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Introduction

Two evening clinics were run as part of a waiting list initiative in the east area of
Glasgow Clinical Psychology service. The first clinic ran from October 2002 to
March 2003, the second ran from September 2003 to January 2004. A third

evening clinic is planned for 2005, funding is currently being negotiated.

Improving waiting times is a key priority for the NHS in Scotland (Jones, 2003).
The subject of waiting times in the NHS has been an important issue for a
number of years. The most recent work in this area has been reviewing waiting
lists, and looking at more effective ways of managing them (Scottish Executive,

2003; Audit Scotland, 2002).

A review of waiting lists in Scotland said that ‘waiting lists and waiting times are
important measures of how the health service is responding to demand. They
highlight where there are delays in particular parts of the health system’ (Audit
Scotland, 2002. Page 14). The review looked at: the arrangements for placing
patients on waiting lists, the monitoring of lists and the way in which these are
kept up to date, the extent to which services are using central guidance, and
whether any methods of list management had lead to inappropriate delays to

treatment.

Following this review some recommendations were made. Firstly, patients
should be routinely informed about the waiting times. Secondly, to reduce the
DNA rate, patients should be contacted regularly to ensure that circumstances
have not changed. Thirdly, all services should have early warning systems and

plans to identify and manage potential waiting list problems. Finally, services



should give information to patients, GPs, and the public about waiting lists and

waiting times.

The Scottish Executive (2003) produced a good practice guide to managing
waiting times. Their guidance supported the recommendations of the Audit
Scotland review (2002) and built on the commitments in the White Paper
‘Partnership for Care’. The ‘Managing Waiting Times’ report (Scottish
Executive, 2003. Page 6) claimed that waiting times were important to patients
because: The patient’s condition could deteriorate while waiting, and in some
cases the effectiveness of the proposed treatment may be reduced. The
experience of waiting could be distressing. The patient's family life and
employment circumstances could be adversely affected by waiting. The report
noted that ‘a short period of waiting which is managed in the patient's best
interests could support the scheduling of routine and emergency care and
ensure the most urgent patients are seen first', but that ‘excessive waiting times
must be reduced’(Page 6). The report stated that services must:
e Manage demand by ensuring each referral represents the most
appropriate decision for the care of the individual patient.
e Manage the queue by ensuring waiting lists are well managed and
patients are called for treatment in appropriate order.
e Manage capacity by providing efficient and effective services that meet
the level of demand from appropriate referrals.
¢ Provide leadership by ensuring that all parts of the local NHS work
together to achieve waiting time improvements in the best interests of

patients.



The waiting list for Clinical Psychology services in the east area of Glasgow had
been identified as a problem. To prevent the wait from becoming excessive
ways of managing the waiting list were investigated. Looking at the current
literature two points seemed most relevant; firstly, that ‘all services should have
early warning systems and plans to identify and manage potential waiting list
problems’ (Audit Scotland, 2002. Page 46), and secondly that the service must
‘manage capacity by providing efficient and effective services that meet the
level of demand from appropriate referrals’ (Scottish Executive, 2003. Page 7).
It was decided that running evening clinics in addition to the routine daytime
service would be a way of managing capacity in the Clinical Psychology service.
Evening clinics are a short-term way to increase clinical activity, treat a backlog

of patients on a waiting list, and improve waiting times.

Future evening clinics are being proposed and negotiations regarding funding
are currently taking place in the east area of Glasgow. This audit provides an
overall view of clinical activity at the evening clinics. The data displayed and
discussed in this report should inform decisions about the future use and

provision of evening clinics to be made at a management level.

Aims
The aim of this audit was to provide a description of the evening clinics,

focussing on the uptake of this additional service.

Audit Questions

 How many appointments were available at the evening clinics?
¢ How many new people were seen at the evening clinics?

¢ How many of the appointments at the evening clinics were taken up?



How many people attended the evening clinics?

How many times did people attend the evening clinics?

How many people were discharged at the end of the evening clinics?
How many people carried on in the service once the clinics had finished?
What was the immediate impact on the waiting list in the usual day-time

service?

Methodology

The maijority of data for this audit were taken from a ‘Waiting List Initiative

Database’ kept by the east area of Glasgow Clinical Psychology seivice. This

database was designed specifically to record audit data and was kept in

addition to routine data collection methods. Separate files were kept for each

clinic. The database was examined closely. Any gaps in the data were

followed up and completed from paper-based records. Information recorded on

the database included:

A weekly breakdown of activity for each clinician

A record of annual leave and sick leave for each clinician

How many patients attended, did not attend (DNA) and cancelled for
each clinician

Time used for supervision and administration

How many patients attended, DNA and cancelled each week

The outcome at the end of each clinic — how many patients were

discharged and how many carried on into the usual day-time service

The sample consisted of two hundred and twenty-four patients in total, one

hundred and seven from the first clinic and one hundred and seventeen from



the second clinic. Patients were taken from the top of the routine waiting list,
i.e. those who were longest waiting, no exclusion criteria or screening methods

were applied.

The evening clinics were analysed separately using an array of descriptive
statistics, and then compared to see if any differences emerged. Following this
the two sets of information were combined to give an overall picture of activity at
the evening clinics. The Patient Information Management System (PIMS) was
used to obtain data regarding rates of attendance, non-attendance and
cancellation for a sample of the patients attending the usual day-time service.
PIMS was also used to collate figures for waiting list numbers and waiting times.
The PIMS system was used as a daily data collection tool, but was not
specifically designed to collect audit data. Some clinicians did not complete

PIMS records and often accurate figures were not available from this system.

Results

The audit questions listed in the introduction are addressed in order.

¢ How many appointments were available at the evening clinics?

The first evening clinic was run by four clinicians for six months, providing one
hundred and forty-six time slots. A one hour session is defined as one ‘time
slot'. Patients were seen in one hundred and eleven (76%) of these slots and

the other thirty-five (24%) were used for supervision and administration.



The second evening clinic was run by three clinicians for the first month and
then five clinicians for four months, providing one hundred and fifty-nine time
slots, one hundred and thirty-one (82%) of which were used for patients and
twenty-eight (18%) for supervision and administration. Together the clinics
provided three hundred and five time slots, two hundred and forty-two (79%) of

these were used to see patients.

o How many new people were seen at the evening clinics?
e How many of the appointments at the evening clinics were taken up?
e How many people attended the evening clinics?

e How many times did people attend the evening clinics?

In total two hundred and twenty-four people were offered appointments at the
evening clinics between October 2002 and January 2004, with one hundred and
seven appointments at the first clinic and one hundred and seventeen at the
second. This resulted in two hundred and twenty-four new patients being taken
off the waiting list. Table one shows the use of these appointments for both

clinics and an overall picture.

Table 1 — Breakdown of Appointment Outcomes.

Attended Did Not Attend Cancelled
Clinic 1 62 34 11
Clinic 2 72 20 25
Overall 134 54 36




Table one shows that the majority of appointments were attended, with the
levels of non-attendance and cancellation varying between the two clinics. The
graph below gives on overall picture of how appointments were used by

patients.

Graph 1- Appointment use

Cancelled
16%

Did Not Attend
24%, Attended 60%

Graph one shows that over half (60%) of the appointments given at the evening
clinics were attended. Cancellations and non-attendance made up the
remaining 40% of appointment use. The number of times that people attended
appointments during the evening clinics varied. On average people attended
two sessions each out of the appointments that were offered, this figure takes
into account those patients who did not attend, who cancelled, and also those

who attended one or more than one appointment.

The rates of attendance, non-attendance and cancellation were compared to

the rates for the usual day-time service.



Table 2 — A Comparison of Appointment Qutcomes for Evening and Daytime

Attended Did Not Attend Cancelled
Daytime Clinic 160 54 36
Evening Clinic 134 58 32

Table two illustrates that attendance for the day-time service was slightly higher,
one hundred and sixty (64%) compared to one hundred and thirty-four (60%) for
the evening clinics. The rates of non-attendance were similar fifty-four (23%)
for the day-time service and fifty-eight (24%) for the evening clinics. Rates of
cancellation were also similar with thirty-six (13%) for the day-time service and
thirty-two (16%) for the evening clinics. Figures for the day-time service were
obtained by looking at attendance, non-attendance and cancellation rates for
the last two hundred and fifty new contacts on the Patient Information
Management System (PIMS) in March 2005. As previously mentioned using
the PIMS system to obtain audit data did have limitations, therefore this
comparison can be used to give a very general overview of the differences

between the usual day-time service and the evening clinics.

e How many people were discharged at the end of the evening clinics?

e How many people carried on in the service once the clinics had finished?

Following these appointments patients took various routes through the service.
Some patients did not attend any appointments or cancelled and did not require
any further input, they were discharged. Other patients attended one or more

appointments and were discharged from the service at various points.



Table 3 — Outcome at the end of Evening Clinics

Discharged Day-time Appointment
Clinic 1 34 63
Clinic 2 32 10
Overall 66 73

Table three shows that at the end of the first evening clinic thirty-four (32%)

patients were discharged and sixty-three (59%) carried on into usual day-time

appointments. When the second clinic ended thirty-two (27%) patients were

discharged, and ten (9%) patients carried on into the usual day-time service.

Overall sixty-six patients were discharged (29%) and seventy-three (33%)

required further input. Other patients who had been offered appointments were

discharged before the end of the clinics for various reasons.

¢ What was the immediate impact on the waiting list in the usual day-time

service?

The five months before the start of the first evening clinic (May to September

2002) the average number of people on the east area waiting list was five

hundred and fifty-eight. In the five months after the first clinic and before the

second clinic (April to August 2003) the waiting list was five hundred and forty-

one, a three percent reduction. In the five months after the second evening

clinic ended (February to June 2004) the waiting list was four hundred and

seventy-two, a fifteen percent reduction.
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Conclusions & Recommendations

The results across both clinics were compared on a number of dimensions.
Firstly, the number of appointments available was similar for both clinics, one
hundred and eleven and one hundred and thirty-one, giving an overall total of
two hundred and forty-two. Both clinics took a similar amount of new patients
off the waiting list. The rates of attendance, non-attendance and cancellation
were also similar for clinics one and two. The amount of sessions used for
patients, supervision and administration were alike for both clinics. At the end
of the evening clinics thirty-two percent of patients were discharged from the

first clinic and twenty-seven percent from the second, again similar values.

The main difference between the two evening clinics emerged when looking at
the figures for patients who carried on into the usual day-time service; fifty-nine
percent from clinic one carried on into day-time appointments compared to only
nine percent of patients from clinic two. There are many reasons why this
difference may have occurred, some of which can be speculated upon. Two
obvious differences that existed between the two clinics were that more
sessions were available at the second clinic and more experienced clinicians
ran the sessions. Many variables are present in every Clinical Psychology
service such as case complexity, waiting list pressures, departmental guidelines
regarding number of treatment sessions, experience of clinicians, etc. All of

these factors could have played a part in this difference between the two clinics.

An overall view of the clinics revealed that they provided three hundred and five
time slots, 79% of which were used to see patients. Two hundred and twenty-

four new patients were taken off the waiting list. Sixty percent of the

11



appointments given at the evening clinics were attended. People attended an
average of two sessions each out of the appointments that were offered. At the
end of the clinics twenty-nine percent of patients were discharged and thirty-

three percent were offered further input.

The overall view of attendance, non attendance and cancellation rates at the
evening clinics was compared to rates for the usual day-time appointments.
Attendance for the day-time service was slightly higher, sixty-four percent
compared to sixty percent for the evening clinics. The rates of non-attendance
and cancellation were similar. The evening clinics appeared to be taken up in a
similar way to the daytime appointments. As previously mentioned there were
differences between data sets for the routine daytime service and the evening
clinics. The data collected for the evening clinics was collected on a separate
database designed to record audit information. Data for the daytime service
was collected on the PIMS system which was used for routine information
recording. The PIMS system was not completed by all clinicians and often had
technical faults which made the data inaccurate. Due to the differences in data
sets for the evening clinics and the daytime service it was not considered to be
meaningful to look at the statistical significance of any differences between the

two services.

The immediate impact of the evening clinics upon the usual day-time waiting
list was examined. There was a fifteen percent reduction in the waiting list
following the second evening clinic, but only a three percent reduction after the
first clinic. These figures are only approximate and must be treated with caution

as numerous factors can impact upon a waiting list.
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Factors such as referral rates, staffing levels, complexity of cases, etc. can all
impact upon the waiting list. One difference between the two clinics which may
have had an impact is the difference in numbers of patients who carried on into
the usual day-time service. At the end of clinic one fifty-nine percent of patients
carried on into day-time appointments compared to only nine percent of patients
from clinic two. The large percentage of patients who were offered further input
at the end of the first clinic could have resulted in less patients being taken off
the waiting list as appointments would be taken up by patients from the evening
clinic. At the end of the second clinic fewer patients were offered further input in
the day-time service, possibly leaving more available appointments for people

on the waiting list to be seen in the usual day-time service.

Another factor which could have had an impact on the waiting list was the fact
that extra clinicians who did not routinely work in the daytime service worked at
the evening clinics. The routine daytime service continued as normal, but was
supplemented by additional appointments in the evening. The daytime service
was under staffed at the time of the clinics due to unfilled vacancies. By
providing extra sessions in the evening the service prevented the waiting list
from becoming any longer, and reduced it by fifteen percent at the end of the
second clinic. These staffing levels could explain the small reduction in the
waiting list following the first clinic (3%); instead of a large reduction in the

waiting list the service prevented an increase.

When considering the overall view of the evening clinic data certain suggestions

for the future could be made. One suggestion is to shift the focus of the

13



evening clinics to a type of assessment or screening exercise. Given that in
total twenty-nine percent of patients were discharged and thirty-three percent
required further input at the end of the evening clinics, this leaves thirty-eight
percent who were discharged for various reasons before the end of the clinics.
An initial assessment clinic could help to identify those patients who require
input and those who would be willing to attend sessions. This way of using the
clinical time could allow a large number of patients to be assessed in

preparation for offering day-time appointments.

The practical and ethical issues related to evening clinics must also be
considered. Safety for members of staff working after usual hours is one such
issue. A suitable building with extra secretarial staff was used to run the first
two evening clinics. This type of arrangement would need to be made for any
future clinics. Extra staff time was another practical issue. Staff came from
other services to provide sessions in the evening clinics, in addition to clinical
and secretarial staff from the routine daytime service. This meant extra funding
to pay all staff at the appropriate rate for working out of hours. These factors
must be considered alongside the patient data when looking at the future uses

of the evening clinics.

Further data from the third evening clinic, which is being negotiated at present,
could be added to the existing data set. It would be useful to look at any trends
that emerged from the data, especially in terms of the number of patients who
carried on into the day-time service given that there is a notable difference
clinics one and two. Any other differences and similarities would also provide

extra information to help guide the future direction of evening clinics. The aim

14



of this audit was to provide a description of the evening clinics, focussing on the
uptake of this additional service. Further investigation into other factors which
have an influence on the waiting list would also help to provide a more accurate
picture of the true impact of running evening clinics as a waiting list initiative.
Further work on comparing the routine daytime service and the evening clinics

would also help to determine how viable the evening clinics were.
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Abstract

This systematic review aimed to address the following questions: ‘What is the
prevalence of anxiety and depression in men with prostate cancer?’ and ‘Is
there a relationship between anxiety, depression and sexual dysfunction in men
with prostate cancer?’ The purpose of the review was to investigate the quality
of studies looking at levels of anxiety, depression and sexual dysfunction in a
systematic way. An electronic search of suitable health databases was
completed using five key terms to reflect the main components of the
systematic review question. Twelve studies were then identified using inclusion
and exclusion criteria and included in this review. The methodological quality of
each of the twelve studies was examined using assessment criteria adapted
from the Scottish Intercollegiate Guidelines Network (SIGN) 50 ‘A Guideline
Developers’ Handbook’ [1]. Reported prevalence levels for ‘clinically significant’
anxiety ranged from 32.6% to 6.7%. Prevalence rates for ‘clinically significant’
depression ranged from 2% to 27%. Reported prevalence of sexual dysfunction
ranged from 40 to 80%. Limitations of the current literature are discussed and

suggestions for future research are proposed.

Keywords — Prostate, cancer, anxiety, depression, sexual dysfunction.
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Introduction

Prostate Cancer

Prostate cancer affects nearly thirty-two thousand men per year in the United
Kingdom and causes ten thousand deaths per year [2]. Being diagnosed with
and treated for prostate cancer involves a complex set of biological and
psychological factors. Men who are treated for prostate cancer and survive
often face many treatment-specific side effects afterwards [3]. One side effect
that is commonly reported is sexual dysfunction [4, 5]. All prostate cancer
treatments involve varying degrees of medical intervention. These interventions
range from surgery to regular check ups and PSA tests (active monitoring).
Surgery, radiotherapy, brachytherapy and hormone therapy are all effective in
the treatment of prostate cancer but have associated side effects. Side effects
include: urinary incontinence, sexual dysfunction, bowel problems, hot flushes,
breast swelling and tenderness, weight gain and osteoporosis. Urinary
incontinence and sexual dysfunction are caused by all four of the treatments
described above. Sexual dysfunction includes: loss of libido, infertility, erectile
dysfunction, inability to orgasm, etc. The need for a better understanding of
patients’ psychological needs at various stages of prostate cancer diagnosis

and treatment has been highlighted [4].

Psychological Distress

Many studies have reported that cancer and psychological problems, such as
anxiety and depression, often co-occur [6]. General theoretical psychological
models of why people may experience anxiety and depression have been used

in relation to cancer patients [7, 8]. Models of Post-traumatic Stress Disorder
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have also been used to explain some of the psychological symptoms that
people experience following a diagnosis of cancer and subsequent treatment
[9]. Manzanera et al. (2003) assessed a sample of 54 patients with various
types of cancer using the Hospital Anxiety and Depression Scale [11]. They
found that 32% reported depressive disorders and 30% anxiety disorders [10].
Kollner, Lautenschlager and Pajonk (2004) reported in their review paper that
the frequency of co-occurrence is approximately 50% and that depression,
anxiety and possibly post-traumatic stress disorder are the problems most

relevant in prostate cancer.

Sexual Dysfunction

Matthew et al. (2005) reviewed the literature related to sexual dysfunction
following radical prostatectomy from 1966 to 2004. They found that several
studies reported that 44% to 75% of men experienced sexual dysfunction, of
whom more than 60% experienced distress because of their sexual dysfunction
problems. Weber and Sherwill-Navarro (2005) reviewed 30 years of research
on the ‘psychosocial consequences’ of prostate cancer. They stated that
‘survivorship’ in prostate cancer patients is commonly complicated by long-term
disease-specific side effects, such as sexual and urinary dysfunction. Studies
have shown that the psychological impact of prostate cancer continues long
after the diagnosis and treatment phases have been completed. Baker,
Denniston, Smith and West (2005) used the Cancer Problems in Living Scale
(CPILS) to assess 752 patients, 97 of whom had prostate cancer. They found
that a year on from diagnosis: 68% of patients were concerned about their
illness returning, 58% had fears about the future, and 41% reported sexual

dysfunction as a major concern.
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A small, but increasing number of studies have begun to address the
psychological impact of prostate cancer. In earlier studies the physical and
psychological effects of being diagnosed with and treated for prostate cancer
were mainly assessed using health-related quality of life measures [13]. Many
papers have noted that studies of health-related quality of life focussed on
physical well-being and paid relatively little attention to psychological functioning
[14, 15, 16]. Bennett and Badger (2005) stated that the clinical significance of
psychological distress experienced by men with prostate cancer had yet to be
adequately addressed in the research literature. At the time of their project,
Hervouet et al. (2005) identified four studies which evaluated the prevalence of
depression and anxiety in prostate cancer patients using validated instruments;
all of them used the Hospital Anxiety and Depression Scale. They noted
prevalence rates of depression ranging from 3% to 15% and anxiety rates from

11% to 33%.

Crawford et al. (2001) administered the Hospital Anxiety and Depression Scale
to a large non-clinical sample of aduits in the United Kingdom. They found that
on the HADS anxiety sub-scale the mean score was 6.14 and on the HADS
depression sub-scale the mean score was 3.68. Crawford at al. [17] reported
that on the HADS anxiety sub-scale 20.6% of the population scored between 8-
10 (mild), 10% scored in the moderate range (11-15), and 2.6% scored 16 or
above (severe). On the HADS depression sub-scale 7.8% of the population
were in the mild range (8-10), 2.9% scored 11-15 (moderate), and 0.7% scored
in the severe range (16 or above). These figures provide a useful point of

comparison for prevalence rates in clinical populations.
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The primary aim is to systematically review the current literature addressing the
prevalence of anxiety and depression in prostate cancer patients. A secondary
aim is to examine the prevalence of sexual dysfunction, and if there is any

relationship between sexual dysfunction and anxiety and/or depression.
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Method

Objective
This systematic review aimed to address the following questions:
e What is the prevalence of anxiety and depression in men with prostate
cancer?
o Is there a relationship between anxiety, depression and sexual

dysfunction in men with prostate cancer?

Search Strategy

The following electronic databases were searched during this review:
Medline (1950 — 2007)

Psychinfo (1806 — 2007)

CINAHL (1982 —2007)

EMBASE (1980 — 2007)

All EMB Reviews, including CDSR, ACP Journal Club, DARE, CCTR

Search Terms

The electronic search used five key terms to reflect the main components of the

systematic review question.

1) Prostate

2) Cancer

3) Anxiety

4) Depression

5) Sexual Dysfunction

6) 1,2,3 & 4 combined using AND

7) 1,2,3, 4 & 5 combined using AND

23



All duplicates were removed. The reference lists for articles were also
reviewed. Hand searches of Psycho-oncology and the Journal of Psychosocial

Oncology were also completed (1997-2007).

Inclusion Criteria
e Participants aged 18 years or over
e Participants with a primary diagnosis of Prostate Cancer
¢ Studies using an outcome measure for anxiety and/or depression
e Peer reviewed journal articles
e English Language journal articles
e Studies addressing the incidence and prevalence of anxiety or
depression in prostate cancer patients
e Studies addressing the incidence and prevalence of sexual dysfunction

in prostate cancer patients

Results

Search Results

Initial searches using electronic databases generated 436 possible papers. The
titles and abstracts of these papers were reviewed. Four hundred and six
papers were considered not to be relevant to the review question on the basis
of their abstracts and were excluded. Thirty papers were retained as being
relevant to the review question. Following a hand search of key journals and
reference lists of papers from the electronic search a further 2 papers were

identified as potentially suitable (see Appendix 2.2).
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Excluded Studies

The full articles for the 32 potentially suitable studies were reviewed. Following

this, a further 20 studies did not meet the inclusion criteria for this review. Nine

of the latter papers were non English language and so were excluded. Five

papers were letters, editorials or reviews [20, 21, 22, 23, 4]. Three studies did

not use an outcome measure to assess anxiety and/or depression [24, 25, 26].

Two papers included participants whose primary diagnosis was not solely
prostate cancer [27, 28] and were therefore, excluded. One other paper was

not a peer reviewed journal article [29] and was also excluded.

Included Studies

Twelve studies were included in the review:

Bisson et al., 2002 [16]
Balderson & Towell, 2003 [30]
Roth et al., 1998 [15]

Lintz et al., 2003 [31]
Hervouet et al., 2005 [19]
Rosenfeld et al., 2004 [14]
Cliff & MacDonagh, 2000 [32]
Korfage et al., 2006 [33]

Ene et al., 2006 [34]

Steineck et al., 2002 [35]
Sharpley & Christie, 2007 [36]

Soloway et al., 2005 [37]
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Data Extraction
Data were extracted from each of the included studies. The data were relevant
to the aim of the review and related to the design and quality of the study. A

summary of the data extracted from each study is shown in Table 1.

Quality Assessment

The methodological quality of each of the 12 studies was examined using
assessment criteria adapted from the Scottish Intercollegiate Guidelines
Network (SIGN) 50 ‘A Guideline Developers’ Handbook’ (SIGN, 2004). The
criteria assessed 24 factors including; research aims, hypotheses, population,
design, outcome measures, results and analysis (see Appendix 2.3). Score
totals ranged from 0 to 48, where individual ratings were a possible score of 0
(Not addressed, not reported or not applicable), 1 (poorly addressed), or 2
(adequately addressed or well covered) on each item. The reviewer and the
independent examiner were not blind to study details, such as, author, journal
or organisations conducting the research. Scores for each study are shown in

Table 1.

Reliability of Quality Assessment
An independent examiner also rated all studies included in this review using the
same quality assessment criteria. Eighty-seven percent agreement was found

between raters. Raters met to discuss any disagreements in scoring.

Review of Studies
Studies will be discussed in ascending order of total scores. All twelve of the

papers included in this review investigated levels of anxiety and depression in
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prostate cancer patients as a part of the study. Six of the studies included in

the review also addressed levels of sexual dysfunction [19, 35, 31, 32, 30, 37].

Hervouet et al. (2005) investigated the prevalence of anxiety and depression in
861 prostate cancer patients who received different treatments. They
conducted a cross-sectional comparison of patients treated with radiotherapy,
brachytherapy or surgery (radical prostatectomy) within the last seven years.
Hervouet et al. (2005) used the Hospital Anxiety and Depression Scale [11] to
assess levels of anxiety and depression. The HADS was considered to be a
reliable, valid and sensitive measure suitable for use with this population. A cut
off score of 7 or higher on the HADS anxiety or depression subscales was used
to indicate the presence or absence of clinically significant levels of depression
or anxiety. A total HADS score of 15 or more was used to identify clinically
significant levels of global psychological distress. These cut offs were taken
from previous studies with cancer populations [15, 38]. Hervouet et al. (2005)
reported that 23.7% of their total sample had clinically significant levels of
anxiety, 17% were above the cut off for depression, and 14.6% above the cut

off for global psychological distress.

The treatment groups in this study were not well matched and significant
differences existed between them on a number of demographic and medical
factors. Patients were not randomised into treatment groups and a control
group was not recruited for this study. Hervouet et al. (2005) reported that
radiotherapy patients generally had a poorer prognosis and were more likely to
have co morbid illnesses than the other two treatment groups. However,

radiotherapy patients were reported to have significantly higher levels of
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depression and global psychological distress than brachytherapy or surgery
patients, after controlling for these covariates. Radiotherapy patients were also
found to have significantly higher levels of anxiety compared to brachytherapy
patients. Hervouet et al. (2005) concluded that radiotherapy patients were more
likely to be at risk of psychological distress but that their study did not

demonstrate a clear link between treatment group and level of distress.

Hervouet et al. (2005) also investigated sexual difficulties using the Prostate
Cancer-Specific Module (PCSM), which is a supplement to the European
Organisation for Research and Treatment of Cancer Quality-of-Life
Questionnaire (EORTCQLQ-C30). The PCSM sexuality scale consists of 4
items rated on a Likert scale from 1 (not at all) to 4 (a lot). Scores are then
converted on a scale of 0-100. They used 50% as a cut off for clinically
significant difficulties for the purposes of this study. The PCSM was translated
by the research team but had not been empirically validated for use prior to use
in this study. Hervouet at al. (2005) reported that 70.5% of the total patient
sample scored above 50% on the sexual difficulties scale of the PCSM.
Hervouet et al. (2005) reported that the finding that radical prostatectomy (RP)
was associated with a lower likelihood of clinical levels of depression compared
to not having surgery was surprising, considering higher prevalence of sexual
dysfunction in the RP group. They suggest that this implies that levels of sexual
dysfunction are not necessarily associated with mood impairments. Hervouet et
al. (2005) did not consider the age of patients when analysing their results for

sexual difficulties.

28



Korfage et al. (2006) aimed to look at anxiety and depression in 299 prostate
cancer patients, from pre-treatment to 5 year follow-up. Patients were non-
randomly allocated to radical prostatectomy or radiotherapy treatment groups.
A control group was not recruited. Patients completed three validated self-
report questionnaires; the State Trait Anxiety Inventory (STAIl), the Centre for
Epidemiological Studies Depression Scale (CES-D), and the Mental Health
scale from the RAND 36-item Short-Form Health Survey (SF-36). The
questionnaires were completed pre-treatment, at 6 months, 12 months and 5
years. Following pre-treatment assessment scores on the STA! were used to
divide patients into four groups: radical prostatectomy and high anxiety, radical
prostatectomy and low anxiety, radiotherapy and high anxiety, radiotherapy and
low anxiety. STAIl scores below 44 were defined as ‘low anxiety’; this cut off
was taken from previous studies [39]. Statistical analysis revealed that there
were significant differences between the groups in relation to age, co morbid
conditions and PSA levels. Korfage et al. (2006) reported that pre-treatment,
28% of all patients reported clinically significant levels of anxiety, 25% of the
surgery group and 30% of the radiotherapy group. Scores for men treated by
surgery (radical prostatectomy) were better than those treated by radiotherapy
for all three measures and at all four assessment points. Scores were also
analysed in terms of ‘high anxiety’ and ‘low anxiety’ groups. No significant
differences between ‘high anxiety’ and ‘low anxiety’ groups were found for
scores on the CES-D. A score of 16 or above on the CES-D was considered to
be clinically significant. At all assessment points a lower percentage of men
treated by radical prostatectomy (9-18%) reported clinically significant levels of
depression compared to the general population (20%). Pre-treatment (27%)

and at 5 years follow-up (22%) the percentage of men with clinically significant
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levels of depression in the radiotherapy group was higher than the general
population (20%). Complete data on prevalence of depression in the sample
have not been presented in this paper. Korfage et al. (2006) did not assess

levels of sexual dysfunction in this study.

Steineck et al. (2002) recruited 326 men, who were randomly allocated to
radical prostatectomy (RP) or watchful-waiting (WW) treatment groups. No data
were provided on the matching of these groups. The aim of the study was to
evaluate symptoms and quality of life after radical prostatectomy or watchful-
waiting. A questionnaire designed for the study was used with the CES-D and
the trait measure from STAI added to it. No reliability or validity data for this
measure was provided. Using the CES-D Steineck et al (2002) reported that
7% of RP patients and 11% of WW patients scored above the 90" percentile.
On the STAI 9% of RP and 10% of WW patients scored above 90" percentile.
Further data regarding scores on the CES-D and STAl trait measure were not
reported. Steineck et al. (2002) used a range of questions covering; desire,
erection, intercourse, orgasm, ejaculation and distress from compromised
sexuality to assess sexual dysfunction. Steineck et al. (2003) reported that 45%
of patients in the watchful waiting group reported erectile dysfunction and 40%
were distressed by the decline in their sexual function, compared to 80%
reporting dysfunction and 56% reporting distress in the radical prostatectomy
group. Full data were not provided to allow any conclusion to be made
regarding any relationship between levels of sexual dysfunction and anxiety

levels on the STAI or levels of depression on the CES-D.

30



Bisson et al. (2002) recruited 88 newly diagnosed prostate cancer patients with
the aim of determining the prevalence and predictors of psychological distress
in this group. Patients completed five questionnaires, including the HADS and
the 30-ltem General Health Questionnaire (GHQ-30), before their first
assessment and then again two weeks later. Bisson et al. used a threshold of
10/11 on the HADS subscales and the GHQ-30 to detect clinically significant
psychological distress, but did not state why they were using this cut off or
quote other studies using this value. Bisson et al. (2002) stated that both
measures had been validated for use with cancer populations and provided
references. In the results section scores on the HADS anxiety and depression
subscales were reported for thresholds of 7/8 and 10/11. At the first
assessment 22% of patients scored 7 or above on the anxiety subscale, and
10% scored 10 or above. On the depression subscale 5% of patients scored 7
or above, and no scores were 10 or above at the first assessment. On the
GHQ-30 scores were reported for thresholds of 4/5 and 10/11. Twenty-five
percent of the participants scored 4 or above and 9% scored 10 or above on the

GHQ-30 at the first assessment.

Only 61 men went on to complete the second assessment two weeks later.
Mean scores on the HADS were compared for these 61 men. At the first
assessment a mean score of 5.11 was obtained on the anxiety subscale,
decreasing to 4.38 at the second assessment. On the depression subscale a
mean score of 1.79 at first assessment increased to 2.46 at the second
assessment. Bisson et al. (2002) reported that the HADS anxiety subscale
score was significantly lower at the second assessment, and the depression

subscale score was significantly higher. However, mean scores for anxiety and

31



depression were below clinically significant levels at the first and second
assessments. The GHQ-30 was not repeated at the second assessment.

Bisson et al. (2002) did not address levels of sexual dysfunction in their study.

Lintz et al. (2003) aimed to investigate the support and psychological care
needs of men with prostate cancer. Two hundred and ten prostate cancer
patients from a randomly pre-selected sample took part and completed four
questionnaires including the HADS. No control group was recruited for this
study. The mean anxiety score on the HADS subscale was 4.2. Two percent of
patients scored 11 or more, 12.3% scored 8 to 10, and 85.7% scored less than
8. The mean depression score on the HADS subscale was 3.4. One point four
percent of patients scored 11 or more, 7.2% scored 8-10, 91.4% scored less
than 8. Lintz et al. (2003) reported their results in terms of these HADS cut offs
but did not explain how they were interpreted in the study or provide any
references for cut off scores. They also reported that 12% of their sample had a
‘premorbid psychiatric history’, but did not control for this when analysing and

interpreting their data.

Lintz et al. (2003) also investigated sexual difficulties using the Prostate
Cancer-Specific Module (PCSM). They also included further questions on
sexuality using the Support Care Needs Survey (SCNS). On the SCNS they
reported that 35% of men reported support needs on ‘feeling you've lost part of
your manhood’, 41% for ‘changes in sexual feelings’, and 36% in ‘changes in
sexual relationships’. On the PCSM 78% had had some difficulty ‘getting or

maintaining an erection’, 68% had experienced ‘ejaculation problems’, 57% had
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‘felt uncomfortable about being sexually intimate’. However, despite these

problems 89% had ‘enjoyed sex’ within the past 4 weeks.

Lintz et al. (2003) also divided their sample into men who were over 65 years
old and men who were 65 or less for their analysis; however, they did not state
how many men from their sample fell into each age range. They reported that
on the SCNS men who were 65 or less had higher levels of sexual interest and
activity. On the PCSM men who were 65 or less were more likely to feel
uncomfortable being sexually intimate. Eighty-four percent of men who were 65
or less reported having some interest in sex, compared to 45% over 65.
Seventy percent of men who were 65 or less reported being sexually active
compared to 11% over 65. It was stated that resuits on PCSM showed that
men who were 65 or less were significantly more interested in sex and more
sexually active than men who were over 65 years of age. Lintz et al. (2003)
reported their PCSM results in a way which differed from Hervouet et al. (2005)
making comparison problematic and full data were not provided in either study.
Lintz et al. (2003) did not discuss the presence or absence of any relationship
between levels of anxiety or depression and sexual dysfunction. They also did
not control for age when analysing and interpreting HADS anxiety and
depression scores, despite finding differences between men of over and under

65 on the PCSM and SCNS.

Ene et al. (2006) aimed to investigate patients’ experience of pain,
psychological distress and their health-related quality of life at baseline and 3
months after radical prostatectomy. A sample of 140 patients completed three

questionnaires including the HADS. Ene et al. (2006) reported that the HADS
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was a reliable and valid measure. On both the depression and anxiety
subscales they used scores of 7 or less to indicate no distress, 8-10 to indicate
possible anxiety or depression, and 11 plus to indicate probable anxiety or
depression. They reported that 77% of patients had no anxiety symptoms at
baseline compared to 92% post-surgery. Eighty-nine percent of patients did not
have any symptoms of depression at baseline compared to 91% post-surgery.
The mean anxiety score on the HADS subscale was 5.0 and the mean
depression score on the HADS subscale was 3.0. At baseline 7% of patients
scored 11 or more, 16% scored 8 to 10, and 77% scored less than 8 on the
anxiety subscale. Two percent of patients scored 11 or more, 8% scored 8-10,
89% scored less than 8 on the depression subscale. Scores at 3 months mean
anxiety score on the HADS subscale was 3.0 and the mean depression score
on the HADS subscale was 2.6. At 3 months 5% of patients scored 11 or more,
3% scored 8 to 10, and 92% scored less than 8 on the anxiety subscale. Two
percent of patients scored 11 or more, 7% scored 8-10, 91% scored less than 8
on the depression subscale. Ene et al. (2006) did not investigate levels of

sexual dysfunction in this study.

Cliff and MacDonagh (2000) recruited 135 prostate cancer patients and their
partners in order to assess psychosocial morbidity in prostate cancer patients,
and compare their levels of distress to their partners. They used the HADS and
a questionnaire developed by their own research group. Cliff and MacDonagh
(2000) aimed to develop a new questionnaire for measuring psychosocial
morbidity in men with prostate cancer and their partners. The reliability and
validity of this questionnaire has yet to be established. The questionnaire

included items on sexuality, general cancer distress, social and treatment
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worries, pain and urinary symptoms. Cliff and MacDonagh (2000) reported that
the HADS was a reliable and valid measure. On the depression subscale they
used scores of 7 or less to indicate no distress and on the anxiety subscale
scores of 8 or less. Scores of 8-11 indicated borderline anxiety or depression
and scores of 11 plus indicated definite anxiety or depression. They reported
that 6.7% of patients scored 11 or above on the anxiety subscale and 3.7%
scored in this range on the depression subscale, indicating definite anxiety or
depression. Eleven point one percent scored 8-11 on the anxiety subscale and
4.4% on the depression subscale. Eighty-two point two percent of patients did
not have any symptoms of anxiety, and 91.9% of patients did not report any
depressive symptoms. They reported mean scores for worries about sex of 2.1
out of 4. Results were then analysed in terms of HADS morbidity, on the
depression subscale scores of more than 7 were taken to indicate morbidity and
on the anxiety subscale scores of more than 8. Cliff and MacDonagh (2000)
reported that 45% of patients below the HADS cut off on either subscale had
worries about sexuality, and 65% above the cut off. The questionnaire did not

include items looking at sexual dysfunction specifically.

Balderson and Towell (2003) aimed to investigate the prevalence and predictors
of distress in men with prostate cancer. Ninety-four men with prostate cancer
completed three questionnaires including the HADS. They used a total HADS
score of 15 or above to indicate clinically significant psychological distress.
Thirty-eight percent of men scored 15 or above on the HADS. The mean score
on the anxiety subscale was 7.17, 5.09 on the depression subscale, and an

average of 12.30 for the total HADS score. Participants were recruited from
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support groups, which Balderson and Towell argued, might account for higher

reported levels of distress.

Balderson and Towell (2003) also included a measure of sexuality in their study
in the Functional Assessment of Cancer Therapy-Prostate Instrument (FACT-
P). This is a 12-item scale, with acceptable reliability and validity, including
questions on sexuality, bowel and bladder function, and pain. Balderson and
Towell (2003) did not report sexuality scores separately, but as part of a general
score. They reported that the mean FACT-P score was 33.09. No cut offs or
norms were provided for the FACT-P. Balderson and Towell (2003) found that
prostate-specific concerns measured using the FACT-P were significantly

related to psychological distress assessed using the HADS.

Rosenfeld et al. (2004) recruited 341 men with prostate cancer in order to
investigate differences in physical and psychological well-being based on stage
of cancer. Patients completed the HADS and two further questionnaires
addressing quality of life and urinary function. Medical data were then used to
divide the men into three groups depending on stage of cancer; localised,
locally advanced or metastatic. HADS scores were analysed in these three
groups. Mean scores on the HADS anxiety subscale were 10.62 for the
localised group, 10.16 for locally advanced patients, and 11.01 for the
metastatic group. Mean scores on the HADS depression subscale were 12.02
for the localised group, 12.27 for locally advanced patients, and 12.65 for the
metastatic group. Mean total scores on the HADS were 22.64 for the localised
group, 22.43 for locally advanced patients, and 23.65 for the metastatic group.

Rosenfeld et al. (2004) reported that there were no significant differences
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between the groups in terms of HADS scores, and concluded that prostate
cancer stage was unrelated to HADS total or subscale scores. Numbers of
patients above any clinical cut off scores were not provided. Rosenfeld et al.

(2004) did not investigate levels of sexual dysfunction in this study.

Sharpley and Christie (2007) recruited 183 prostate cancer patients and used
the Self-Rating Anxiety Scale (SAS) and the Self-Rating Depression Scale
(SDS) to investigate current and previous levels of anxiety and depression.
They reported adequate reliability and validity of these measures, but did not
refer to any studies that had used these measures or any reference to their
suitability for use with cancer populations. Participants completed the SAS and
SDS twice at one time point, once for how they felt currently and once for how
they felt at the time of diagnosis. A raw score of greater than 36 on the SAS
was taken as the cut off for having clinically significant anxiety. A raw score of
above 40 on the SDS was given as the cut off for having clinically significant
depression. When asked to rate themselves at diagnosis 20.2% of patients
reported clinically significant anxiety symptoms, and 23.9% clinically significant
depressive symptoms. When asked to rate themselves in the last week 12.6%
of patients reported clinically significant anxiety symptoms, with the same
percentage reporting clinically significant depressive symptoms. Sharpley and

Christie (2007) did not investigate sexual dysfunction in this study.

Soloway et al. (2005) aimed to examine levels of sexual and psychological
functioning of men with prostate cancer and their partners. They recruited 103
men who had recently been diagnosed with prostate cancer and their partners.

Participants completed 7 questionnaires, including the Beck Depression
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Inventory (BDI) and the Profile of Mood Sates (POMS). Patients had a mean
score on the BDI of 5.63 and their partners had a mean score 8.13. Soloway et
al. (2005) reported that 26.2% of patients were in the mild to moderate range on
the BDI and 2% in the moderate to severe; none of the patients had scores in
the severe range. They did not state the cut offs used to categorise these
ranges. On the POMS patients had a mean score of 9.41 on the tension-
anxiety subscale, and partners scored 11.69 on average. It was reported that
these scores were within the normal range but no further information was

provided.

The study by Soloway et al. (2005) was the only one, included in this review, to
use specific measures of sexual functioning. Partners completed the Brief
Index of Sexual Function for Women (BISF-W) and participants completed the
Brief Sexual Function Questionnaire for Men (BSFQ) and selected questions
from the Sexual Adjustment Questionnaire (SAQ). Patients had a mean SAQ
total score of 51.70 and a mean BSFQ total score of 40.55. Partners had a
mean SAQ total score of 51.75 and a mean BISF-W total score of 48.61. No
cut off scores were given for either of these questionnaires. Soloway et al.
(2005) compared mean scores for patients and partners on all of the
dimensions of the BSFQ and the BISF-W with means for control populations.
They concluded that prostate cancer patients reported similar levels of sexual
activity and performance, but lower levels of satisfaction and interest. Partners
reported higher levels of sexual initiation and receptivity, but also higher levels
of problems affecting sexual function. Partners reported similar levels of
frequency of sexual activity, but lower scores than controls for sexual thoughts

and desires, arousal, pleasure and relationship satisfaction. No information

38



regarding the controls used for comparison was provided. Soloway et al. (2005)
did not discuss the presence or absence of any relationship between levels of

anxiety or depression and sexual dysfunction.

Roth et al. (1998) aimed to screen for psychological distress in men with
prostate cancer. They recruited 93 patients and administered the HADS and
‘the Distress Thermometer’, which they described as a visual analogue scale
rating emotional distress. During analysis Roth et al. (1998) used a total HADS
score of 15 or above to indicate clinically significant psychological distress. On
the HADS anxiety and depression subscales a score of 7 or above was used as
cut off for symptoms of anxiety or depression. They reported that 13% of
patients scored at or above the cut off for the total HADS score, 32.6% scored
at or above the cut off on the anxiety subscale, and 15.2% scored at or above

the cut off on the depression subscale.

Discussion & Conclusions

Prevalence of Anxiety and Depression

The primary aim of this review was to systematically evaluate the current
literature addressing the prevalence of anxiety and depression in prostate

cancer patients.

Many of the studies included in this review used the Hospital Anxiety and
Depression Scale [11] to assess levels of anxiety and depression in prostate
cancer patients. Reported prevalence levels for ‘clinically significant’ anxiety
using the HADS subscale ranged from 32.6% [15] to 6.7% [32]. Anxiety

prevalence rates using other measures were: 28% [33] and 9/10% [35] on the
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STAI, 12.2-20.6% on the SAS [36]. Prevalence levels for ‘clinically significant’
depression on the HADS subscale ranged from 2% [31] to 17% [19].
Depression prevalence rates using other measures were: 7-27% on the CES-D

[35, 33], 12.6-23.9% on the SDS [36], and 2% on the BDI [37].

Whilst investigating the reported prevalence of anxiety and depression in men
with prostate cancer a number of methodological limitations in the existing
literature became apparent. Firstly, many of the studies used the HADS, which
they reported was a valid and reliable measure suitable for use with cancer
patients. However, there was little agreement regarding scores considered to
be ‘clinically significant’. Some studies considered scores of 7 or above on the
HADS anxiety and depression subscales to indicate ‘clinically significant’
anxiety or depression [19, 15]. Other studies used scores of 8-11 to indicate
possible or borderline anxiety or depression, and scores of 11 or more to
indicate definite anxiety or depression [34, 31, 32, 17]. Data were often
reported in terms of these cut-off scores rather than individual scores, making

comparisons between studies very difficult.

Further methodological problems were noted whilst assessing the
methodological quality of the studies included in this review. None of the
studies included power calculations to justify their sample sizes. Only one out
of twelve studies [35] included any sort of control group (see Table 1). Many of
the studies did not take into account confounding variables, such as age, which
has previously been shown to be highly correlated with psychological distress in
prostate cancer patients [21]. Due to the range of measures used, the

incomplete data reported, and the cut-offs considered to demonstrate ‘clinically
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significant’ anxiety or depression it was difficult to establish the prevalence of

anxiety and depression in men with prostate cancer.

Some studies included in the review did attempt to overcome methodological
difficulties. Three of the studies of better methodological quality, assessed
using the methodological checklist (see Appendix 2.3 & Table 1), reported their
results more fully [16, 19, 31]. Hervouet et al. (2005) reported their HADS data
more fully in terms of total distress scores, and anxiety and depression subscale
scores. Bisson et al. (2002) reported scores on the HADS anxiety and
depression subscales for thresholds of 7/8 and 10/11. Lintz et al. (2003)
reported HADS scores in terms of three different cut-offs, 11 or more, 8 to 10, or
less than 8. Using the findings from these higher quality studies anxiety
prevalence rates ranged from 23.7% [19] to 12.3% [31], prevalence rates for
depression ranged from 17% [19] to 5% [16]. These prevalence rates did not
appear to be much greater than rates reported by Crawford et al. (2001) for a
non-clinical population. They found prevalence rates on the HADS anxiety sub-
scale ranging from 2.6 to 20.6%, depending on the cut-off used to identify
clinically significant levels [17]. They reported prevalence rates on the HADS
depression sub-scale ranging from 0.7 to 7.8%, again depending on the cut-offs

scores used.

Sexual Dysfunction
A secondary aim of this review was to examine the prevalence of sexual
dysfunction and any relationship between this and anxiety and/or depression.

Six out of twelve studies included in the review addressed sexual dysfunction.
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Hervouet et al. (2005) and Lintz et al. (2003) both used the PCSM to investigate
sexual difficulties. Hervouet et al. (2005) used 50% as a cut off for clinically
significant difficulties and reported that 70.5% of patients scored above this cut-
off on the sexual difficulties scale. Lintz et al. (2003) reported that 57-78% of
men reported having some difficulties with sexual function; 45-84% reported
having some interest in sex, and 11-75% reported being sexually active. They
also reported their results in terms of men aged 65 years and under or over 65.
Lintz et al. (2003) reported their PCSM results in a way which differed from
Hervouet et al. (2005) making comparison problematic and fuli data were not

provided in either study.

Soloway et al. (2005) used the Brief Sexual Function Questionnaire for Men
(BSFQ) and selected questions from the Sexual Adjustment Questionnaire
(SAQ). They reported a mean SAQ total score of 51.70 and mean BSFQ total
score of 40.55. No cut off scores were given for either of these questionnaires.
The other two studies [35, 32] used their own questionnaires, neither of which
had established reliability or validity. Steineck et al. (20003) reported that 45 to
80% of patients reported erectile dysfunction and 40 to 56% were distressed by
the decline in their sexual function. Cliff and MacDonagh (2000) reported mean

scores for worries about sex of 2.1 out of 4.

Cliff and MacDonagh'’s (2000) study was the only one in the review to make any
comment regarding a relationship between sexual dysfunction and anxiety
and/or depression. They reported that 45% of patients below the HADS cut off,

and 65% above the cut off, had worries about sexuality.
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Further methodological limitations were noted when considering sexual
dysfunction. Studies in this review measured sexual dysfunction as part of a
health-related quality of life measure rather than using a specific sexual function
questionnaire, with the exception of one study [37]. Studies using the same
measures did not provide full data and reported their resuits in a way which
made comparison problematic [31, 19). Due to the lack of valid and reliable
measures of sexual dysfunction used and the way the data were reported it is
difficult to reach any conclusions regarding the prevalence of sexual
dysfunction, or if there is any relationship between sexual dysfunction and

anxiety and/or depression.

In summary, studies reported clinically significant levels of anxiety in up to
32.6% [15] of the sample and clinically significant levels of depression in up to
37% [33] of participants. Although the current literature has a number of
limitations, which have been discussed, it does provide useful information
regarding the prevalence of anxiety and depression in men with prostate
cancer. In terms of sexual dysfunction, data were presented in a range of ways,
which made comparison problematic; however, studies reported that up to 78%
[30] of the sample had difficuities in this area. Links between anxiety,
depression and sexual dysfunction were not fully addressed by any of the
studies; however, one study [32] reported that 65% of participants above the cut
off for clinically significant anxiety and/or depression on the HADS had worries

about sexuality.
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Future Research

Future research should aim to overcome the methodological limitations. Firstly,
it would be important for future research to use valid and reliable measures of
psychological and sexual functioning, rather than including them in a health
related quality of life measure. Secondly, researchers should report results fully
and in a way that makes comparison with other studies possible. Researchers
should also aim to recruit a control group and calculate the sample size required
for their study. This review has established that sexual dysfunction, anxiety,
depression, and any relationship between these factors in men with prostate

cancer require further investigation.
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