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Abstract

Prostate cancer affects more than 3000 New Zealand men each year. Many of these
men receive a complex type of radiation treatment which requires patients to have a
full bladder and empty rectum to aid in the accuracy of treatment delivery and
minimise side effects. These concepts can be difficult to explain and current patient

education involves verbal and written materials.

A 3D immersive teaching tool Virtual Environment Radiotherapy Training system
(VERT) can visually simulate and demonstrate how radiation treatment is delivered
to the prostate. There is sufficient evidence to support VERT as a useful teaching tool
in the academic environment however; using VERT for one-on-one patient education

is a novel approach.

This qualitative, pilot study set out to explore men’s experience of VERT when it was
incorporated into education sessions for prostate radiation treatment. More
specifically, how VERT shaped the men’s understanding of how radiation treatment is
delivered; why a full bladder and empty rectum is required; and their initial
treatment experience. Data collection involved semi-structured interviews one week
after the participants had experienced the VERT education and received their first

week of radiation treatment.

Interpretative phenomenological analysis (IPA) was used to offer insight into the
men'’s experience of the VERT education session. The findings strongly suggest VERT
education enhances patient understanding of radiation treatment through visual
learning. There is a preference to have the VERT education delivered sometime near
the first treatment appointment and VERT has the potential to support men through
engagement, information sharing and encouraging peer support. There is a role for
visual tools such as VERT to be included as part of patient education sessions for

radiation treatment to the prostate.
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Introduction

1 I ntroducti on

1.1 Prostate cancem NewZealand

Prostate cancer is the most commonly diagnosed non-cutaneous malignancy in New
Zealand. More than 3000 New Zealand men are diagnosed with prostate cancer every
year and around 600 men die from this disease, making it the third most common
cause of cancer death in men behind lung and colorectal cancer (Ministry of Health,
2015). Prostate cancer most commonly occurs in men aged between 65-74 years and

rarely occurs in men younger than 50 years (Ministry of Health, 2013a).

There are significant inequalities for prostate cancer outcomes in New Zealand. Most
notable are the inequalities between survival and death rates for Maori and non-
Maori men. In 2011, Maori men were about 18 percent less likely to be diagnosed
with prostate cancer than non-Maori men, but were 37 percent more likely to die
from the disease once diagnosed (Prostate Cancer Working Group and Ministry of
Health, 2015). There are also disparities for prostate cancer outcomes between men
who live in rural or low-decile communities compared with men who live in higher
decile communities. The reasons for these inequalities are not well understood but
may be related to differences in appropriate health information as well as access to
diagnostic and treatment services (Prostate Cancer Working Group and Ministry of

Health, 2015).

1.2 Treatment options for prostate cancer

A variety of methods can be used to actively treat prostate cancer with curative intent
and include surgery, brachytherapy and radiation treatment (radiation therapy).
Surgery involves the removal of the prostate and the seminal vesicles and is known
as a prostatectomy. Brachytherapy is when radiation treatment is given internally
and involves the temporary or permanent insertion of a radiation source directly into
the prostate gland whist the patient is under general anaesthetic. Radiation
treatment uses a linear accelerator to deliver ionising radiation directed from outside

the body at the tumour and permanently damages or destroys cancer cells.

Treatment selection can depend on the stage and grade of the disease as well as other

factors such as the age, co-morbidities, symptoms, lifestyle and personal preference

1
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(Ministry of Health, 2013a). Generally, there is no conclusive evidence that either
surgery, brachytherapy or radiation treatment is superior in terms of disease-free
survival and changes in quality of life (Kibel et al., 2012). All three treatment options
offer similar survival benefits and can cause temporary and permanent changes to
bladder and bowel function as well as sexual function (Ferrer et al.,, 2008; Hamdy et
al, 2016). Therefore, the Ministry of Health Prostate Cancer Taskforce (2013a)
recommends patients should be informed of the advantages, disadvantages and
potential complications associated with all suitable treatment options and men
should consult with both types of specialists before making a decision about

treatment.

1.3 Radiation treatment for prostate cancer

Radiation can be used to treat patients in low, intermediate and high risk groups for
prostate cancer (Ministry of Health, 2013a). The aim of radiation treatment is to
deliver high doses of radiation directly to the tumour or target area, whilst
minimising dose to surrounding tissues. For prostate cancer treatment, the target
usually involves the prostate gland and seminal vesicles whilst trying to reduce dose
to the nearby rectum, bladder and other healthy tissues (Brady, Heilmann, Molls, &
Nieder, 2011). Both the bladder and rectum sit adjacent to the prostate and
depending on their fullness each day; they can change the position of the prostate and
seminal vesicles. Prostate displacement can be reduced if a constant and
reproducible organ filling is maintained for both the rectum and bladder (Graf et al.,
2012). For this reason, patients are asked to have a full bladder and empty rectum
each day for radiation treatment, as it reduces the variation in the prostate position.
Also, significant differences in rectal and bladder volume can increase the risk of
toxicities the patient may experience (Becker-Schiebe, Abaci, Ahmad, & Hoffmann,
2016; Sripadam et al., 2009). Therefore, achieving a similar bladder and rectum size
each day can improve the accuracy of treatment delivery and decrease the acute side

effects a patient may experience.

Image-guided radiation therapy (IGRT) is when imaging technology is used daily to
verify the position of the prostate before radiation treatment is delivered. Daily IGRT

involves using static x-ray images to localise the prostate by tracking fiducial markers
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that are inserted within the prostate gland, or performing a cone-beam scan of the
pelvis which allows visualisation of the prostate, bladder and rectum (Hayden et al,,
2010). Intensity-modulated radiation therapy (IMRT) or volumetric modulated arc
therapy (VMAT) is a complex, highly localised type of radiation treatment that has
excellent clinical results, improving tumour control rates and decreases dose to
surrounding organs such as the rectum and bladder (Wolff et al., 2009). Currently
IMRT or VMAT radiation are the gold standard treatments for prostate cancer in all
New Zealand radiation therapy departments in conjunction with daily image

guidance (Ministry of Health, 2014).

For IMRT or VMAT radiation therapy to be delivered accurately to the prostate, it is
imperative patients can adhere to the requirement of filling their bladder and
emptying their rectum prior to treatment to minimise prostate and organ variation.
Graf et al. (2012) and McNair et al. (2014) found providing patients with specific
instructions can help to achieve a consistent bladder and rectum size which reduces
the variation during treatment and helps improve outcomes for the patient. The
importance of this process is difficult to explain and a lack of understanding can make
it challenging for patients to achieve these instructions. Lack of adherence may result
in a decision by staff not to treat and the patient will be asked to reattempt to fill their
bladder and empty their rectum before continuing. For some men, the pressure
associated with meeting these requirements on a daily basis can lead to feelings of

increased stress and anxiety about receiving radiation (Appleton et al., 2015).

1.4 The impact ofdiagnosisandthe importance of information

Coping with a cancer diagnosis and navigating the different treatment options can be
a difficult and distressing time for patients (Dunn, Steginga, Rose, Scott, & Allison,
2004). Communicating effectively and providing suitable information and education
are important approaches to alleviate patient anxiety and stress (Stark & House,
2000). A systematic review of the literature shows once diagnosed with cancer,
patients are primarily interested in information related to available treatment
options and expected treatment side effects (Rutten, Arora, Bakos, Aziz, & Rowland,

2005). Radiation therapy and its use of complex technology and specific bladder and
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rectal filling requirements for prostate treatment, can add to the challenge of

providing effective information.

A patient’s negative mood is often highest before treatment commences, indicating
that psychological preparation is important before radiation begins (Dunn et al.,
2004). Previous research has demonstrated that patients who are well informed
about their disease are less likely to be anxious and emotionally distressed, and more
inclined to cooperate with treatment instructions (Long, 2001). Bolderston (2008)
identified effective patient education as a useful strategy to alleviate stress and
anxiety in cancer patients because it increases their sense of control. A study by
Skalla, Bakitas, Furstenberg, Ahles, & Henderson (2004) reported patients can feel
overwhelmed by too much information, and the material provided should address

the individual’s needs and be presented in a format they can understand.

Effective methods of providing information to cancer patients and their families,
should include a variety of sources such as written materials as well as audio-visual
aids (McPherson, Higginson, & Hearn, 2001). The New Zealand Ministry of Health,
(2010a) recommends the use of personalised, audio-visual material because it can
foster improved patient outcomes by; enhancing a person’s knowledge, recall,
symptom management and level of satisfaction of health care services. The use of
audio-visual teaching resources can complement written and verbal information
especially where there are language or literacy barriers (Dunn et al., 2004). This is
important for New Zealand as health literacy rates are low, particularly among Maori
who live in rural areas (Ministry of Health, 2010b). In a recent study that evaluated
using multimedia resources to educate men who were to receive radiation for
prostate cancer, participants reported they felt better informed and prepared for
treatment after viewing a customised video (Dawdy et al., 2016). This suggests using
a range of tailored education resources according to the patients’ learning
requirements, can optimise their understanding, adherence and preparedness for

treatment.

1.5 Virtual Environment for Radiotherapy Training (VERT)

Virtual Environment for Radiotherapy Training (VERT) is a 3D immersive simulation
system originally designed as an educational tool to assist with the training of

4
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radiation therapy students in the United Kingdom (James & Dumbleton, 2013). VERT
can simulate the entire radiation treatment environment and process, demonstrate
virtual patients and provide visualisation of internal anatomy and dose (Phillips,
Ward, & Beavis, 2005). A study by Bridge, Appleyard, Ward, Philips and Beavis
(2007) reported that the majority of students who interacted with VERT perceived an
improvement in their understanding of key concepts of radiation therapy. There is
further evidence to suggest VERT can facilitate understanding through the simulation
of technical processes within the radiation treatment environment (Leong, 2015). A
recent trial conducted in Australia also concluded VERT helped students understand
the radiation treatment process, aiding their preparedness for the clinical

environment (Bridge et al., 2016).

Departments in Switzerland, Denmark and the United Kingdom have investigated
whether VERT is a suitable tool for patient education. When VERT was used for
patient education in a group environment, participants reported high levels of
satisfaction, decreased anxiety and an increase in their knowledge of radiation
therapy (Boejen, Bloch-Larsen, Poulsen, & Seiersen, 2011). Another study by Stewart-
Lord, Brown, Noor, Cook and Jallow (2016) demonstrated men with prostate cancer
responded positively to VERT when it was used for group patient education. In
particular, it helped them understand the importance of bladder and rectum
preparation for radiation treatment and this improved compliance with achieving

these instructions.

VERT is currently used at the University of Otago, Department of Radiation Therapy
in Wellington, to teach clinical skills, conceptual knowledge as well as demonstrate
complex treatment techniques to radiation therapy students (Montgomerie, Kane,
Leong, & Mudie, 2016). At present, VERT is not used in any New Zealand cancer

centres for patient education.

1.6 Clinical relevance

A review of the literature shows there is sufficient evidence supporting the successful
use of VERT as a teaching tool for radiation therapy students (James & Dumbleton,
2013). However, there are limited publications on the use of VERT for patient
education, particularly in a one-on-one setting using qualitative methods. Visual

5
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learning is one of the three basic learning styles that incorporates ideas, concepts,
data, and information associated with images and techniques (Pashler, Mcdaniel,
Rohrer, & Bjork, 2009). Audio-visual tools can enhance learning through visual
demonstration and has the ability to overcome communication and literacy barriers
by offering an alternative source of information to verbal and written materials

(Skalla et al., 2004).

The research described in this thesis will add to the literature by exploring how male
adult patients experience VERT when it is incorporated into one-on-one education
sessions for prostate radiation treatment. This group of patients has been selected, as
prostate cancer is commonly treated in New Zealand using complex radiation
techniques and patients are asked to adhere to specific bladder and rectum filling
instructions. By interviewing participants about their experience of VERT and how it
has shaped their understanding of radiation and initial treatment experience, further

research can be developed using the data collected in this pilot study.

VERT can visually simulate any type of radiation treatment, meaning there is
potential to design different patient education presentations for other sites treated
with radiation such as breast, lung and bowel. With the increasing complexity of
radiation therapy and the use of high end technology, comes the challenge of
effectively explaining the treatment process to patients. The unique ability of VERT to
visually represent such complex ideas can complement this growing area of radiation

therapy, helping patients feel fully informed and engaged with their treatment.

1.7 Aims of the study

This preliminary, qualitative research sets out to explore how male adult patients
experience VERT when it is incorporated into one-on-one education sessions for
prostate radiation treatment. More specifically, it will explore each patient’s

experience of VERT and how it has shaped their:

1 perceived understanding of how radiation treatment is delivered,
1 understanding of why a full bladder and empty rectum are required for
radiation treatment,

9 initial treatment experience.



2 Met hodol ogy

Interpretive phenomenological analysis (IPA) is a qualitative approach that seeks to
explore, understand and communicate the lived experience and perspective of the
participant (Larkin, Watts, & Clifton, 2006). IPA’s theoretical underpinnings come
from Heideggerian phenomenology which is concerned with the way things appear to
individuals in their experience and context, and hermeneutics which is concerned

with text interpretation (Smith, Flowers, & Larkin, 2009).

IPA methodology has been used to analyse the dataand uses acombination of
interpretative, phenomenological and idiographic components. The
phenomenological requirement is to understand the individual’s perspective and give
voice to their thoughts and emotions; and the interpretive requirement is to
contextualise and make sense of the participants’ lived experiences (Larkin et al,,
2006). The idiographic requirement refers to an in-depth analysis of single cases and
examining individual perspectives in their contexts before producing general
statements (Pietkiewicz, Smith, Pietkiewicz, & Smith, 2014). This means IPA is an
inductive approach that tries to understand what an experience is like from the
participant’s perspective and interpret how the person made sense of it. As [ was
interested in the participants’ experiences of the VERT education session, how they
made sense of what they were shown and what it meant for their initial treatment

experience, [IPA was a suitable analytical method for this project.

2.1 Setting

The research site was the radiation treatment department in the Wellington Blood
and Cancer Centre (WBCC). This department was selected because it employs the
researcher (AF) as a radiation therapist, which allowed clinical access to patients
who receive radiation treatment for prostate cancer. Because of my clinical role with
WBCC, there were already established relationships with the oncologists, team leader
and clinical staff. I also had an important awareness and understanding of the
department’s processes and was able to design the research to have minimal impact
on the department’s workflow and resources. Interviews were scheduled around pre-
existing appointments at WBCC, reducing the impact this study may have had on the

participants’ time.
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2.2 VERT pesentation

Prior to the study commencing, a pre-designed VERT education presentation was
developed by AF (Appendix A). This VERT presentation provided a 3D interactive,
audio-visual representation of the radiation treatment process and visually

demonstrated:

9 the treatment room environment and how radiation is delivered to the target,
1 an explanation of what the treatment process would involve for the patient,
1 why it is important for the patient to have a full bladder and empty rectum for

treatment.

The VERT presentation was reviewed by multiple groups to check its suitability for
the study. These groups included radiation oncologists, radiation therapists, nurses, a
member of the Maori Health Development Group, lay people as well as two male
patients already receiving radiation treatment for prostate cancer. Their feedback

was used to help shape the final VERT presentation that was used for this study.
2.3 Study design

2.3.1 Standard patiet information procedure at WBCC
The following is a summary of the standard information procedure for all men

receiving VMAT radiation for prostate cancer at the WBCC:

1 Referral to a radiation oncologist and consent obtained to undergo radiation
treatment.

1 Sent written information on the planning CT scan procedure with bladder and
rectum filling requirements, as well as given a follow up phone call to check
their understanding of this information.

9 Attend the planning CT scan appointment which includes a 20 minute pre CT
education session with a radiation therapist and involves standard verbal and
written materials.

9 Attend their first treatment appointment which includes a 20 minute pre-
treatment education session with a radiation therapist and involves standard

verbal and written materials.
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9 Attend subsequent treatment appointments and receive weekly reviews by
their radiation oncologist or registrar.
1 Attend follow up appointment with their radiation oncologist 6-8 weeks after

completing radiation treatment.
Standard written and verbal information includes:

1 Two booklets, one explaining why a full bladder and empty rectum are
required for treatment, instructions on how to achieve these and suggested
changes to diet to minimise gas. The other explaining possible treatment side
effects, management and support services available.

91 A printed schedule of treatment appointments.

A verbal explanation of the CT scan and treatment procedure as well as an
orientation of the department such as where to get changed and where to
wait.

91 A discussion to check their understanding of how to prepare the bladder and
rectum for treatment and their understanding of expected side effects and

management.

2.3.2 VERT pilot study design

The standard WBCC patient education procedure was followed, except that the VERT
presentation was also included at the time of the pre-treatment education session.
The VERT presentation took approximately 10 minutes to deliver and was presented
to the participant in addition to the standard verbal and written information
normally provided. The entire VERT education session took around 35 minutes to
complete. Participants were asked to come to the radiation department one hour
before their first radiation treatment appointment. This allowed sufficient time for
the education session to take place as well as time to prepare their bladder and
rectum for treatment. After the education session was finished, each participant went

on to receive their first radiation treatment.

Once the participant had received approximately 5 radiation treatments (1 week), a
semi-structured interview was conducted. This allowed the participant sufficient

time to reflect on their experience of VERT and how it shaped their perceived
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understanding of how radiation treatment is delivered and their initial treatment

experience.

The data collected from the interviews was transcribed and analysed using IPA in
order to understand the men’s experience and their ascribed meaning of VERT. All
stages including the VERT education, interview and interview transcription for each
participant were performed by AF. A summary of this process can be seen in the flow

diagram 2.1.

2.3.3 Ethics andconsultation

The University of Otago Human Ethics Committee (Health) approved the study prior
to commencement (protocol number: H15/049). A locality agreement was signed
with Capital and Coast District Health Board (CCDHB) and consultation was also sort
with the Research Advisory Group Maori (RAG-M) and the Ngai Tahu Research

Consultation committee.

10
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Figure2.1 Flow diagram of study outline

Patient consultation with radiation
oncologist

Informed of VERT pilot study

AF contacts the patient

Discusses the study and sends information
pack

Patient returns consent & enrolls in study

Via post or at first clinical appointment at WBCC

Participant attends planning CT appointment

Standard pre CT education provided by WBCC
staff member

Participant attends first treatment
appointment

Standard pre treatment education provided by AF
+ VERT presentation

Participant recieves first 5 radiation
treatments

Approximately 1 week

AF conducts interview with participant

One-on-one, semi structured & audio recorded

Participant continues treatment, nothing
further is required

Transcription of the data takes place by AF

11



2.4 Sampling

This research was focused on the education of male patients who were to receive
radiation treatment for prostate cancer. This was a very specific part of the
population; therefore purposive sampling was used to recruit participants who
would represent a perspective on this research topic (Smith et al., 2009). Specifically,
men who were to receive VMAT radiation treatment at WBCC for prostate cancer

were informed of the study by their radiation oncologist at consultation.

2.4.1 Inclusion and exclusion criteria

To be eligible to take part in this study, the participant had to meet the following

criteria:
1 confirmed diagnosis of prostate cancer,
N offered a course of VMAT radiation treatment at WBCC,
1 had NOT received any previous external beam radiation treatment,
1 able to speak a reasonable level of English to participate in an interview.

Receiving a course of previous brachytherapy treatment was not an exclusion
criterion as the education and treatment procedure is completely different to
external beam radiation treatment. Brachytherapy enables the delivery of high dose
radiation to the prostate in a single treatment and reduces the total number of
external beam radiation treatments a patient will require (Challapalli, Jones, Harvey,
Hellawell, & Mangar, 2012). Patients who are suitable for brachytherapy may be
offered this treatment before receiving a course of VMAT radiation treatment at
WBCC. Similarly, men who had received previous surgery to remove the prostate
were not excluded as VMAT radiation treatment can still be offered where there is a
high risk of recurrence due to positive surgical margins or a rising prostate specific

antigen (PSA) level in the blood post surgery (Ministry of Health, 2013a).

2.4.2 Participant numbers

A total of nine participants were recruited into the study. IPA studies are typically
conducted with relatively small sample sizes because it requires the close
examination of each individual transcript in detail, to discover the perceptions and
understandings of the participants’ experiences (Smith et al., 2009). IPA researchers

should focus on depth rather than breadth in their studies and less than 10

12
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participants is recommended (Reid, Flowers, & Larkin, 2005). Data saturation is
when more sampling will not lead to more information related to the research
question and often occurs more quickly in small sample sizes such as in this study

(Morse, 1995).

2.5 Participant recruitment

Patients with prostate cancer, who attended their routine radiation treatment
referral and met the inclusion criteria, were given an information sheet summarising
the study and the contact details of the researcher by their oncologist (Appendix B).
If the patient was interested in the study, the oncologist asked for verbal consent for
the researcher to contact them. If they agreed, the patient received a phone call
explaining the VERT system, the aims of the study and what participation in the study
would involve. Patients were reassured that participation was entirely voluntary and
that their treatment and standard of education and care would not be compromised
in any way should they choose not to participate. During this time, patients had the
opportunity to ask questions and were encouraged to discuss the study with their

family or support person.

If the patient expressed an interest in participating, an information pack containing a
participant information sheet and consent form (Appendix C) with a prepaid
envelope was sent to the patient’s address. One week later, patients received a

follow-up call to ask whether they had any further questions about the study.

If patients were willing to participate, they were asked to complete and return their
consent form using the supplied prepaid envelope. Alternatively, they were able to
complete the consent form when they attended their first clinical appointment at

WBBC.
2.6 Data ollection

2.6.1 Interview process

In-depth, semi-structured phenomenological interviews were used to collect rich
data and gain insight into the participants’ experiences of the VERT education
session. They also explored what VERT meant for them in terms of their

understanding of radiation delivery and initial treatment experience (see attached

13
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interview schedule in the Appendix D). Questions and prompts were used to
encourage participants to describe their experience in detail and to capture both the
obvious and hidden meaning of their lived experiences (Pietkiewicz, & Smith, 2014).
The interview schedule was adapted slightly as interviews between participants
progressed, enabling emergent themes and meanings to be clarified and validated by

subsequent participants (Van Manen, 2014).

Data collection involved the audio-recording of in-depth, face-to-face, one-on-one
conversational style interviews with the participants. Interview times were
scheduled round existing treatment appointments, ranging between 30-60 minutes.
Participants were given a choice of the interview taking place in a clinic room at
WBCC or in an office outside, but still within walking distance of the department.
They were able to view the interview schedule prior to the interview taking place and
consent was obtained to make observational notes during the process. All of the men
were offered the opportunity to review their own transcripts before data analysis

began, or review a summary of the main results at the conclusion of the study.

While this study was considered low risk, it was recognised that discussing the men’s
cancer journey may potentially trigger some negative memories and possibly cause
some emotional distress. During the interviews, participants were closely monitored
for signs of distress such as agitation or withdrawal. Plans were in place to stop the
interview if necessary and refer the person to appropriate support services such as
their orcologist, general practitioner ¢ine oncology counselot the conclusion of the
interview, each person was provided with my contact details should they wish to add
anything else to their interview. One participant did ask for a short additional
interview, as he found he had more to say after he went home and reflected on the

initial interview.

2.6.2 Additional data

With the participant’s consent, some demographic information was also collected
without identifying them. These details help contextualise the person and can be
related back to their experience and social context, as well as demonstrates the

transferability of the data (Smith et al., 2009). This information included age, staging
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of prostate cancer, radiation treatment prescription and other treatments, ethnic

background, marital status and employment situation.

2.6.3 Bias

It is important to acknowledge the researcher is associated with the research
process, therefore her behaviour and relationship with the participants may impact
on their responses and the study’s findings (Krefting, 1991). To standardise the
process and minimise potential bias, I carried out all of the steps associated with this
research project; delivery of the VERT education sessions, conduction of the
interviews, production of the transcriptions and data analysis. By performing all of
these roles, it was possible the participants could have wanted to please me by
providing answers they believed [ wanted to hear, rather than their genuine opinions.
This was minimised by maintaining transparency, ensuring confidentiality and
encouraging the men to provide their answers honestly, without feeling pressured.
This was stipulated in the participant information sheet and they were also reminded
at the beginning of the interview that it was important to provide their honest
experience of the VERT education session. They were also reassured that their

honesty would not negatively impact on their treatment or care in anyway.
2.7 Dataanalysis

2.7.1 Transcription of interviews

[ transcribed each interview, and by doing so, became immersed in the data. This
process involved listening carefully to each interview and accurately recording
everything that was spoken by me and the participant. This included prosodic
features such as significant pauses, hesitations, emphasis as well as notable non-
verbal sounds such as laughter. Every line was numbered to aid in the organisation of

the transcripts and helped identify specific lines when coding the data.

2.7.2 Analysis of transcripts

1. Close reading and creating initial exploratory comments

The transcripts were examined case by case using a systematic, qualitative analysis
approach. Pietkiewicz et al. (2014) recommends reading and re-reading transcripts

closely and re-listening to the audio recording to help the researcher engage with the
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data and recall the atmosphere of the interview. By doing this, it was possible to focus
on the content and linguistic features of the interview transcript and make initial
exploratory notes in the margin. Distinctive phrases as well as important responses
and explanations offered by the participant were highlighted to produce a
comprehensive set of notes (Smith et al, 2009). These notes included descriptive
comments such as key events and experiences for the person, linguistics comments
which noted the choice of language or the way something was said, such as
metaphors, as well as conceptual comments which try to understand the context of
the participant’s perspective (Smith et al, 2009). Conceptual comments were
developed using the contextual information provided by the participant to help
understand their point of view and how they made sense of their VERT education
experience. During this process, it was important to acknowledge that the
assumptions and experiences of the researcher might influence how the participants’
responses were interpreted, therefore any preconceptions or judgements needed to
be suspended (Biggerstaff & Thompson, 2008). This is known as bracketing and it
occurs when the researcher deliberately separates their own beliefs throughout the

analysis (Chan, Fung, & Chien, 2013).

To achieve this, a reflective diary and discussions with supervisors were used to
critically examine and self-reflect on how my personal characteristics, social
background, assumptions and values may have affected the research process.
Specifically, this includes my sex (female), age (30 years), New Zealand European
ethnicity and role as a medical professional and how these attributes may have
affected my rapport with men aged between 55-75 years, of varying social

backgrounds and ethnicities who are undergoing treatment for prostate cancer.

2. Developing emergent themes

The second stage of IPA involves working predominately with the initial exploratory
comments generated for each transcript and transforming these notes into emergent
themes (Pietkiewicz et al., 2014). Themes that best captured the essence of what the
participant said were highlighted and grouped together based on connections and
patterns within the exploratory notes. The themes were broken up into 3 sections: (i)
discussion related to their VERT education experience, (ii) discussion related to their

preferred way to learn information, and (iii) other themes that seemed specifically
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important to each participant, such as their cancer experience and treatment decision
making process; preconceptions of radiation treatment; emotions experienced since
diagnosis; or concern about treatment outcomes. Themes were colour coded to aid in
the organisation of the data. Verbal accounts from the original transcripts that
supported the emergent themes were grouped together to reflect the participants’

lived experience and demonstrate how this theme was developed.

3. Forming clustering themes

The third stage requires making connections between emerging themes, grouping
these together into clusters or concepts and giving each cluster a descriptive label
known as a ‘super-ordinate’ theme (Biggerstaff & Thompson, 2008). The super-
ordinate theme emerges at a higher level and provides a structure of how themes fit
together and allows the most interesting and important aspects of the participant’s
interview to come through (Smith et al,, 2009). Pietkiewicz et al. (2014) suggests
some themes may be discarded at this point if they do not fit well with the emerging
structure or they have weak evidential support. Cluster themes were generated by
arranging emergent themes into groups according to relevance or relationships with
each other, to arrive at a super-ordinate theme. These cluster themes were collated
into a table supported by the original accounts from the interviews. In keeping with
IPA’s idiographic commitment, emerging ideas and themes from the previous case
needed to be bracketed whilst the next case was analysed so the individuality
between each case was not lost (Smith et al.,, 2009). This process was repeated and
applied to each transcript until a set of cluster themes were produced for all nine

participants.

4. Developing major themes

The fourth stage was to create a master list of the major themes that highlighted the
key features and concerns identified by all of the participants (Biggerstaff &
Thompson, 2008). These major themes not only represent commonalities across all
the participants’ accounts but also accommodate the individuality and variance in the
data set (Reid et al., 2005). For sample sizes greater than six, Smith et al. (2009)
suggests measuring the recurrence of themes across multiple cases and a super-
ordinate theme could be classified as recurrent if it is present in at least half of the

participant interviews. This final stage of data analysis involved evaluating the cluster
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themes for all participants and organising them into groups based on patterns or
relationships to develop major themes. Recurrence of key themes was also used to
help identify the most important super-ordinate themes, suggesting a hierarchical
relationship between them. For example, some themes such as preference for visual
learning occurred in all cases, suggesting this was of high importance for all the men.
Working closely with the super-ordinate themes and the supporting transcript
extracts, a final results table consisting of three major themes was produced and

reviewed with the research supervisors.

2.8 Rigor and trustworthiness

To successfully present and defend a study’s design and interpretation of the data,
rigor and trustworthiness must be assured. The model by Guba (1981) to test rigor is
relevant for qualitative studies and involves exploring (a) truth value or credibility,
(b) applicability or transferability, (c) consistency or reliability, and (d) neutrality or
confirmability. These four criteria offer researchers a strategy to increase rigor and
trustworthiness in their study designs and also provide readers a way of assessing
the value of qualitative findings (Krefting, 1991). The following outlines the
techniques used throughout this study’s research process to ensure these four

criteria have been achieved.

2.8.1 Prolongedengagement

Credibility requires sufficient engagement with the phenomena and respondents;
allowing the researcher to check perspectives and encourages participants to become
more comfortable with the research process (Krefting, 1991). Lincoln and Guba
(1985) termed this prolonged engagement. Allowing this extended period of
interaction to occur between the researcher and participant can increase rapport and
participants may volunteer different or more thoughtful information as a
consequence (Krefting, 1991). For this study, I met with all participants at their first
clinical appointment so we were acquainted with each other. Prior to the interview
starting, time was spent making small talk to establish rapport and to help the
participant feel more relaxed. Information on the participant information sheet was
reiterated to check their understanding and reconfirmed their consent to take part.

At the conclusion of the interview, the participant was provided with my contact
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details and told they could make contact should they wish to add more to their

interview.

2.8.2 Reflexivity

While a close relationship between researcher and participant is important, it is
possible this can become too entwined and the researcher may have difficulty
separating her experiences and expectations from the participant, affecting the
interpretation of the data (Krefting, 1991). Reflexivity is a useful strategy to help
reduce this. I was aware of my part in the research process and acknowledge this
may have affected the participants’ responses. In addition to this, my own
background, perceptions and knowledge would influence the interpretative process
(Finlay & Ballinger, 2006). As the researcher, [ was interested in the participant’s
perspective of the VERT education and the meaning this had on their initial treatment
experience. However, [ am also a radiation therapist and have expert knowledge and
understanding of radiation treatment and VERT; therefore I needed to juggle the
influence of these two roles and made every effort to suspend my assumptions. This
was managed by using a research diary to reflect my thoughts, feelings, questions and
frustrations during the research process and help identify any biases and
assumptions, as well as having critical discussions with my supervisors. An example
of this was when a participant became slightly emotional when discussing his cancer
journey. At the same time, a person close to me was going through their own
challenging cancer experience and I needed to acknowledge my own emotion and

take steps to ensure my initial reaction did not influence the interpretative process.

2.8.3 Triangulation and member checking

Triangulation involves using different sources, methods and different investigators to
cross check the data and interpretation (Schwandt, Lincoln, & Guba, 2007). It is a
powerful strategy for enhancing the quality and integrity of the research (Krefting,
1991). For this study, I did not feel equipped to adequately interpret the Samoan
participants’ transcripts because I have minimal experience with Samoan culture,
especially with Samoan men over the age of 65 years. There was also a slight
language barrier as English was the Samoan men’s second language and at times
during the interview it became challenging to understand each other. For these

reasons, consultation was sought with the Pacific Health Unit at CCDHB to enlist a
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person of Samoan ethnicity to provide a cultural lens to some of the terminology from
the interviews and check my interpretation of the data. This cross checking process
helped identify some misunderstandings and misinterpretations and also offered
essential insight to Samoan culture and perspectives. An example of this was the term
‘Samoaness’ used by a participant to explain how the views of some Samoan people
generally from an older generation, can affect the way important health information
is provided to the community due to the stigmas and taboos associated with it.
Consultation was also sought with a member of the Maori Health Development Group
to cross check aspects of the Maori participant’s interview transcription to ensure

cultural sensitivity was achieved.

Member checking is the process of continuously testing the researcher’s
interpretation of the data and conclusions with participants (Lincoln & Guba, 1985).
This strategy involves disclosing research information to participants to ensure their
perspective has been accurately translated into data and decreases the chances of
misinterpretation (Krefting, 1991). As this research is interested in men's
experiences of the VERT education, member checking occurred with the men taking
part in the study. Emerging themes were tested on subsequent participants during
their interviews to cross check ideas. This was done carefully as it was important not
to reveal any identifying information about other participants and also not influence
the current participant’s perspective. Sentences such as ‘another participant brought
up this idea, do you have any thoughts of your own around this? were used to
achieve this. An example of an emergent theme that developed into a major theme
through member checking and discussions was the potential supportive role VERT

has in addressing men’s masculinities.

Participants were invited to review their own transcripts or a summary of the major
themes at the conclusion of the study. Peer examination was also utilised by asking a
male academic colleague who had some background in qualitative research but was
not involved in this study, to check the interpretation of the data had not been

‘feminised’ or ‘medicalised’.
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2.8.4 Transparency and audits trail

Transparency has been achieved by providing relevant, contextual information about
participants so readers can evaluate its transferability to persons in similar contexts.
The research process and methodology includes a concise commentary of the data
demonstrating the interpretation process. Emerging and major themes are supported
by evidence from the original transcripts which have been presented in the results

section.
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3 Findings

3.1 Summary of participants

Nine men took part in this study. The average age was 68 years, which is comparable
to Ministry of Health (2013) data which reports prostate cancer most commonly
occurs in men over the age of 65 years. All participants were categorised with
intermediate or high risk disease and received one of three treatment options:

a) previous prostatectomy followed by radiation

b) previous brachytherapy followed by radiation

c) radiation treatment only
Of the nine participants, six identified their ethnicity as New Zealand European, two
as Samoan and one as Maori. A full summary of the participants’ diagnostic,

treatment and demographic information can be viewed in Table 3.2.

3.2 Summary of major themes

Close analysis of the interview transcriptions using [IPA methodology generated the
major themes for this study (Table 3.1). These themes represent the views for all nine
men and are arranged in a hierarchical order with the most important sub-ordinate

themes at the top.

Table3.1: Table of major themes and supportive subthemes

VERT education enhances patient understanding of radiation treatment
9 Visualisation helped patients understand and feel prepared for treatment
1 Preference for visual learning to be part of patient education
I Explained how radiation treatment is delivered and the technology involved

T Improved understanding of why a full bladder and empty rectum are required

Timely delivery of the VERT education
I Prefer to receive VERT education close to first radiation treatment appointment

I Repetition of the VERT education would reinforce the information

Supportingrole of VERTmmd dr essi ng men’ s mascul ini
I The impact of not feeling fully informed on personal autonomy
I Taboos associated with prostate cancer and a lack of open discussion

I VERT to engage men, initiate information sharing and encourage peer support
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Table3.2: Patient diagnosis, treatment & demographic information

Findings

Identifier code | P1 P2 P3 PA P5 P6 P7 P8 PO

Diagnosis: High Intermediate High High High High High Intermediate Intermediate

Risk category | T2c NO MO T1C NO MO T2b/T3a NOMO | T2b/T3a NOMO | T4 NO MO T3 NO MO T3 NO MO T2 NO MO T2a NO MO

& staging

Target site Prostate bed Prostate Prostate Prostate Prostate bed Prostate Prostate bed Prostate Prostate
and seminal and seminal and seminal and seminal and seminal and seminal
vesicles vesicles vesicles vesicles vesicles vesicles

Previous Prostatectomy | None Brachytherapy Brachytherapy Prostatectomy | Brachytherapy | Prostatectomy | None None

brachytherapy

or surgery

VMAT 64Gy in 32# 74Gy in 37# 46Gy in 23# 46Gy in 23# 64Gy in 32# 46Gy in 23# 64Gy in 32# 74Gy in 37# 74Gy in 37#

prescription

Age 66 75 68 74 69 68 66 66 56

Ethnicity New Zealand New Zealand New Zealand New Zealand New Zealand Samoan New Zealand Samoan Maori

European European European European European European

Marital status Divorced Married Married Married Married Married Married Separated Married

Highest level University 5" form University 6" form 5" form 6" form 5" form Left high Graduate of

of education Entrance school Diploma school school school school school Emergency
certificate certificate certificate certificate certificate at 18 yrs Services

Employment Retired Retired Retired Retired Retired Retired Part time Factory Emergency

Status (Information (Theatre (Sheep farmer/ | (Electrician) (Mechanic) (Gardener) (Online worker Services

Technology) production) vineyard owner) company)
Home location | Wellington Marlborough Marlborough Wairarapa Wellington Wellington Wellington Wellington Wellington

# = number of total treatment fractions
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3.3 Major themes explored individually

3.3.1 VERT education enhancestient understanding of radiation treatment

This dominant major theme was generated from the accounts of all nine participants
and primarily answered the research question - how do male patients experience
VERT when it is incorporated into education sessions for prostate radiation
treatment? The development of this major theme can be seen through the analysis of

the following four subthemes.

Visualisation helped patients understand and feel prepared for treatment

All participants strongly expressed their positive experience of the VERT education

and identified that it was the visual aspect of the VERT presentation that clearly

explained the treatment process and thus enhanced their understanding:
| thought it was excellent because the first time | wal into that room, | could see where |
xAO CITEITC O AA AT A Oii Eix EO All x1 OEAAS8(
understanding, pictorial or visual understanding, whatever it is understanding, | thought

that was great(P7)

Most men felt the treatment process simulated by VERT was very similar to their real

treatment experience:
It connected, it linked, what you showed there is exactly what | saw in the linear r{fe®n

When | saw the video and when | went into the room it was exactly like what | heshsn

the video so you know, | thought this igR5)

Receiving this explanation prior to their first radiation appointment helped them feel

more comfortable and prepared for treatment as they knew what to expect:

| think the visual presentation made #&ig difference to your understanding of what lay
ahead of yoyP3)
)y 060 AAA AT 1 OceE AiTiTEITC ET EAOA AT A Ui O Ai180

have got an idea of when you go into a room, that hglps)

Participant 2 particularly emphasised the importance of seeing VERT prior to
receiving his first treatment appointment as he mentioned the relief he experienced

numerous times which decreased his anxiety about receiving radiation treatment:
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) AEAT 80 OAAI EOA oftafedseing it &VERT)CBAEWhED the ffoBess was C

(P2)

He seemed almost surprised at the positive effect the VERT education had on his

attitude and his initial treatment experience.

Preference for visual learning to be part of patient education

The value of visual learning was acknowledged by all nine participants. For many,
visual learning was their preferred way to acquire information and identified one of
the main benefits of VERT was its ability to convey information in a different way

compared with written materials:

Yes | must say the information that comes out from you people at the hospital and also from

the Cancer Society, there is all sorts of brochures and things and you read through and read

Ol Uil O 1TEEA OEAOh EOGHRS AAZET EOAT U A AAOOAO Oi
This implies visual education tools are viewed as another useful and important way
of explaining information and could be used alongside written materials:
Well in this day and age | think you can read it, but | think, what | got out of that was the
OEOOGAI h Oiih EOGBEO Al1l OAOU xAl1 O OAAA EO Al

EO8O0 OEA OEOOAI h Oi irméwdsthe ddt inpartnt thing?2) T £ OEA A

Participant 5 pointed out the speed and ease associated with visual tools. For
explaining certain types of information such as how radiation is delivered to the

prostate, visual education tools may be the most suitable choice:
| think if people can see things they comprehend, really, really (&S}

He related visual learning back to his occupation of being a mechanic and how

reading about a process does not always explain it:

y&éi A 11 01 O |1 AAE Alydo Aomething on diff wbuld Eoffuse yoG tBdyou
ETTxh EAOA Ui O OAAA OEEO AT A Ui d xi1 O1I AT 80O
Oii AOO EAU EOGB8O 1 EEA AT UudO®@EBIi ch OEAU EOOO

Participant 2 agreed that visual learning is a fast and simple way to communicate

information and uses the example of the way children are taught to illustrate this:
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6 EOOAIT 1 AAOTETC ) 1 AAT OEAOG8O EiIix 1EOOIA EE
difference is there? He learns visually andea when you are an adult you still learn far
quicker by visually seeing {{P2)

The men of Maori and Samoan ethnicity identified the importance of visual learning

to aid in the understanding of health information, especially when the information is

complex. They stressed some of the challenges with reading comprehension and

explicitly stated they found information presented visually much easier to

comprehend compared with written information:
7TEAT ) OAx OEAO OEAAT 11 OErdandahdtd knbwhwhétedd O 1 A,
where the treatment is goingP6)

| thought it was absolutely brilliant and | got more from that than any of my readings to tell

ur & OEA OOOOE Oii EOG8O TEAA O EAOGA 1 EOOIA
underneathit) O1 0O 1T &£ Oiih )Ydéi 1106 OEI1T U AT A ) ETI x
OEA PEAOOOAOG AOO A1 O EO OF AAOGOAI T U OETE ET )

somebody actually going through the proced29)

Both Samoan participants discussed the difficulty they had with understanding
health information in a written format as English was their second language and they

found information presented visually much easier to understand:

"AAAOOA ) 1 AAOT O OEEO thé piclure, Bharbte wArdsecduse 10T 1 A
AAT 860 O1T AAOOOAT A Al1l OEA x1 OAO AOOP8EAT ) OAA
These men relied on family members to translate the health information they
received and it is likely some of that information was misunderstood or missed

completely:

My daughter explained to me
So you needed someone to help you understand the information? (AF)
9AAE ) O AAODOOAT A OIMSR8AOGO 1106 OEA xEI T A Ii

(@}

Participant 8 explained how important the local Samoan radio station was for him
and others to learn health information. It was through hearing reminders on this
radio station to have his prostate checked every year that he went to his doctor and

asked for an examination. He attributed his own prostate cancer diagnosis to these
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messages because they were spoken in Samoan and he was able to understand and

take responsibility for his own health checks:

Yes, it is easier because they are talking in my own language, and they explain everything
(P8)

Through these accounts it can be inferred the majority of participants considered
visual learning to be valuable and visual simulation tools such as VERT can aid in
patient education. Information such as how radiation is delivered to the prostate and
the simulation of the treatment process lends itself well to a visual demonstration.
For patients with communication barriers such as English as a second language,
visual tools are a fast and effective way of communicating important information,
aiding health literacy. There is a desire from these men to have visual learning
incorporated into patient education to support and consolidate written and verbal

information.

Explained how radiation treatment is delivered and the technology involved

Over half the men reported the VERT education increased their understanding of the

technology used to accurately locate and treat the prostate. Some felt they developed

a new sense of appreciation for the precision involved in treatment delivery:
) OEETE EO60 OEA OAAET itdrtédGlappreCaiesol uhderjtan®t®eO EO O
technology that | was about to go und€P?2)

One person attributed this new understanding to increasing his confidence and trust

in the safety of treatment:

It helped to build my confidence and trust because | though© 6 O OA AIEIQiGLAOCAOA
AT A OEAOG6O ~£ET Ah ) g4 EADPU OF DPOT AAAA xEOE EO
Participants 5 and 7 were able to relay the information they had learnt from the

VERT education back to family and friends, indicating how much they understood of

what they had been shown with VERT and what this new insight meant for them:
Hey you know the video was brilliant, | think the video was probably the best thing | have
bloody[sicl8 ) 6 OA AT 1T Ag8dii UAAE 11T h EO EOOO EAI PAA 1
myAOi OEAO *A&Emh ) OAEA OIE 11 OEEO 1 AAEETA 11
back on agai®(P5)
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| said to my wife and family and some friends yesterday that that actually explained how
(P7)

Being able to understand the technology used to accurately deliver radiation seemed
to resonate with many participants. This increased awareness seemed to give most

men peace of mind and provide reassurance in the safety and efficacy of treatment.

Improved understanding of why a full bladder and empty rectum are required

Most participants believed their understanding of why a full bladder and empty
rectum was needed for radiation treatment was improved after experiencing the
VERT education. Being able to visualise the location of the bladder and rectum in
relation to the prostate was a useful and effective way of conveying this important
information:
7A11 OEAO xAO OEOAI AAAAOOGA ) OAAI EOGAA OEAOD
close to the prostate becauseritoves, you could cause unnecessary burning or damage or

whatever you like to call it and also with the bowel not being empty yeah | understood that, |
think that it is really vital to know those thing¢P4)

For the Samoan men, this visual representation was particularly important as the
written information describing this process was often difficult for them to
understand. Being able to physically view the bladder and see how filling it stretches
it up and away from the prostate aided their understanding of why these instructions

are required for treatment:

Yeah, yeah | remember, there are 2 things, when | drink the water it help, to make it not
O1 OAE 1T O Oi i AGEET C 1 EEA OEAOB8BOEAOGBO xEU ) ETI
tried to explain about hat (P8)

To understand illness and disease in Samoan culture, it is important for the person to

visualise the problem. For these two Samoan men, the visual aspect of the VERT

education and being able to view internal organs such as the prostate, bladder and

rectum was hugely beneficial for their understanding of prostate cancer and how

radiation treatment is delivered:
/| Eh OEAO OEAAT 8) OAx xEOE {1 U 1Tx1 AUAOh TETA
what is very hard, the teaching you do that is ydnard yeah(P6)
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Yeah, | undetmnd what you showed me on thgP8)

Some attributed their improved understanding of bladder and rectum filling
requirements to an increase in motivation to achieve these instructions. This new
knowledge seemed to empower the participant by involving them in their treatment

process and giving them a sense of responsibility:

Because the bladder is lifted up and the bowel is empty, and before | thought oh ok wonder
xEAO OEEO EO All AAT 00O A édantage, ntnEdiately mddecmeUT O D
want to do it (P7)

A clear voice can be heard through all nine accounts that the VERT education

enhanced the participants’ understanding of radiation treatment through visual

learning. VERT effectively demonstrated how radiation is delivered to the prostate,

why a full bladder and empty rectum are required and this increased understanding

helped these men feel more prepared for treatment.

3.3.2 Timely delivery of the VERT education

During the interviews, participants were asked if they had any suggestions on how
the education process could be done differently to improve their VERT experience.
One major reoccurring theme was the timely delivery of the VERT education and this

related to when VERT was delivered and how often.

Prefer to receive VERT education close to first radiation treatment appointment

The majority of participants wanted to receive the VERT education close to their first

radiation treatment appointment so the information was fresh in their mind. Some

preferred to receive it on their first day of treatment, just as they had experienced

during the study. Others could see the advantage of having the VERT education a

week or two earlier to allow time for processing and suggested their planning CT

appointment as another suitable option:
7A1T 1T EI O 1 UGAl #h EO xAO CiT A O EAOA EO EETA
was very fresh in your mind and it all just fell into place, so to me that was good. Some people
may like it a lot sooner and then some peoplewdul EOOO £OAO AT A xi OOU AO
AE £FEAOAT OiP4) AOAT 60 OEAU
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| would have been quite happy to have spent 20 mins or quarter of an hour after the CT scan,
to have a look and do thatP5)

Most men recognised the preferred timing of the VERT education would vary
between patients as people’s need for information is different. Ultimately, most
participants felt experiencing the VERT education at some stage was important
regardless if it occurred weeks earlier or on the day of their first treatment, as long as
it occurred sometime near their first radiation treatment appointment:
#1 OPI A 1T &£ AAUO AAAEI OAh OI 1 AOEET C 1 EEA OEAOS8A
having it altogether is wiat | really think (P3)

Repetition of the VERT education would reinforce the information

Some participants emphasised they had received a significant amount of information
since being diagnosed. This can be overwhelming and there is a risk the information

can be misunderstood or forgotten:

91 & AT 1

60 xAT O O AT i AAOA PAI PI A xEOE O1TT1T 1| OA
Uurd AT180 xAT O O1 EAAO Ui OO 1 Elwhichpdoglelate 11 EO
saying further down the track and all of sudle Ui & OEET1 Eforfpitdn wiatkiel ) 8 OA
hell she said in the first plac@”5)
91 0 AT GCAO A 110 1T &£ ET & Oi AGETT AT A Ui 6 iT11uUs

the bits you want to know, or want to hedP1)

Interestingly, participants 1 and 5 were both receiving radiation treatment because
their prostate cancer had reoccurred after surgery. They alluded specifically to
learning bad or unexpected news which can limit a person’s ability to process and

understand further information which may be a reflection of their own experience.

With regards to the VERT education, some highlighted that repetition could be a
useful way of reinforcing the information and increase understanding. Taking away
written information allows the person to read and re-read the information at their
leisure therefore, providing patients with the same opportunity to repeat the VERT

education could be important for learning and understanding:

30



Findings

9AAE AT A Y&éi bDPOI AAAT U OEA O1 00 1T £ abdtie@a 1 xEI
week later | might read it through again and | think oh yeah and then just scan it again just
01 OOU AT OAET £ OAA xEAO8O0 EAPDPAT ET C
Yeah so that repeat of information is useful? (AF)
9AAER AOPAAEAI T U xEAT E OJIpoudiybulnoma bxgatieddeOAT 1 U
(P1)

Two participants suggested making use of online resources and have the VERT

education available in a video format which patients could re-watch. This would

provide greater access and would allow those who require repetition for

reinforcement, the ability to do this whenever it suited them:

91 6 AAT c¢i T1T1TETAR Al xT11TAAh OAA EO AT A xAOQAF
familiar with it now you can see it in your sleep but | only saw it once and you know that was
A xARE Acih AT A )8OA OHERTAA EAA Alil OEEO OOOEE

Both of these men had backgrounds in information technology and were likely to be
very comfortable with using online media. Participant 7 even suggested using online
applications like WhatsApp or Skype to facilitate online education and group
discussions but reflected that this may not be suitable for everyone:
7A1TlT EZ Ui O60A AT 1T £ZEAAT O Ui O AT1860 T ETA ET A
arel 60h O OEAO xI OIA AA AAOOAI T U OAEEIT C Ul OO
whatever the application is and there are a few of them around
AEAO60 A OAAIT T WPHET OAOAOOET ¢ EAAA
-AUAA8) COAOGO OEA 111U AT x1 pebpfe/ak gobd to leEk O x1 Ol
ACA AT A OTiIT A T &£ OEAI AOAT 60 AECEOAIR7TYU AESB8AITI
While this is beyond the scope of this study, it is important to note repetition is a key

part of observational learning. Re-reviewing VERT would aid in retention and this

should be considered with future developments.

333 Supporting role of VERT in addressing me
When discussing the participants’ initial treatment experience, a number of themes
were expressed that impacted on their masculinities. These included not feeling
completely informed about all available treatment options and the impact this had on

personal autonomy and ability to make informed decisions. Also, the taboos that
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surround prostate cancer which make it difficult for men to talk about and the role of
the VERT education to initiate conversations with men, encourage information

sharing and provide peer support.

The impact of not feeling fully informed on personal autonomy

Over half of the participants discussed their personal experience with treatment

decision making. Two of these men were receiving radiation treatment due to

recurrent disease and both commented on how vulnerable they felt after being told

they had prostate cancer and were unsure of which treatment option to choose. They

wanted direction from the specialist; however they felt alone when making their

treatment choice:
4EA TT1U ¢ TPOEITO A O A xAOA TPAOAOGETT 10 C
uir &6 OAATIT T AT A AT A el AOAMBADUOQEEAA] 600 QAAD AT A ) ¢
| felt completely cast adrif(P1)

When discussing their initial decision to have surgery, they reflected talking to a

radiation oncologist as well as the surgeon could have been beneficial although it may

not have changed their outcome:
9A0 EA AEA OAU ) AT OI A OATE OI Ah OEA OAAEI OE
OAEA EAGO A OOOCAIT AT A EA x1T O1 A OAAT I 1 AT A 0O
with the radiology people so, oreflection | probably should have asked &peak to the

radiology person umm but, whether the outcome would have been any different, who knows
(P7)

Both men pointed out that while they were told radiation treatment was an

alternative option to surgery, an appointment with a radiation oncologist was not

made for them automatically. Participant 7 felt it shouldn’t be his responsibility to

arrange this consultation, and appointments with both types of specialists should be

routine to ensure patients feel fully informed of all their treatment options:
) GCOAOO 1 AUAA EO OET OI A EAOGA AAAT AT i1 DPOI OI OU
ATT ET ¢ ET EAOA OT OAl1T uUuh EAOAT S0 AAAT ET OEA b
Ol ) AEAT 80 HIEAEADRAY OAIAIAPADAI AT OO x1 OE8AT A )
expected todP7)
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Participant 3 shared this view and felt it was through luck rather than standard
process that he was given the opportunity to speak with a radiation oncologist.
Despite not feeling totally comfortable with surgery, he would have proceeded as he
felt like it was his only option. A nurse recognised he was reluctant to undergo
surgery and suggested he consult with a visiting radiation oncologist to discuss all of
his treatment options. After receiving the information from both specialists, he chose

radiation over surgery:

It really was lucky that she sort of, you know said, said that otherwise | was sort of 90%

going to have surgery and then after speaking to the radiation oncologist knaw who sort

of umm got rid of all those myths about the damage it was going to do to you and was

absolutely confident that you guys could cure it umm | sort of went that Wag)

Participant 9 also came away from his initial consultation feeling convinced surgery

was his only option and that the surgeon was biased towards him having surgery:

We came away; my wife and | both came away from that interview or that consultation

believing that was our only option
The surgery? (AF)

4AEARA OOOCAOU U Ahdlatdd bniadnitAdtii there is a bias to have it removed
AAAAOOA OEAGB8O xEAO EA AiI AOh OEAOG8O xEAOD

when | left there umm we were pretty convinced that we were going to do rads&abery
(P9)

He was also reluctant to have this procedure as he was concerned about potential
side effects on his lifestyle, implying sexual function, and wanted to explore
brachytherapy. He initiated a consultation with a radiation oncologist in the private
sector at his own cost which eventually led to him to choosing external beam

radiation treatment over surgery:

I ) xAOT 860 AT 1 OET AAA AAOOAT T UR ) mésGibed

EEO OEAA AEEAAOO AT A Oii OEABEROABEOARAD
AEAT 860 OOEO 1U 1 EAAOOUIA ATA T U xEEA xAO

two of my friends who had the brachytherafi?9)

These accounts illustrate some of the challenges men face with treatment selection

after being diagnosed with prostate cancer. Some men felt that by not being
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automatically provided with the opportunity to consult with both types of specialists,
they did not have all the available information on suitable treatment options, which
added to their distress. These participants thought a referral to a surgeon and
radiation oncologist, prior to making their treatment decision, would improve the
way this information is provided, minimise bias from the specialist and preserve

their personal autonomy to make an informed decision regarding their treatment.

Taboos associated with prostate cancer and a lack of open discussion

Some participants highlighted the taboo nature of prostate cancer and the difficulty
men experience when discussing the impact it has had on their lives and masculinity.
Most felt reasonably well despite having cancer, and were having difficulty coming to
terms with needing treatment. For participant 4, his diagnosis came as a shock as he

thought prostate cancer wouldn’t happen to him:

IDOT AAAT U x1T 01 AT6O6 xAT O 61 ETT x AAAAOOA

Ail O

mean even, even for myself to be honest you know that there is a lot of people who get
prostate cancer blah blahble AOO OEAO x 1 kirwlOf thindy Priedil 1 OT AT R6 O
OAU OEAO AOGO EOOO ET UT OO0 TETA UiO ci xAll )

you know something bad gets you and you think whoa, it does happen to me as well as other

people(P4)

He also explained he has not told many people about his diagnosis as he feels it is a
private and personal matter and does not want his extended family or friends to

know he is receiving treatment for prostate cancer:

-U xEEA AT AOT 60 AAOOAI T U ACOAA xEOEyéndh
OAEA T1Th ) AiT160 xAT O AT UAT AU ETTxET Ch
AT OP1 A T £ OOOOOAA AEOEAT AOG AOGO 11T AT AU Al
AAT 60 EO AT A ) x1TO1 AT 60O CI droSise cAriceNPAD AT |

This response could be reflective of his background being a male in a conservative,

rural community where men’s health is not discussed openly. However, he would be

comfortable sharing his experience of other medical procedures such as a knee or

cataract surgery indicating, in his opinion, prostate cancer is not socially acceptable

to talk about due to its relationship with sexual function:
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80 OATE ) TAAT Yh A& O

I x AAAAOOA ) OOA OI T EIiDP 1 EEA
OOAOA EO O1T i1 AGEET ¢ Uil 6h OE

I x xEAO ) 1T AAT EOG8O AE amhd dper@ionadi 6 O E O«
EAOA ci 6 AAOAOAAOO ET 1TTA AUA AT A ) ETTx EOB8O0

let people know that | have got to have my cataract done tomorrow or when it happens and

Qu

yéi EET A AOO OEEOh rnaliPai A EOh EO DPOEOAOA AT A b
Participant 2 experienced feelings of shame and embarrassment with having to
undergo treatment for prostate cancer:
7ATT ) TAAT ) xIT O A AA Ai AAOOAOOGAA O AT A E
AO01 1 8AT xAl Al x1  OEAOdby Yhat 5d, Dit Had tA Aapphr idwo@d A O O A
happen, but | would be embarrasség?2)

He attributed this to the male ego and the way it challenges masculinity when asked
to discuss parts of their anatomy that is considered private and associated with

sexuality:

>
(@}
(@}

4EA T AT A Aci OEET C AT AOTI 60 xAl @2pi OAI E A
Participant 8 invited men within his Samoan community over to his house and shared
his health information with them. He implied Samoan men can experience shame

when confronting health issues, especially matters that involve sensitive areas of the

body that are related to sexuality, and therefore can be reluctant to talk about it:

Yeah, oh | got some big group coming to my houscee&U 3 AOOO0OAAU8) OEAOA A
OEAih ) OAU AT180 AA AOEAI AA O c¢ci OAA OEA A
and your grandchildren(P8)

Participant 9 felt guilty when he compared himself to other patients he had met since

coming to the radiation department and noticed how unwell they were due to

treatment toxicities and yet he was feeling fine. This sense of disparity made him feel

fraudulent and unworthy of receiving the same kind of support as others:

y O AAAT O 1 EEA Ise prétend@A@dalse IGee@li thedeCotheEpeople that have
scarfs around their heads and they are far more advanced than me and a lady | was talking
Oi OEA T OEAO AAU xEI EO EAOEIT ¢ AEAIT AT A OAAE
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and you are gaig through a lot at the moment and here | am just walking around good as

gold (P9)

Many were focused on the treatment results and it became clear some were worried
about the successfulness of radiation treatment and being cured of prostate cancer.
Some of these comments were made in humour indicated by laughter but seemed to

illustrate uncertainty:
| suppose yeah, so umm yeah | am just hopimg treatment is going to worklaughs) (P1)

Participant 2 compared the lack of openness that surrounds prostate cancer with the
high level of public awareness that breast cancer has in the media and believed
prostate cancer needs the same spotlight to improve public awareness and encourage

men to speak more openly:

All of that needs to be much more open, | mean womeli OE AOAAOO AAT AAO

more open now than it ever wa$?2)

The perception from these participants is that there is a lack of openness and social
acceptability for men to discuss prostate cancer compared with other medical
conditions. For some, prostate cancer is considered a sensitive and private issue and
its connection with sexual function and sexuality makes it a taboo topic. Feelings of
shame, embarrassment and guilt have also acted as barriers to these men feeling
comfortable to being open about their diagnosis and the impact it is having on their

lives.

VERT to engage men, initiate information sharing and encourage peer support

Being able to share information and learn from their peers was important for some
men in this study. This seems to go against traditional masculine perceptions that
men prefer not to talk about their feelings and do not want support. Participant 2
indicated this attitude contradicts the male ego but for some men, support is what

they need and want:

Right buttheyAT 1 8 © OAT E AAT OO OEA (1 AT 80 bOT Al Al Oh

But it is...it needs to be spoken about and you need to come out and say come and learn about

it, come and understand what is going on with your body, understand what your ién

going through you knowP2)
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The benefit of peer support was evident for participant 1 who is a member of the
Cancer Society support group PALS ‘Prostate Awareness is a Life Saver’. He talks
positively of the peer support he has received since being diagnosed with prostate

cancer three years ago:

9AAE ) OEETE EOG8O0 CiTAh EOGB8O A CITA xAU 1T £ 1A

xEl EAOA OAAT OAOAA &EOI I DPOI OOAOA AAT AAO AT A
AEAO AT A xA3OA0OOI O1 AT xEEAEI E@®OxA EET A A OOAA
El OPEOAT OOAAOQI AT 6Oh xAd11 Ul O EiiTxh AEOAOI AO

recommend it to anyone with you know, prostate can¢erl)

Participant 9 felt unsure about the potential side effects of radiation and wanted to
speak to another male who had experienced treatment. He approached the Cancer

Society who arranged for a previous patient to contact him which he found helpful:

y OAEA O1 EAO ) AT 180 EDExAAQRNEUAR) ) EET ¥k xODI /
OAAEAA] KAdAT VT ART ®EAO8 O EAA OAAEAOEIT AT A )6Ii
and she said she will get someoieOET C | A OEAO8 O AAOOAPY) U AAAT O

Participant 8 explained how the Samoan radio station uses technology to overcome
cultural barriers and provide access to information. They use humour to break down
stigmas associated with sensitive topics such as prostate cancer and tell people not to
be ashamed to talk to their doctor. This makes information more widely accessible
within his community and reduces the ‘Samoaness’ interfering with the sharing of

important health information:
Because the Samoaness always comes to interfere w{h8)

Participant 2 could see a role for visual tools to help communicate health information
and may facilitate with informing the public about different treatment options for

cancer such as radiation:

4 E A @rdtialsly a lotof things in the community and | anust going to say this, health wise
that would probably help enormously if there was more of that sort of visual teaching done
rather than handing you a pamphlet, which is ok and, and what you can find out on the net is
ok but that (VERT) actually gave yoimsight into the technology a little bit behind it, or the

machine or the rest of it. There are lots of things in the health system | think you could
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AEAT cAh EAZ OEAU xAOA AAT A O GCEOA Ui O i1 OA OE
saw it, it just clicked(P2)
One person suggested seeing VERT with the oncologist when making a choice

between radiation and surgery could have been a useful way to learn how the

treatment works, and may have helped with making an informed decision:

Yeah, well it wagust so simple, | mean you could have it on the umm, you know have it when
you have your interview with the oncologist or whatever they could perhaps pull it up and

show it to you then | gueq$3)

Some men thought having the VERT education delivered in a small group
environment rather than a one-on-one setting would be beneficial. This was
considered more practical and may encourage other men who are going through a
similar cancer experience to meet and provide support to each other during

treatment:

txT 61 A AAOOAI T U AOEI ¢ OEAO 1TEOOI A coOi Obp Oi CcA
person that is going through the same process as me but | know there are a couple of others
y 6 OA AOI PAA ET O OEAO I AUAA AE EZ£E HadcbudAOA 0O
actually help as well umm that they start a little support group or like this one guy, him and |
ECOOO OEO OEAOA AT A EAOA A TEOOIA TAOQY AOGAOU
The VERT education may also create a safe learning environment where men feel
comfortable to be more open about their experience and learn from each other:
"AAAOOA UI O T ECEO EZET A OEAO O1TiT A cOU AOGEO A N
Ol AOGE AT A OEAOABO OI I A COUPHEOOET ¢ OEAOA xEI
Some felt including their support person in these discussions was important and
would help them understand what they are going through and share in their

experience:
It probably would have helped for my wife to have seen it because then vebeld
unAAOOOAT A xEAO ) ¢I OEOI OCE AAAE AAU AAAAQOOA
xEAOAOAOh AOGO UT O ET (P OEA AT AOT 80 O1 AAOOOAT A
A group VERT education session may also foster new connections, support networks

and a sense of community whilst receiving radiation treatment:
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+T T xET ¢ OEA Ui gespA 117060 AilTTA ET OEEO

Through these accounts it can be inferred men are open to receiving support. Visual
teaching tools such as VERT are an effective way of engaging men to learn about
radiation treatment and it has the ability to open up conversations about their
diagnosis. Providing this education to small groups of men who are receiving a
similar treatment for prostate cancer can support men’s masculinities by informing
them how radiation is delivered accurately, and potentially create a safe environment
where they feel more comfortable to share their experiences. This in turn may open
up lines of communication, initiate information sharing and encourage peer support

among patients.
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4 Di scussi on

The study findings have illustrated how men experience VERT when it is
incorporated into education sessions for prostate radiation treatment. It also raised

other important themes related to men’s experiences of prostate cancer.

4.1 Support for vsual learning to be part of patient education

All nine participants responded positively to their VERT experience and its ability to
convey information visually. Most thought it was the visual demonstration that
helped them understand the treatment process and how radiation is delivered
accurately to the prostate. Visual learning is considered a useful and effective way to
present information, and visual aids can stimulate learning and help the observer
make sense of the process (Russell, 2006). Skalla et al. (2004) identified most
patients want timely information that is personalised to their situation and in a
format that they can understand, and suggests interactive multimedia technology and
virtual programmes are an innovative way to engage and educate patients. This may
explain why these men had such a positive reaction to their VERT education

experience and attributed their enhanced understanding to visual learning.

The men in this study also accredited their improved understanding of why a full
bladder and empty rectum are required for treatment to the VERT education. Having
these instructions explained effectively, helped them feel informed and prepared for
treatment. These results are supported by a similar study conducted in the United
Kingdom which explored prostate patient’s perception of VERT using questionnaires.
Those respondents also reported high levels of satisfaction with VERT as it helped
them understand the importance of adhering to the bladder and rectum preparation
instructions which resulted in improved compliance and participants feeling more

prepared for radiation treatment (Stewart-Lord et al., 2016).

4.2 Improved understanding of radiation treatment

The results showcase VERT’s ability to effectively explain how radiation is delivered
precisely to the prostate and these participants reported a new sense of appreciation
for the technology and accuracy involved. Some men found this reassuring and

believed VERT could be used to help address some of the misconceptions and
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misunderstandings people may have about radiation treatment. An Australian study
that reviewed the information needs of woman with breast cancer, also reported the
need for more logistical information on how radiation therapy is delivered safely to
the target (Halkett et al, 2010). Some participants in this study felt there is
insufficient information on radiation treatment in the public domain and people’s
preconceptions of radiation treatment can be based on outdated experiences of other
patients. An American publication also identified the influence anecdotal cancer
experiences of other people can have on men’s understanding of treatment options
available for prostate cancer, and this can impact on treatment selection (Denberg,

Melhado, & Steiner, 2006).

These results indicate the perceived information available to the public explaining
the technological advancement of radiation treatment is limited, and some people’s
attitudes towards radiation treatment are based on the experiences of others. In
2015, an initiative from the Faculty of Radiation Oncology of Royal Australian and
New Zealand College of Radiologists (RANZAR) called Radiation Oncology Targeting
Cancer Campaign was launched. The aim of the Campaign was to increase awareness
of radiation treatment as an effective, safe and sophisticated treatment option for
cancer (The Royal Australian and New Zealand College of Radiologists, 2015). They
have a dedicated website and utilise social media networks such as Twitter to
promote themselves. This Campaign recognised there was a lack of suitable, up to
date, public information in both Australia and New Zealand on radiation treatment
and promotes general practitioner education evenings to help increase awareness
within the community and reduce common misconceptions. As suggested by one
participant, visual tools such as VERT could be used as a teaching aid and be
incorporated alongside these education evenings to visually demonstrate how
radiation treatment is delivered accurately, particularly in rural settings where

access to radiation treatment departments is limited.

4.3 Addressing patient information needs

A comprehensive literature review of cancer-related patient education by Chelf et al.
(2001) found patients want the maximum amount of information about their illness
and the preferred timing and degree of information varies from person to person.

There is also a risk patients can feel overwhelmed with large volumes of information
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and may forget what they are told therefore, supplementing oral information with
written material, enables patients to revisit the information and help with their
recollection (McPherson et al., 2001). With this in mind, it is unsurprising some of
the participants wanted to repeat the VERT education to reinforce the information
they were given and suggested the use of online applications as a way of providing
access to VERT outside of the department. While these suggestions are beyond the
scope of this study, they do propose other useful ways visual tools and online
applications can be utilised to improve accessibility to information, and warrant

further investigation.

4.4 Aid with healthliteracy barriers

Health literacy is the degree to which individuals have the capacity to obtain, process
and understand basic health information required for making appropriate health
decisions (Kickbusch, Walt, & Maog, 2005). On average, New Zealanders have poor
health literacy skills, with both Maori and non-Maori males and females all scoring
below the minimum required score for individuals to meet the complex demands of
everyday life (Ministry of Health, 2010b). The health literacy of Pacific peoples is also
lower than other ethnic groups and factors that may contribute to this are lower
socio-economic status and language difficulties (Statistics New Zealand and the

Ministry of Pacific Island Affairs, 2010).

The accounts from the two Samoan participants illustrate the different literacy
capabilities of patients, especially for ethnic groups where English is not their first
language. Also, both men were employed in roles that generally do not require high
levels of education (gardener and factory worker) and may be indicative of their
socio-economic level. These men relied on family members to translate and explain

some of the health information they received.

Traditional communication strategies have been shown to be less effective among
people who face barriers related to literacy, culture, or language (Kreps & Neuhauser,
2008). The reading level of patient-education materials is often beyond some
patients’ abilities and some, simply cannot understand printed information. For these
reasons, the New Zealand Ministry of Health Strategy Future Direction (2016)

focuses on improving health literacy by making health information accessible and
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recommends the integration of alternative communication methods such as digital
technologies. The incorporation of VERT into education sessions for prostate
radiation treatment aligns well with these strategies and is particularly important, as
there are significant inequities in survival between Maori and non-Maori for prostate

cancer in New Zealand (Ministry of Health, 2013a).

4.5 The impact of not feeling informed about treatment options

Some participants acknowledged the challenges they experienced when deciding
which treatment to undergo for prostate cancer. Studies show that surgery,
brachytherapy and radiation offer similar oncologic outcomes for localised prostate
cancer and therefore the treatment decision making involves the patient weighing up
the risks of potential side effects and personal preference (Hamdy et al., 2016; Kibel
et al.,, 2012; Kupelian et al., 2004). A longitudinal, quality of life study by Zelefsky et
al. (2016) concluded treatment selection can be informed by the importance a patient
places on sexual dysfunction against ongoing urinary problems and bowel irritation.
These are the most likely side effects a man could experience after receiving any of
these three treatments and their significance on a person’s quality of life will vary

between patients.

In New Zealand, men suspected of prostate cancer are referred to urology services for
a biopsy (Ministry of Health, 2013a). As the surgeon performs the biopsy, it often
means they initially discuss the results and treatment options with patients and
become the gatekeepers of the referral pathway. While the Ministry of Health
(2013a) recommends patients should be offered the opportunity to discuss their
treatment options with an urologist and radiation oncologist, the men in this study
have highlighted this does not always happen. As a consequence, these men do not
feel fully informed about all their treatment options and believe it should not be their
responsibility to request these appointments, especially as they trust the specialist’s
clinical judgment. This is important, as previous studies conducted in the United
States have illustrated how the consulting physician’s perception can bias a patient’s
treatment selection. When investigators asked urologists and radiation oncologists
how they would treat patients with localised prostate cancer, both specialists
overwhelmingly recommended the therapy they themselves deliver (Fowler, Jr et al.,

2000). In a more recent study, Jang (2010) identified urologists varied widely in the
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proportion of their patients who were also evaluated by radiation oncologists,
suggesting that referral patterns may be influenced by factors such as geographic
access to radiation oncologists or the personal viewpoints of the urologist. Due to
these potential speciality biases, both of these studies and the New Zealand Ministry
of Health (2013a) recommend a multidisciplinary consultation to ensure men receive
a balanced perspective on the risks and benefits of all available treatments. The
accounts from these men illustrate how a lack of information can impact on their
personal autonomy to make an informed decision regarding their treatment

management, which can add to their distress during what is already a stressful time.

4.6 Supporting masculinities by encouragingme n ' s e n guaigge me n t
VERT

Masculinity is the qualities and behaviours traditionally associated with men. Connell
(2005) defines masculinity as a social construct which can vary across time, culture
and the individual. Characteristics associated with hegemonic masculinity include
stoicism, assertiveness, physical strength, independence and emotional restraint.
Courtenay (2003) discusses the challenges associated with masculinity as; men will
often prefer to face risk or physical discomfit rather than display traits that are
perceived to be feminine such as vulnerability, dependence and weakness. Woman
are considered to be comfortable with vulnerability and their emotions and are more
likely to employ health-promotion behaviour such as seeking support (Evans, Frank,
Oliffe, & Gregory, 2011). These differences in coping strategies may explain why
there are such large disparities in health between men and woman. In New Zealand,
men’s life expectancy is almost 4 years less than women’s and this is largely due to
men having a greater incidence and mortality from heart disease as well as lung
cancer and suicide (Ministry of Health, 2013b). This disparity in health between men
and women is similar in western societies across the world. In 2000, the World
Health Organisation acknowledged the lack of understanding of the role masculinities
play in the health promoting and coping behaviours of men, and this needs to be

viewed with a gender lens (Evans et al,, 2011).

The men in this study discussed how their diagnosis of prostate cancer had impacted
on their masculinities. For example, one participant who was under the age of 60

years reported feelings of unworthiness for the care and support he had received
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since starting treatment. These feelings may have been related to his age, altruistic
nature and occupation within emergency services. His personal identity and
masculine qualities such as being a well, strong and courageous male who provides
help and service to others, was challenged when he found himself on the receiving
end of care and support. Others expressed feelings of shame and embarrassment and
for men who often pride themselves on being strong and healthy; being diagnosed
with a life threatening illness and its association with weakness and vulnerability
may go against their sense of masculinity. Their way of dealing with these emotions
was to keep silent as they did not want anybody to know what they were
experiencing and wanted to avoid showing perceived emasculating behaviours such
as seeking support and sexual impotence. A study by Kelly (2008) who also
interviewed men with prostate cancer, reported similar findings of emotional
isolation particularly because of the stigma associated with prostate cancer the
effects treatment can have on their bodies such as incontinence and sexual
dysfunction. This was also comparable with two of the men in this study who
disclosed they had not told many people about their diagnosis as it was a personal
and private matter, and its relationship with sexuality was very difficult for them to

name and discuss.

The physical and emotional consequences of prostate cancer on masculinity, identity
and self-worth have been highlighted in other studies as well. Men interviewed in
focused groups after receiving prostatectomies for prostate cancer revealed how
incontinence and impotence had affected their sense of self-worth (0’Shaughnessy &
Laws, 2010). The respondents in Appleton et al. (2015) study, viewed changes to
their sex drive and feminisation of the body after hormone treatment, particularly
distressing. This loss of manhood impacted on their emotional state as well as their
relationships with their spouses. Evans et al. (2011) identified the inability of men to
sustain masculine ideals by keeping the body muscular, strong and resilient as they
age, threatened their perception of masculinity. In addition to this, men with prostate
cancer become aware of their own mortality and changes to their sexuality can
represent deterioration and loss of vitality which adds to the complexity for

providing health care to aging men (Evans et al,, 2011).
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All three of these studies recommended peer support as an effective way of
supporting men’s masculinities. This resonates with the findings of this research as
peer learning and support was important to over half the participants. It was
suggested that providing the VERT education in small groups of men who are to
receive radiation treatment for prostate cancer, has the potential to create a safe
environment where men can learn about radiation treatment together and know they
are not alone in this experience. This may seem to go against traditional masculine
behaviours such as reluctance to admit vulnerability and ask for help however
Appleton et al. (2015) found peer support was commonly valued as an outlet for
emotions and provided an opportunity for camaraderie and a sense of belonging.
These researchers also highlighted the importance of including spouses and family
members to be part of these conversations which was also raised by some of the men

included in this study.

The challenge with supporting men and their masculinities can be with initiating the
conversation. Heron-Speirs (2014) suggested providing information in a way that
protects the dignity and vulnerability of men. This study has demonstrated VERT is a
highly engaging piece of visual technology that men are keen to interact with and
have a positive response too. VERT could be utilised as a tool to attract men into
small group education sessions on radiation treatment for prostate cancer which may
foster other conversations about treatment side effects, coping mechanisms and
encourage peer support. This supporting role of VERT may help in addressing some
of the known impacts prostate cancer can have on men’s masculinities and help
break down the stigmas associated with it. Therefore, making prostate cancer more
socially acceptable and comfortable for men to talk about and share their experiences

with health professionals and each other.

4.7 Study limitations

The participants were self-selected therefore, the men’s experience captured in the
study were from people who felt comfortable to participate in a research project and
were willing to share their points of view in an interview. This may mean men who
find talking about their treatment experience difficult were unlikely to be included

and therefore their views have not been represented in this sample.
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Also, the men were recruited from only one cancer centre in New Zealand and local
factors may have affected their experience. This limitation was minimised by
including men who were from Marlborough, Wellington and Wairarapa and of

different backgrounds and ethnicities.

The role of the researcher also needs to be acknowledged as a limitation. It is possible
the position of power I had as a health professional with expert knowledge of
prostate radiation treatment and VERT could have affected how the men responded
in this study. Equally, my role as a radiation therapist who is experienced in
communicating and developing rapport with patients may have created an
environment where the men in this study felt comfortable to disclose their personal
experience without feeling judged. Also, my age, gender, background and perceptions
would influence the interpretation of the transcripts and this was managed using a
reflective diary, discussions with the research supervisor and utilising triangulation

and member checking processes.

I minimised coercion by never being involved in the delivery of the participant’s
radiation treatment. Prior to the study, WBCC staff who may be involved with the
participants’ treatment were educated about coercion and were asked not to
pressure participants to disclose their experience of VERT and provide the same
standard of patient care, regardless of whether the patient was part of the study or

not.

The limitations of phenomenology methodology should also be acknowledged.
Norlyk and Harder (2010) argue studies should include methodological keywords
such as bracketing, as well as articulation of the investigated phenomenon and how
an open attitude was maintained throughout the research process. IPA research is
only as good as the data it is derived from and the researcher must demonstrate
sensitivity to context which can be achieved through existing literature or material
provided by the participant (Smith et al.,, 2009). Findings should always be related
back to relevant literature in the discussion section, therefore IPA studies often
include themes in the discussion which were not referenced in the introduction
(Smith et al, 2009). An example in this study was the emergent theme on

masculinities and the supporting role of VERT.
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4.8 Conclusions

The men in this study attributed the VERT education to enhancing their
understanding of radiation treatment and the technology involved. Visualisation of
the process helped them feel prepared for treatment and improved their
understanding of why a full bladder and empty rectum are required. There is a
preference to have VERT education delivered sometime near the first treatment

appointment.

Prostate cancer can negatively impact on men’s masculinities such as lack of
autonomy, shame, embarrassment, vulnerability and sexuality. This can be difficult
for men to talk about and a lack of information can add to their distress. VERT
effectively engages men with discussing radiation treatment and this has the
potential to initiate further information sharing and encourage peer support. There is
a role for visual tools such as VERT to be included in patient education sessions for

radiation treatment to the prostate.

4.9 Further research suggestions

While this study has concluded there is role for VERT to be incorporated into patient
education sessions for prostate radiation treatment, it has also highlighted other

areas that require further investigation and include:

1 Evaluate the use of VERT for patient education in small groups who are to
receive similar radiation treatment such as, men with prostate cancer or
women with breast cancer, from a peer support perspective.

1 Include VERT as part of education sessions for other health professionals such
as surgeons and general practitioners to raise awareness of radiation as a safe
and effective treatment for cancer.

1 Take VERT to rural settings around New Zealand to aid in the education of
patients who need to travel to urban centres to receive radiation treatment.

91 Develop and evaluate an online application that provides the VERT education
in a video format that patients can access at any time to reinforce the

information.
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1 Quantify patients’ adherence of preparation instructions after receiving the
VERT education by physically measuring bladder and rectal filling on cone
beam CT data.

91 Create and evaluate VERT education sessions specifically for advanced, hypo-
fractionated radiation techniques such as stereotactic body radiation therapy
for lung cancer where target accuracy and patient compliance are vitally

important.

49



References

Ref erences

Appleton, L., Wyatt, D., Perkins, E., Parker, C., Crane, |, Jones, A,, ... Pagett, M. (2015).
The impact of prostate cancer on men’s everyday life. European Journal of Cancer
Care 24(1), 71-84. http://doi.org/10.1111 /ecc.12233

Becker-Schiebe, M., Abaci, A., Ahmad, T., & Hoffmann, W. (2016). Reducing radiation-
associated toxicity using online image guidance (IGRT) in prostate cancer
patients undergoing dose-escalated radiation therapy. Reports of Practical
Oncology & Radiotherapy 21(3), 188-194.
http://doi.org/10.1016/j.rpor.2016.01.005

Biggerstaff, D., & Thompson, A. R. (2008). Interpretative Phenomenological Analysis
(IPA): A Qualitative Methodology of Choice in Healthcare Research. Qualitative
Research in Psychology 5(3), 214-224.
http://doi.org/10.1080/14780880802314304

Boejen, A., Bloch-Larsen, L., Poulsen, R. L., & Seiersen, K. (2011). Patient education in
3D “This is how radiation therapy is done.” Radiotherapy and Oncolog®9, S42-
S43.

Bolderston, A. (2008). Mixed messages? A comparison between the perceptions of
radiation therapy patients and radiation therapists regarding patients’
educational needs. Radiography 14(2), 111-119.
http://doi.org/10.1016/j.radi.2006.09.001

Brady, L. W., Heilmann, H. P., Molls, M., & Nieder, C. (2011). Decision Making in
Radiation Oncology Volume. 8. Lu & L. Brady, Eds.). Berlin: Springer.

Bridge, P., Appleyard, R. M., Ward, ]J. W, Philips, R, & Beavis, A. W. (2007). The
development and evaluation of a virtual radiotherapy treatment machine using
an immersive visualisation environment. Computers & Educatign49(2), 481-
494,

Bridge, P., Crowe, S. B., Gibson, G., Ellemor, N. J., Hargrave, C., & Carmichael, M. (2016).
A virtual radiation therapy workflow training simulation. Radiography 22(1),
e59-e63. http://doi.org/10.1016/j.radi.2015.08.001

50



References

Challapalli, A, Jones, E., Harvey, C., Hellawell, G. O., & Mangar, S. A. (2012). High dose
rate prostate brachytherapy: an overview of the rationale, experience and
emerging applications in the treatment of prostate cancer. The British Journal of
Radiology 85, S18-27. http://doi.org/10.1259/bjr/15403217

Chan, Z. C.,, Fung, Y, & Chien, W. (2013). Bracketing in phenomenology: Only
undertaken in the data collection and analysis process ? The Qualitative Repdy
18(59), 1-9. http://doi.org/10.1057/9781137326072.0007

Chelf, J. H., Agre, P., Axelrod, a, Cheney, L., Cole, D. D., Conrad, K, ... Weaver, C. (2001).
Cancer-related patient education: an overview of the last decade of evaluation
and research. Oncology Nrsing Forum 28(7), 1139-47. Retrieved from
http://www.ncbi.nlm.nih.gov/pubmed/11517847

Connell, R. W. (2005). Masculinities(2nd ed.). Cambridge: Polity Press.

Courtenay, W. (2003). Key Determinants of the Health and Well-Being of Men and
Boys. Internatil T Al *1 001 Al I A&, 2041 8a180.
http://doi.org/10.3149/jmh.0201.1

Dawdy, K., Bonin, K., Russell, S., Ryzynski, A., Harth, T., Townsend, C,, ... Szumacher, E.
(2016). Developing and Evaluating Multimedia Patient Education Tools to Better
Prepare Prostate-Cancer Patients for Radiotherapy Treatment (Randomized
Study). Journal of Cancer Educationi-6. http://doi.org/10.1007/s13187-016-
1091-5

Denberg, T. D., Melhado, T. V., & Steiner, ]. F. (2006). Patient treatment preferences in
localized prostate carcinoma: The influence of emotion, misconception, and

anecdote. Cancey107(3), 620-630. http://doi.org/10.1002/cncr.22033

Dowling, M. (2007). From Husserl to van Manen. A review of different
phenomenological approaches. International Journal of Nursing Studies44(1),
131-142. http://doi.org/10.1016/j.ijnurstu.2005.11.026

Dunn, ]., Steginga, S. K, Rose, P., Scott, ], & Allison, R. (2004). Evaluating patient

education materials about radiation therapy. Patient Education and Counseling

52(3), 325-32. http://doi.org/10.1016/50738-3991(03)00108-3

51

( AAT



References

Evans, ], Frank, B. Oliffe, J. L, & Gregory, D. (2011). Health, Illness, Men and
Masculinities (HIMM): A theoretical framework for understanding men and their
health. *T 00T Al [ = - A1 68068(1), (AMl OE
http://doi.org/10.1016/j.jomh.2010.09.227

Ferrer, M,, Suarez, |. F,, Guedea, F., Fernandez, P., Macias, V., Marino, A, ... Aguilo, F.
(2008). Health-Related Quality of Life 2 Years After Treatment With Radical
Prostatectomy, Prostate Brachytherapy, or External Beam Radiotherapy in
Patients With Clinically Localized Prostate Cancer. International Journal of
Radiation Oncology Biology Physjcs  72(2), 421-432.
http://doi.org/10.1016/j.ijjrobp.2007.12.024

Finlay, L., & Ballinger, C. (Eds.). (2006). Qualitative Research for Allied Health
Professionals: Challenging Choic€hichester: John Wiley & Sons Ltd.

Fowler, Jr, F. ], Collins, M. M., Albertsen, P. C., Zietman, A, Elliott, D. B., Barry, M. |,, ...
E, 0. (2000). Comparison of Recommendations by Urologists and Radiation
Oncologists for Treatment of Clinically Localized Prostate Cancer. Jama 283(24),
3217. http://doi.org/10.1001 /jama.283.24.3217

Graf, R, Boehmer, D., Nadobny, ]., Budach, V., Wust, P.,, Zietman, A, ... El-Gayed, A.
(2012). Appropriate patient instructions can reduce prostate motion. Radiation
Oncology7(1), 125. http://doi.org/10.1186/1748-717X-7-125

Guba, E. G. (1981). Criteria for Assessing the Trustworthiness of Naturalistic
Inquiries. Educational Resources Information Center Annual Review Pap8§2),
75-91.

Halkett, G. K. B,, Kristjanson, L. J., Lobb, E., O'Driscoll, C.,, Taylor, M., & Spry, N. (2010).
Meeting breast cancer patients’ information needs during radiotherapy: What
can we do to improve the information and support that is currently provided?
European Journal of Cancer Caf9(4), 538-47. http://doi.org/10.1111/j.1365-
2354.2009.01090.x

Hamdy, F. C,, Donovan, J. L., Lane, ]. A., Mason, M., Metcalfe, C.,, Holding, P., ... Neal, D. E.
(2016). 10-Year Outcomes after Monitoring, Surgery, or Radiotherapy for
Localized Prostate Cancer. New England Journal of Medicing75(15), 1415-

52



References

1424. http://doi.org/10.1056/NEJMoa1606220

Hayden, A., Martin, J., Kneebone, A., Lehman, M., Wiltshire, K., Skala, M., ... Tai, K.-H.
(2010). Australian & New Zealand Faculty of Radiation Oncology Genito-Urinary
Group: 2010 consensus guidelines for definitive external beam radiotherapy for
prostate carcinoma. Journal of Medical Imaging and Radiation OncolodA(6),
513-525. http://doi.org/10.1111/j.1754-9485.2010.02214.x

Heron-Speirs, H. A. (2014). Understanding the cancerelated distress and coping of
menfrom provincial New Zealand: Bullet proof meets radical prostatectomy

Massey University, Manawatu, New Zealand.

James, S., & Dumbleton, C. (2013). An evaluation of the utilisation of the virtual
environment for radiotherapy training (VERT) in clinical radiotherapy centres

across the UK. Radiography 19(2), 142-150.

Jang, T. L. (2010). Physician Visits Prior to Treatment for Clinically Localized Prostate
Cancer. Archives of Internal Medicine 170(5), 440.
http://doi.org/10.1001/archinternmed.2010.1

Kelly, D. (2008). Changed Men: The Embodied Impact of Prostate Cancer. Qualitative
Health ResearcHl9(2), 151-163. http://doi.org/10.1177/1049732308328067

Kibel, A. S., Ciezki, ]J. P., Klein, E. a, Reddy, C. a, Lubahn, ]J. D., Haslag-Minoff, J., ...
Stephenson, A. ]. (2012). Survival among men with clinically localized prostate
cancer treated with radical prostatectomy or radiation therapy in the prostate
specific antigen era. The Journal of Urology 187(4), 1259-65.
http://doi.org/10.1016/j.juro.2011.11.084

Kickbusch, 1., Walt, S.,, & Maog, D. (2005). Navigating Health: The role of health
literacy. Retrieved from url: http://www.ilonakickbusch.com/health-

literacy/index.shtml

Krefting, L. (1991). Rigor in Qualitative Research: The Assessment of
Trustworthiness. American Journal of Occupational Therapy5(3), 214-222.
http://doi.org/10.5014/ajot.45.3.214

Kreps, G., & Neuhauser, L. (2008). Online cancer communication: Meeting the literacy,

53



References

cultural and linguistic needs of diverse audiences. Patient Education and

Counseling71(3), 365-377. http://doi.org/10.1016/j.pec.2008.02.015

Kupelian, P. A, Potters, L., Khuntia, D., Ciezki, ]. P., Reddy, C. A., Reuther, A. M,, ... Klein,
E. A. (2004). Radical prostatectomy, external beam radiotherapy<72 Gy, external
beam radiotherapy =272 Gy, permanent seed implantation, or combined
seeds/external beam radiotherapy for stage T1-T2 prostate cancer.
International Journal of Radiation Oncology Biology Physic$H8(1), 25-33.
http://doi.org/10.1016/S0360-3016(03)00784-3

Larkin, M., Watts, S., & Clifton, E. (2006). Giving voice and making sense in
interpretative phenomenological analysis. Qualitative Research in Psychology
3(2), 102-120. http://doi.org/10.1191/1478088706qp0620a

Leong, A. (2015). Development and implementation of a radiation treatment planning

teaching module utilising an immersive 3D simulation systdimiversity of Otago.

Lincoln, Y., & Guba, E. G. (1985). Naturalistic Inquiry. Beverly Hills, California: SAGE

Publications.

Long, L. E. (2001). Being Informed: Undergoing Radiation Therapy. Cancer Nursing
24(6), 463-468.

McNair, H. A, Wedlake, L., Lips, I. M., Andreyev, J., Van Vulpen, M., & Dearnaley, D.
(2014). A systematic review: Effectiveness of rectal emptying preparation in
prostate cancer patients. Practical Radiation Oncology 4(6), 437-447.
http://doi.org/10.1016/j.prro.2014.06.005

McPherson, C. ]., Higginson, I. J., & Hearn, J. (2001). Effective methods of giving
information in cancer: a systematic literature review of randomized controlled

trials. Journal of Public Healt23(3), 227-234.

Ministry of Health. (2010a). Guidance for Improving Supportive Care for Adults with

Cancer in New ZealandVellington.

Ministry of Health. (2010b). Korero Marama Health Literacy and Maori. Results from
the 2006 Adult Literacy and Life Skills Surveylaori Health Directorate, Ministry
of Health Wellington. Retrieved from

54



References

http://www.health.govt.nz/system/files/documents/publications/korero-

marama.pdf

Ministry of Health. (2013a). Diagnosis and Management of Prostate Cancer in New

Zealand Men: Recommendations from the Prostate Cancer Taskf@felington.

Ministry of Health. (2013b). Nga mana hauora tutohu: Health status indicators.
Retrieved from  https://www.health.govt.nz/our-work/populations/maori-
health/tatau-kahukura-maori-health-statistics/nga-mana-hauora-tutohu-health-

status-indicators

Ministry of Health. (2014). Radiaion Oncology National Linear Accelerator and
Workforce PlanWellington.

Ministry of Health. (2015). Cancer: New registrations and deaths 203%ellington.
Ministry of Health. (2016). New Zealand Health Strategy Future directioWellington.

Montgomerie, D., Kane, ]. P., Leong, A., & Mudie, B. (2016). Enhancing conceptual
knowledge: an approach to using Virtual Environment for Radiotherapy Training
in the classroom. Journal of Radiotherapy in Practice
http://doi.org/10.1017/5S1460396916000157

Morse, J. M. (1995). The significance of saturation. Qualitative Health Research,(3),
147-149. doi:10.1177/10493239500500201

Norlyk, A. & Harder, I. (2010). What makes a phenomenological study
phenomenological? An analysis of peer-reviewed empiral nursing studies.

Qualitative health Research, 28) 420-431. doi: 10.1177/1049732309357435

O’Shaughnessy, P. K., & Laws, T. A. (2010). Australian mens long term experiences
following prostatectomy: A qualitative descriptive study. Contemporary Nursg
34(1), 98-1009. http://doi.org/http://dx.doi.org/10.5172/conu.2009.34.1.098

Pashler, H., Mcdaniel, M., Rohrer, D., & Bjork, R. (2009). Learning Styles: Concepts and
Evidence. Psychologicial Science in the Public Intere3f3), 105-1109.

Phillips, R., Ward, J. W., & Beavis, A. W. (2005). Immersive Visualization Training of
Radiotherapy Treatment. Studies in Health Technology and Informatjgd11), pp

55



References

390-396.

Pietkiewicz, 1., Smith, J. A, Pietkiewicz, [., & Smith, J. A. (2014). A practical guide to
using Interpretative Phenomenological Analysis in qualitative research
psychology. Czasopismo Psychologiczne Psychological Jourrgl(1), 7-14.
http://doi.org/10.14691/CPP].20.1.7

Prostate Cancer Working Group and Ministry of Health. (2015). Prostate Cancer

Management and Referral Gd@ance Ministry of Health Wellington.

Reid, K., Flowers, P., & Larkin, M. (2005). Exploring lived experience. Psychologist
18(1), 20-23.

Russell, S. S. (2006). An Overview of Adult-Learning Processes. Urologic Nursing
26(5), 349-352. http://doi.org/10.1177/1048371314523964

Rutten, L. ]. F.,, Arora, N. K., Bakos, A. D., Aziz, N., & Rowland, J. (2005). Information
needs and sources of information among cancer patients: a systematic review of

research (1980-2003). Patient Education and Counseling7(3), 250-261.

Schwandt, T. A, Lincoln, Y. S., & Guba, E. G. (2007). Judging interpretations: But is it
rigorous? trustworthiness and authenticity in naturalistic evaluation. New

Directions for Evaluation(114), 11-25. http://doi.org/10.1002/ev.223

Skalla, K., Bakitas, M., Furstenberg, C., Ahles, T., & Henderson, . (2004). Patients’ Need
for Information About Cancer Therapy. Oncology Nursing Forun81(2), 313-319.

Smith, J. A., Flowers, P., & Larkin, M. (2009). Interpretative Phenomenological Analysis:
Theory,Method and ResearcSAGE Publications.

Sripadam, R., Stratford, ]., Henry, A. M., Jackson, A., Moore, C. ]J., & Price, P. (2009).
Rectal motion can reduce CTV coverage and increase rectal dose during prostate
radiotherapy: A daily cone-beam CT study. Raditherapy and Oncology90(3),
312-317. http://doi.org/10.1016/j.radonc.2008.07.031

Stark, D., & House, A. (2000). Anxiety in cancer patients. British Journal of Cancer
83(10), 1261-1267.

Statistics New Zealand and the Ministry of Pacific Island Affairs. (2010). Education

56



References

and Pacific peoples in New ZealandWellington. Retrieved from

www.stats.govt.nz

Stewart-Lord, A., Brown, M., Noor, S., Cook, ]., & Jallow, 0. (2016). The utilisation of
virtual images in patient information giving sessions for prostate cancer patients
prior to radiotherapy. Radiography 22(4), 269-273.
http://doi.org/10.1016/j.radi.2016.05.002

The Royal Australian and New Zealand College of Radiologists. (2015). Radiation
Oncology Targeting Cancer. Retrieved from

http://www.targetingcancer.com.au/

Van Manen, M. (2014). Phenomenology of Practice: Meani@iving Methods in

Phenomenological Research and Writingalifornia: Left Coast Press.

Wolff, D., Stieler, F., Welzel, G., Lorenz, F., Abo-Madyan, Y., Mai, S., ... Wenz, F. (2009).
Volumetric modulated arc therapy (VMAT) vs. serial tomotherapy, step-and-
shoot IMRT and 3D-conformal RT for treatment of prostate cancer. Radiotherapy
and Oncology93(2), 226-233.

Zelefsky, M. ]., Poon, B. Y., Eastham, ]., Vickers, A., Pei, X., & Scardino, P. T. (2016).
Longitudinal assessment of quality of life after surgery, conformal
brachytherapy, and intensity-modulated radiation therapy for prostate cancer.
Radiotherapy and Oncology 118(1), 85-91.
http://doi.org/10.1016/j.radonc.2015.11.035

57



Appendix A

AppendSickr e2nshots from VERT ed

58



Appendix A




Appendix A

60



Appendix B

Appendliax tB:.ci pant i nformatio

61



Appendix B

UHIVERSITY
]

OTAGO

e =i ]

T Whare Wefndngas o Origo

NEW ZEALAND

Participant Information Sheet

Study title: Meno6s experience of vi

patient education for radiation treatment to the

prostate
Principal Patries Herst Contact phone
investigator: Department of Radiation number:
Therapy 04 806 1753
Associate Professor

Introduction

Thank you for showing an interest in this project. Please read this information sheet
carefully. Take time to consider and, if you wish, talk with relatives or friends, before

deciding whether or not to participate.

If you decide to participate we thank you. If you decide not to take part there will be no

disadvantage to you and we thank you for considering our request.

You are invited to take part in this study that explores the use of a new patient education
tool called VERT.

What is VERT? (Virtual Environmental Radiotherapy
Training System)

VERT is a 3D visual teaching tool that is being used to help train radiation therapy

students. VERT can simulate the radiation treatment room and visually show what the
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treat ment process wil/ involve. VERT can al so ¢

how the radiation treatment is delivered to the prostate (image below).

Why are we doing the study?

Many patients with prostate cancer are treated with radiation therapy. Because of the
location of the prostate, nearby organs, such as the bladder and rectum (final section of
the bowel) also receive some amount of radiation. We are interested in patients being
treated for prostate cancer because there are some specific bladder and bowel filling
instructions that you need to follow to have your treatment. We think including VERT in

your education session may help you understand why this is important.

We are interested in finding out about your experience of the VERT education session

and would like to know if it has assisted:

your understanding of how radiation therapy works
your understanding of why a full bladder and empty rectum are required for your
radiation treatment

1 your initial radiation treatment experience

Knowing this information will help us decide if including VERT into patient education

sessions is helpful and would benefit other patients.

During the VERT education session, you will be given the same written and verbal
information that is normally given, the only difference is VERT will be included in your

education session. It will provide a visual demonstration of what is being explained.

Who is funding this study?
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This project has been funded by the Cancer Society, New Zealand and is supported by

the Capital and Coast District Health Board and the University of Otago.

Who are we seeking to participate in the project?

We would like to invite patients who are going to receive a course of radiation treatment
for prostate cancer at the Wellington Blood and Cancer Centre and have not received

radiation treatment before.

This interview will be in English so as long as you feel comfortable with this we would like

to include you in this study.

If you participate, what will you be asked to do?

There are two parts to the study:
Part 17 Patient Education on Day One

On your first day of treatment you will be asked to come to the department an hour before
your treatment appointment. During this time you will be given the information patients are
usually provided with, as well as the VERT presentation. You will then go on to have your
first treatment. Once your treatment has finished you will able to go home. The education

takes about 45 minutes.
Part 27 An Interview

After you have received five treatments, an appointment will be arranged for you to have
an interview with the researcher. This can be scheduled around your treatment
appointment to make it easier for you to attend. The researcher will ask you about your
experience of the VERT education and how you found your initial treatment experience. It
is important that you are honest about your experience of the VERT education session, as

we are interested in how you found it. The interview will take about an hour.

Are there any costs to me for doing the study?
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There is no cost for you to take part in this study nor is any financial compensation

offered.
Who is conducting this study?

The current study is an exploratory pilot study run by the Department of Radiation
Therapy at the University of Otago, Wellington but located at the Wellington Blood and
Cancer Centre.

This research study is done as part of a postgraduate research honours degree. The
research student is a qualified radiation therapist who works at WBCC. She will provide
the VERT education sessions for all participants as well as conduct the interviews. The

researcher will not be involved in giving your radiation treatment.

Is there any risk of discomfort or harm from
participation?
This pilot study is unlikely to cause you harm. However, talking about your cancer journey

may trigger some negative memories and possibly cause some emotional distress.

If this happens, the VERT education session and/or interview will stop. Your immediate

needs will be assessed and you can be referred to appropriate services if required.

What information will be collected, and how will it be

used?

The only health information collected will be your diagnosis and treatment prescription.
Interviews about your experience of VERT will be audio recorded and then transcribed by

the researcher.

All your information and data will be de-identified by removing any identifying information,
such as your name, NHI number, and date of birth, and will be given a specific participant

number which is known only to the researcher and supervisors.
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All health information, interview data and recordings will be kept in a secure locked
cabinet at the Department of Radiation Therapy, University of Otago Wellington under the
specific participant number without name, initials and date of birth. Electronic data will be
backed up regularly and stored on a password-protected computer known only to the

researcher.

If you wish, your interview transcripts will be available for you to review before data
analysis or you can review a summary of the main results at the end of the study. You will

not be identified in any thesis or publications.

Who will have access to my data?

Only the researcher and supervisors will have access to your data. From time to time the
ethics committee and auditing committee may require access as part of ongoing review of
the study; however, your data will be anonymous so that you cannot be identified in any

way.

If you agree to participate, can you withdraw later?

All participation in this study is entirely voluntary (your choice) and even if you decide to
take part now and change your mind later, you are free to withdraw at any time, without
giving a reason. Whether you decide to participate in the study or not, your current or
future healthcare will not be affected in any way.

Any questions?

If you have any questions now or in the future, please feel free to contact either:

Alannah Flockton Contact phone number:

Radiation Therapist 04 806 2007
Wellington Blood & Cancer Centre
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This study has been approved by the University of Otago Human Ethics Committee
(Health). If you have any concerns about the ethical conduct of the research you may
contact the Committee through the Human Ethics Committee Administrator (phone +64 3
479 8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in

confidence and investigated and you will be informed of the outcome.
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Me n @xerience of virtual simulation to
aid patient education for radiation

treatment to the prostate

Principal Investigator: Associate Professor Patries Herst

Email: patries.herst@otago.ac.nz Phone: 04 806 1753

CONSENT FORM FOR PARTICIPANTS

Following signature and return to the research team this form will be stored in a secure place for

ten years.

Nameofparti ci pant: ééeeééeeeééeececécd

1. | have read the Information Sheet concerning this study and understand the
aims of this research project.

2. | have had sufficient time to talk with other people of my choice about
participating in the study.

3. | confirm that | meet the criteria for participation which are explained in the
Information Sheet.

4. All my questions about the project have been answered to my satisfaction, and |
understand that | am free to request further information at any stage.

5. | know that my participation in the project is entirely voluntary, and that | am free
to withdraw from the project at any time without it affecting my current and future

healthcare in any way.
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6.

10.

11.

Appendix C

| know that the interview will explore my experience of the VERT education
session and how it has shaped my understanding of radiation therapy and my
initial treatment experience. If the line of questioning develops in such a way
that | feel hesitant or uncomfortable | may decline to answer any particular
guestion(s), and /or may withdraw from the project without it affecting my current
and future healthcare in any way.

I understand the nature and size of the risks of discomfort or harm which are
explained in the Information Sheet.

| know that when the project is completed all personal identifying information will
be removed from the paper records and electronic files which represent the data
from the project, and that these will be placed in secure storage and kept for at
least ten years.

I know that | can review my interview transcripts before data analysis or review a
summary of the main results at the end of the study.

| understand that the results of the project may be published and be available in
the University of Otago Library. | understand that any personal identifying
information will remain confidential between myself and the researchers during
the study, and will not appear in any spoken or written report of the study

| know that there is no remuneration offered for this study, and that no

commercial use will be made of the data.

Signature of participant: Date:
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Appemdi knterview schedul e
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Apperdix D

1. Tell me what you understood about radiation therapy before you came to this departmémt

begin your treatment

1
1

Types of sources did you learn this information from?

Oncologist/specialist/GP, media, internet, WBCC patient DVD, friends/family, written
materials from the cancer society etc)

Preferred way to learn information?

2. Tell me about your experiene of the VERT education

Reaction to the VERT presentation?

Can you tell me what was it about the VERT presentation that made you feel this
way?

Can you give an example?

Was this useful/helpful?

3. Tell me about your understanding of radiation therapy after seeing the VEdtication

)l

Do you think your knowledge or understanding of radiation therapy has changed
after you saw the VERT education session?

Can you tell me what was it about the VERT presentation that made you feel this
way?

Can you give an example?

Was this useful/helpful?

4. Didthe VERT educatiohelp you understand why you are asked toave a full bladder and

empty rectumfor treatment?

1

Has that information been helpful for following and complying with those
instructions?

Can you tell me what was it about the VERT presentation that made you feel this
way?

Can you give an example?

Was this useful/helpful?

5. Tell me about your initialradiation treatment experience

=

Can you tell me what contributed to this?

Do you think VERT presentation influence your initial treatment experience?

Can you tell me what was it about the VERT presentation that made you feel this
way?

Can you give an example?

Was this useful/helpful?
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Apperdix D

6. After experiencing the VERSducation is there any changes or things you would have liked

to have seen done differently?

1
1

Can you give examples? E.g. content, timing, presentation style?

Do you have an opinion on when seeing this VERT presentation would have been of
most benefit to you?

Would you recommend the VERT presentation to a friend who was to receive the
same type of radiation treatment?

Can you tell me what was it about the VERT presentation that made you feel this
way?
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