation, n (%)

g

Prior to diagnosis

Gleason score, n (%) bd

1 (0.1)

<1 y

431 (50.1)

<7

264 (30.7)

1 – <2 y

130 (5.1)

3+4

273 (31.7)

2 – <3 y

63 (7.3)

4+3

117 (13.6)

3 – <4 y

53 (6.2)

99 (11.5)

4 – <5 y

8
9-10

108 (12.5)

5+

Primary treatment, n (%)bc

33 (3.8)
150 (17.4)

No. of education sessions attended, n (%)

Prostatectomy

616 (71.5)

0

363 (34.2)

Prostatectomy with EBRT

19 (1.5)

1-2

544 (51.2)

EBRT

26 (2.3)

3-4

130 (12.2)

Brachytherapy

38 (4.4)

5+

25 (2.4)

EBRT and brachytherapy

7 (0.8)

No. of clinic visits attended, n (%)

97 (11.3)

Untreatede
Androgen deprivation therapy, n (%)

b

Continuous blockade
Intermittent suppression
Mean distance to clinic, km/mi (median)f

0

335 (31.5)

1-2

305 (28.7)

16 (1.9)

3-4

215 (20.3)

72 (8.4)

5+

207 (19.5)

83.1 km (16.9)
51.6 mi (10.5)

Partner/family member attended at least
1 session, n (%)

497 (46.8)

Socioeconomic quintile, n (%)f
1

104 (10.9)

2

129 (13.5)

3

178 (18.6)

4

231 (24.1)

5

301 (31.5)

EBRT, external beam radiotherapy
a
Missing data for 23 participants. bExcludes 201 non–Vancouver Prostate Centre participants. cMissing data for 7 participants. dGleason scores lower than 7 have a more favorable prognosis. A grade of 7 is considered intermediate risk (with primary score of 3 and secondary 4 being lower risk than those with a primary score of 4 and secondary of 3).
Scores of 8 or more are poorly differentiated and more likely to spread. eActive surveillance, no treatment recorded, or treatment scheduled in future. fMissing data for 105 participants. gMissing data for 119 participants.

ease. Participants traveled an average of 83.1 km (51.6
miles; median, 6.9 km and 10.5 miles, respectively) to
attend the program; 10% of participants traveled further
than 112 km (70 mi) to the clinic. One hundred and four
(10.9%) and 301 (31.5%) of registrants were in the lowest and highest income quintiles respectively. Four hundred
and ninety-seven (46.8%) attended at lesson 1 session or
clinic appointment with a partner or family member.
Program participation
Of the 1,062 men who participated in the program, 867
(80.1%) were patients of the VPC, and 205 (19.1%) were
non-VPC patients. The education sessions for the introe238 THE JOURNAL OF COMMUNITY AND SUPPORTIVE ONCOLOGY
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duction to prostate cancer and sexual health modules had
the largest numbers of participants (309 and 265, respectively; Table 2); however, pelvic-floor physical therapy had
the highest participation rate per quarter (25 patients).
The clinical services offered within the sexual health module had the larger number of participants and highest participation rate per quarter (590 total patients, 42/quarter).
Timing of program participation was highly variable, ranging from 6 days to 18.5 years after diagnosis (SD, 1,301
days). More than half of participants attended a session or
clinic visit within the first year of their diagnosis. A total
of 17% of patients who registered did not attend any part
of the program.
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TABLE 2

Number and percentage of Prostate Cancer Supportive Care Program participants who attended each module (N = 1,062)
Education session

Clinical services

n (%)

Participants/
quarter

n (%)

Participants/
quarter

Total n (%)a

Introduction

309 (29.1)

19

NA

NA

309 (29.1)

Sexual health

265 (25.0)

19

590 (55.6)

42

686 (54.6)

165 (15.5)

13

NA

NA

165 (15.5)

Modules

Lifestyle management
Nutrition

89 (8.4)

9

84 (6.5)

14

152 (14.3)

Adapting to ADT

Exercise

159 (12.5)

11

NA

NA

159 (150)

Pelvic-floor physical
therapy

303 (28.5)

25

269 (25.3)

21

418 (39.4)

NA

NA

97 (7.9)

16

109 (10.3)

Psycho-oncology
ADT, androgen-deprivation therapy

Reflects the total number of program participants who attended any part of the module (education session, clinical appointment, or both)

a

TABLE 3

Patient and partner feedback on the education sessions by program module
No. of affirmative responses (%)
No. of
feedback forms
submitted

Q: Was the
information clear &
easy to understand?

Q: Was any
information missed?

Q: Was the session
an appropriate
length?

Introduction and treatment options

249

242 (97.1)

21 (8.4)

229 (92.0)

Sexual health

259

258 (99.6)

12 (4.5)

251 (96.9)

Lifestyle management

317

317 (100)

25 (7.9)

240 (92.7)

Adapting to ADT

229

Not asked

Not asked

Not asked

Pelvic-floor physical therapy

310

306 (98.7)

26 (8.4)

294 (94.8)

Module

ADT, androgen-deprivation therapy

Satisfaction
Most patients and partners said that they found the
information presented at the modular education sessions
comprehensive, clear, and easy to understand (Table 3).
Although the overall average satisfaction score varied significantly across sessions, ranging from 3.5 (out of a possible 4) for pelvic-floor physical therapy to 3.8 for introduction to prostate cancer (F = 3.8, P < .001), the effect size of
this difference was small (η2 = .039; Table 4A). We found
no difference in the level of satisfaction between patients
and partners, with the exception of the sexual health module, which was rated better by partners than by patients
(patients: 3.6, partners: 3.8; t = 2.0; P = .03); however, the
effect size of this difference was again small (Cohen d =
.29). A total of 86% of patients found the inclusion of their
partners at the sessions useful. For both pelvic-floor physical therapy and sexual health, attendees were more satisfied if they attended before treatment initiation rather than
after completion (Table 4B).
Volume 16/Number 6
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Discussion
The purpose of this descriptive analysis was to outline a
comprehensive, multidisciplinary supportive care program
for men with prostate cancer and to present initial data on
the population that has used the program and their satisfaction with the services provided. Within the first 5 years
of the PCSC Program, 1,269 patients registered to participate. However, nearly 1 in 6 men who registered for the program did not subsequently attend any education sessions or
use any clinical services offered, despite the fact that all services were free of charge. It is possible that nonparticipation may be related to men on active surveillance choosing
not to engage with the program until they are faced with
making a treatment decision, which may not happen until
several years after an initial positive biopsy.26 This and other
factors that affect a patient’s decision not to participate
will be investigated in a future study. There is existing evidence documenting high levels of distress and anxiety for
patients and their partners resulting from decision-making
g
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TABLE 4

Mean (SD) patient and partner satisfaction scores for education sessions by Prostate Cancer Supportive Care Program module
A

Module

No. of feedback
forms submitted

Score (out of possible 4)
Total*

Patients

Partners

t value
(P value)

Cohen d

3.8 (0.4)

3.7 (0.5)

3.8 (0.4)a

2.0 (.06)

0.24

3.7 (0.5)

3.6 (0.5)

3.8 (0.4)

2.0 (.03)*

0.29

Introduction and treatment options

249

Sexual health

259

Lifestyle management

317

Nutrition

207

3.5 (0.7)

3.6 (0.5)

3.7 (0.9)

0.9 (.4)

0.18

Exercise

110

3.6 (0.5)

3.6 (0.5)

3.7 (0.5)

1.3 (.2)

0.53

Adapting to ADT

229

3.7 (0.5)

3.7 (0.5)

3.7 (0.5)

4

2.0 (.9)

0.084

Pelvic-floor physical
therapy

310

3.5 (0.5)

3.5 (0.5)

3.5 (0.5)5

2.0 (.9)

0.023

B
Score (out of possible 4)

No. of feedback
forms submitted

Total*

Pretreatment

Posttreatment

t value
(P value)

Cohen d

Sexual health

259

3.7 (0.5)

3.8 (0.4)

3.6 (0.6)

2.0 (.002)*

0.40

Pelvic-floor physical
therapy

310

3.5 (0.5)

3.6 (0.6)

3.4 (0.6)

2.0 (.03)

0.25

Module

ADT, androgen-deprivation therapy
Analysis of variance comparing satisfaction across modular education sessions (excludes psycho-oncology); F = 11.04; P < .0001; η2 = 0.039

a

*P < .05

around prostate cancer treatment,27,28 and many face both
decisional conflict and subsequent regret.15,29 Further work
to help patients access the program could include defining
a prehabilitation program for which patients can sign up
that automatically selects the education sessions and clinical services most relevant to them.
The number of attendees varied across the 6 education
sessions, with introduction to prostate cancer and sexual
health being the best attended. This is consistent with the
literature concerning the specific unmet supportive care
and information needs in this population10,13 and with
the value that men have placed on taking an active role
in the decisions around their prostate cancer treatment.30
It is also possible that attendance varied because modules
were introduced in a stepwise fashion and were offered on
different schedules. Patients and partners both reported a
high degree of satisfaction with all of the modules’ education sessions, reporting that the length, content, and delivery were appropriate.
Since 2013, a wide research portfolio has grown alongside the program. It has acted as a recruitment site for multicenter national studies and has attracted funding for several in-house research projects and evaluations. In addition,
the VPC has implemented clinic-wide electronic collection of several patient-reported outcome measures using
iPads. Patients have the option of contributing their data
e240 THE JOURNAL OF COMMUNITY AND SUPPORTIVE ONCOLOGY
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to Canadian (PC360o) and Global (TrueNTH Global
Registry – Prostate Cancer Outcomes) registries for prostate cancer. The program has also created educational
opportunities by supporting postdoctoral fellows. It has
also provided a rich environment for urology and radiation
oncology residents and fellows to participate in a multidisciplinary supportive care team, ensuring that the next generation of surgeons and oncologists recognize the importance of this approach to care.
Limitations
This is a brief descriptive study that relies on a mixture of
anonymized survey and clinical chart data. Because the
program’s patient feedback forms are anonymous, we are
not able to link satisfaction scores to differences in sociodemographic, clinical, or prognostic factors. We also have not
directly measured clinical, psychological, or quality of life
outcomes; however, all 3 will be included in future studies of the program. An additional limitation is that not all
program modules were offered for the entirety of the study
duration and are offered at different frequencies. Thus,
some modules have disproportionally higher participation
rates than others. Lastly, we are missing clinical information for 16% of our participants who are not patients at the
VPC.
The program is offered within an academic and teachNovember-December 2018
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ing hospital in a major metropolitan center and depends
on the work of a large interdisciplinary team. Cancer programs that are not embedded within a similar environment, such as those located in smaller rural communities,
may not have access to the specialized clinical professionals
who run our program, affecting its direct generalizability
to these locations. Other specialists, such as palliative care
teams, could be well positioned to provide support in locations that do not have a similar level of resource available.
Furthermore, some program elements will be adapted to be
delivered using telemedicine technology, which is an additional approach to improving access for patients who are
beyond the reach of a tertiary care facility.
Conclusions
There is a growing need to provide consistent and comprehensive supportive care to patients with prostate cancer
and their partners and families throughout the disease and
treatment journey. The PCSC Program uses a multidisciplinary, evidenced-based, disease-focused approach to support informed treatment decision-making and address the
physical, psychological, and psychosocial effects of prostate

cancer diagnosis and treatment. We proactively collect data
on disease, personal demographic details, and symptoms
or quality of life, supporting opportunities to partner with
researchers with the goal of further improving quality of
life based on evidenced-based practices. Going forward, we
will conduct detailed examinations of the costs and benefits
(in terms of symptom management and quality of life) of
the PCSC Program, further contributing to the development of evidence-based best practices for supportive care
for men with prostate cancer and their families.
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