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ABSTRACT

The end stage cancer involves particular psychiatric conditions and their treatments that have varying degrees of effectiveness.
This Commentary article covers a recent comprehensive and detailed literature review research study report centered on
treatment effectiveness that also includes a methodological controversy and its resolution in which the study was involved. The
resolution of this methodological controversy and mixed-method approach has far reaching implications for how these kind of
studies are conducted in the future. Which have substantial power to inform mental health administration and policy making.
This commentary also reviews important highlights from the studies’ conclusions.
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INTRODUCTION

Johnson reports on a comprehensive 5-phase iterative needs
assessment study [1]. The study was systematic, evidence-based and
thematically grounded. This study’s results suggest administrative
and policy recommendations for the most effective use of
treatments for psychiatric conditions common to end-stage cancer
patients (Figure 1 for pictorial definition of where end-stage cancer
care lies on the continuum of cancer care) [1-5].

End-stage cancer care constitutes the terminal phase of cancer
including hospice and the latter part of palliative care [3-13]. What
was of most importance about this study was the methodological
yet untold story through which conclusions about mental health
administration and policy-making were derived. This as-yet untold
story has farreaching implications that extend into future program
evaluation and possibly the very process of scientific literature
review as research inquiry.

(I) To contend that rates of particular psychiatric conditions
(delirium, depression, anxiety disorders) have been naturally high
and common to end-stage cancer, and remain unchanged [14-
20]. Yet the number of patients suffering from them is increasing
dramatically, as populations are aging and chronic cancer is a chief
cause of debility and mortality in aging populations [16,17,19-22].
Therefore, a review of what has been substantiated in the research
literature regarding efficacy-that is, best practices for treatment
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Figure 1: End stage cancer on the terminal cancer care continuum.

interventions was imperative to evaluate, inform and improve
these patients’ mental healthcare [7,19,21,23,24]. This should be
an impending concern to all of us, as the probability is high we will
eventually suffer such conditions.

(2) To report results from a current comprehensive evidence-based
investigation and analyses that intended to assess the state of
research regarding treatment effectiveness and the need for future
research [1]. This review study drew on previous seminal studies
as well as a few on-going studies regarding psychiatric treatment
effectiveness for end-stage cancer patients. Moreover, it reported
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on fairly recent works that expanded and extended them [24-31].
Furthermore, unlike previous studies, this one included emerging
scientific studies of the recent growing field of non-traditional/
alternative mental health therapies and spirituality interventions

(32-34].

(3) To provide integrated descriptive results from a comprehensive,
representative, systematic and iteratively grounded method and
analysis for identifying studies and data, and to enumerate themes
for inclusion [35,36]. This process was employed because it lent
itself to the sine wed and synthesized crafting of the end-product
[35,36]. More importantly, grounded method and theory self-
acknowledges a healthy modicum of equipoise in terms of its own
limitations, when accounting for findings produced [35-37].

First, since psychiatric symptoms and disorders among end-stage
cancer patients have remained unchanged over time, there can
be a tendency for adherents of conventional paradigms to argue
that treatments, policies, and mental health care administration
likewise should remain relatively static [2,6,14,18,25,31,38]. Yet,
patients 65 years and older are the fastest-growing populations,
and have the highest rates of end-stage cancer [10,31,39]. Not only
do surrounding psychiatric conditions cause inordinate suffering
in their own right, but they also cause physical debility and
degrade quality of life-a problem that end-stage cancer care aims to
ameliorate [12,40-43]. Therefore, the treatment of end-stage cancer
patients’ psychiatric conditions is fast approaching a watershed
moment in terms of administrative policy implications-all of which
must be reformed based on timely and valid information.

Past literature reviews had focused on one or two psychiatric
conditions and some of their treatments effectiveness for end-stage
cancer patients [4,6,15,17,19,20,29,44,45]. Some were more or less
up-to-date, and one was on-going and solely devoted to end-stage
cancer depression [29]. But few, if any, studies (until this one) have
provided a reasonably current, comprehensive detailed review of
effectiveness of psychiatric treatments for the range of end-stage
cancer patient psychiatric treatments with an eye toward the
state of research and need for future research. Hence, the article
described herein also reports scientific examinations of newer and
even non-traditional/alternative treatments [1]. The ultimate goal
was to provide a compendium of “pearls” of best practices for end-
stage cancer patients’ mental health care, so as to help oncologists,
mental health practitioners and researchers, and policymaker’s
better address emotional and psychiatric suffering and improve
quality of life for these patients.

Second, in collecting research articles and answering the challenge
of integrating descriptive data, this article reports on the use of
an evidence-based, 5-phase systematic strategy [1]. The focus of
this strategy was a fortuitous grounded qualitative methodology
employed iteratively to generate and assign themes (i.e., code),
until “thematic saturation” was reached [35,36]. Specifically, there
was an exhaustion of themes. An inherent risk and explicitly
acknowledged limitation of this approach is that there may always
be some studies/themes missed. However, the process will produce
a general and credible mosaic assessment [35,36]. Also, this
process readily lends itself to the construction of an integrated and
synthesized end-product consisting of brief yet thick descriptive
accounts of, in the case of the study and article described herein:
Effectiveness of psychiatric interventions with end-stage cancer
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patients that also lent itself readily to a needs assessment and state-
ofthe-research inquiry [37]. This ultimate aim is emblematic of the
scientific enterprise. In other words, it is a systematic empirical
investigation into what is known, with an eye also on what is not
known, and what needs to be known [46,47].

Figure 2 depicts the evidence-based and best practices qualitative
process that informed the research study through which open-
source articles were identified, reviewed, and conceptual themes
generated. Figure 2 illustrates the process by which conceptual
themes were identified for inclusion, how/where they would be
incorporated, and assessments rendered regarding their relevance,
which further drove and reinvigorated the research process (Figure
2, Phase 1 to Phase 2 then back again to Phase 1).

Essentially, the figure conveys the steps in the research process.
Step 1 involved deriving key words to search articles.
Step 2 was removing duplicate articles.

Step 3 was reviewing articles, particularly abstracts, for relevance,
and removing irrelevant articles.

Step 4 was assigning research articles themes and inclusion of
studies in the evidence-based review. At this point, the process
proceeded to the next step, specifically, evaluation, aggregation,
and integration according to themes.

Step 5 was an assessment of the psychiatric treatments efficacy in
end-stage cancer patients’ mental conditions.

Step 6 was ascertaining in terms of treatment effectiveness whether
the treatment modality should be sustained, improved/modified,
or discarded, and any mental health administration policy
implications.

Step 6 was a cycling iteration eventually back to Step 4.

There is an optional (dashed line) Step 6.5 should new research
terms be uncovered, which is in accordance with the Grounded
Theory methodology [35,36]. Had the work been done initially

Phase 1

Phase 2

Step (1) IDENTIFICATION:
Search Terms identified in
PubMed, Cochranes, Oxford, | — — — — —
and Google Scholar. 2,996
Articles

'

Step (2] SCREEMING:
Duplicates Removed. 2,427
Articles

Studies Step (3} INCLUSION: Research
Exduded. 2,143 |4 Studies Reviewed for
Artides Relevance. 234 Articles

!

Studies Step (4] THEMATIC
Exduded. 46  P=—| ASSESSMENT TO
Artides EXHAUSTION: Research |

Studies Assigned Themes to
Exhaustion. 233 Articles

Thematic Saturation

Step (7) INTEGRATED
AMNALYSIS: Analysis,
Synthesis, and Final
Evidence-Based Literature
Review Product

Figure 2: Qualitative Process Informing PRISMA.
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according to PRISMA (i.e., Preferred Reporting Items of Systematic
Review and Meta-analysis), this step will probably not be necessary

(48,491.

Step 7, with the realization that thematic saturation was reached
where all relevant themes had been identified, enumerated,
inventoried and synthesized there was a reasonable certainty of
a final end-product: A comprehensive descriptive report. This
process was cyclic, can be perpetual, and is almost self-explanatory.
Through technology transfer, it is applicable to other fields of study
of mental health inquiry or programmatic evaluation for needs
assessment and administrative policy making.

Note: Steps 1 - 4 generally followed the PRISMA flow chart/
checklist [48-50].

Third, the endeavours in this article involved a ubiquitous and
quintessential methodological controversy encompassing not just
mental health research, administration and policy but possibly
the inherent nature of the science of systematic literature reviews.
Specifically, one sector of the study was critical about the limitations of
the qualitative method and alternatively pushed to strictly follow the
PRISMA protocol favouring numeric collections and/or disembodied
inventory lists of study briefs over qualitative assessment, integration,
synthesis, and “sense making” [47-50]. Again, the method employed
in the study attempts to achieve a healthy equipoise by assuming
that it will never achieve ideal thematic saturation. That is, its end-
point is only a general approximation of “what is going on out
there.” Also, another criticism was that the method used heavily
emphasizes researcher involvement in the assessment, interpretation,
consolidation, integration, incorporation, synthesis of the “raw” data
and report, though this is a fundamental aspect of scholarly, scientific
inquiry [37,47,48]. Of course, every additional step between data
and product involves the risk of introducing bias, which the method

acknowledges [36].

The advent of PRISMA resulted from the recent technological
development of electronic, high-tech, sophisticated computerized
digital search engines and sizable scientific literature databases:
Google Scholar, Pub Med, Cochranes, Medscape, Oxford, etc
[48,50]. In response, the PRISMA guidelines initiative recognized
the increasing importance of largescale literature reviews and
macro/meta analyses for influencing healthcare practice and policy
making and for practitioners to remain current in their fields
[48,50]. PRISMA standards consist of checklists and flow charts
deemed by PRISMA developers as essential for the full reporting of
a truly systematic review [48-51].

During the development of the review study reported herein,
in the interest of ensuring and reporting representativeness and
comprehensiveness in terms of article inclusion, the PRISMA
practical flow-chart was adhered to as a guideline, especially in
Steps 1-3. However, rather than enumerating articles and their
numbers, the review study’s objective was identifying and describing
themes in articles generated from the sifting process of including/
excluding articles. Also, merely enumerating articles is not only
irrelevant but deceptive in that some articles represent more than
one type of psychiatric condition and may involve multiple types
of treatments, some in combination [5,7,9,11,12,14,16-18,31,52].
Simply counting articles as singular units of measure might either
dilute or risk double-counting with a bias toward under- or over-
inflation of importance.
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As the PRISMA protocol for accurate article generation was
generally followed the depiction conveyed a rough estimate of
representativeness and comprehensiveness of the review of the
literature as well as the Herculean efforts involved in the purity
of scholarship. Yet, the use of the PRISMA protocol flow sheet as
only a model and not the core of the analysis was a compromise.
The PRISMA approach appears to favour sheer counting and not
qualitative assessment; it even provides a disclaimer that “(It) is not
intended to be a qualitative assessment, and therefore it should not
be used as such” so for this study it was not used analytically [51].

Both Grounded Methodology and PRISMA aim at a
representativeness of the state of scientific inquiry in the scientific
literature but they are worlds apart in how to do it. PRISMA to
its credit is a general standard for systematic and comprehensive
collection of study documents. Nevertheless, until PRISMA
methodologically incorporates qualitative assessments in its
guidelines, blind and uniformed use appears to lend itself to:

(1) Disembodied inventories (i.e., laundry lists) of study briefs that
search engines already are capable of churning out; and/or

(2) Statistical analysis on studies as units of data without regard
to the meaning of those units of data. In contrast, qualitative
Grounded Theory and methods maintain a healthy, prudent
respect and nagging self-doubt when enumerating and describing
every nuance and pattern, without necessarily assigning numeric
weight and importance to any.

Though well-intentioned in terms of addressing sub-optimal
reporting of meta-analysis, PRISMA could lead to erroneous results
that are similar to numeric research involving abstracted archival
records, as both have similar characteristics [48,53,54]. The risks of
using archived documents including research articles numerically/
statistically were described several years ago and should be kept in
mind when conducting numeric/statistical analysis on them as
units of data-no matter the methodology. There are several reasons
for this.

One, they were probably produced for aims and agendas other
than originally intended, and that bias can be inflated through
numeric/statistical analysis. Two, there may be patterns of
missing items leading to bias. Three, there may be inaccuracies
due to the mediums through which they are conveyed—some of
which are irreconcilable. Four, they may represent other needs,
e.g., bureaucratic or financial, besides research. For example,
the number of articles may arbitrarily represent funding streams
rather than importance or changes in dependent variables. Fifth,
no matter whether Grounded Methodology, PRISMA or whatever
protocol is employed, literature reviews and researching articles en
masse is by far the least intrusive and least costly way to conduct
high-quality scholarly scientific inquiry.

DISCUSSION

In sum, the most profound implication of the research work reported
herein is that combined processes should be incorporated into
future reviews of treatment of end-stage cancer patients’ psychiatric
treatments. To its credit, combining grounded methodology
with PRISMA as such resulted in an economy of action and the
PRISMA process was similar to Grounded Theory’s purposive,
non-probabilistic theoretic sampling to ensure rich information
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to contribute to the study [36]. The two should be employed
practically to inform other health care disciplines beyond mental
healthcare and oncology in terms of best practices for treatments
and policy initiatives. In terms of treatments for end-stage cancer
patients’ psychiatric conditions, the identification and existence of
voids in information demands remediation and restitution through
the delivery of high-quality, peerreviewed, evidence based and
best-practices findings. With these, planning and policy making
administrators can craft relevant and high-impact programmatic
modifications and initiatives.

Despite the controversies encountered in the study, there were
several relevant and high-impact implications that mental
health practitioners and administrators should take under
advisement. Foremost, the study revealed a testable linear model
of a combination of psychiatric treatments for communicative and
cognizant end-stage cancer patients, depicted in Figure 3.

This model has correlative models that emerged through rigorous
scientific review of the cost-effectiveness of treatments on other
psychiatric patient populations (Note: The weight or importance
of coAfactors is displayed by their order of precedence, left to right)
[53]. First, in accordance with best-practice guidelines, the goal of
psychiatric treatments for end-stage cancer patients is reductions
in psychiatric symptoms and enhancement of their quality of
life [12,54-58]. Second, depending on symptoms, medications
are the most powerful tools in the psychiatric arsenal, and this
armory is expanding and extending with new editions and off-
label combinations [5]. Third, some form of psychological (“talk”)
counselling/intervention appears to support and augment
psychiatric medication interventions [59-62]. Though their
effectiveness might be mixed, common sense dictates that the
potential harm is relatively minimal and they can serve as vehicles
for fortifying the therapeutic alliance. Fourth, though a connection
between psychosocial education and psychiatric therapeutic
effectiveness has yet to be established, such education has some
beneficial effects for patients in crises such as end-stage cancer; thus
research on it should not be abandoned entirely [14,15,29,63,64].
Fifth studies on interventions designed to enhance spirituality have
shown substantially promising results in terms of quality of life and
should be considered for inclusion in the constellation of future
psychiatric treatment planning [3,15,16,65-67].

Specifically, the complicated and tricky part of each component
in the model is negotiating, balancing, conforming, and/or
fitting the right treatment with the right patient and diagnosis
dose for response, titration and tapering, drug-drug interactions,
route of administration, and context in a decisive and timely
and costeffective manner [4,6,16,31,68]. Varying amounts of

Psychological

Counseling +

Figure 3: Linear Model for Informing/Combining End-Stage Cancer
Patients’ Treatments.
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quality scientific evidence exists regarding some factors that
constitute the components in the model. The complicated part
of all this is practitioners translating the study’s findings into
effective and empowering patient care. Fortunately, there is a
preeminent parsimonious prototype found in cardio-vascular
and endocrine medicine that end-stage cancer patient psychiatric
care management can emulate, namely the Leonardo Project
[69]. Some of its best-practices features can be found in various
disparate psychiatric care approaches in terms of end-stage cancer
patients  [3-5,7,11,12,14-19,29,30,32-34,44,47,52]. Nevertheless,
the Leonardo Project in terms of cardio-vascular and diabetes
disease treatment put them altogether in an extremely streamlined,
scientifically informed, systematic and logical, and cost-effective
strategic approach [69]. Using dedicated computer-ware to collect
realtime data, the Leonardo Project conformed medical care
management to guidelines in accordance with patients’ conditions
improving care, while promoting appropriate resource utilization
[4,5,11,12,14,17,19,23,30,69]. Its vetting proved both viable and
highly effective as it informed care managers in bridging the link
between patients’ conditions and their illness, while tracking
effectiveness and resource utilization [7,11,15,16,19,23,30,32,34,69].
The Leonardo system advanced the paradigm of enhancing
patients’ health knowledge, self-management, care compliance, and
thus, empowering patients into their role as the most important
and central members of the healthcare team in collaboration with

medical practitioners [3,7,11,12,15,16,19,23,69].

Nevertheless, the review study reported herein noted that for some
components of the linear model there is an absence of evidence or
worse, pseudo-evidence and that much more rigorous and larger-
scale scientific studies must be conducted. This is particularly true
for research on end-stage cancer patients in general and newly
developed treatments and off-label combinations in particular and
of course, effectiveness studies that include psychiatric intervention

costs [5,53,69].

Finally as cancer treatments become more aggressive and successful,
and as the populations of older adults grow—and by extension the
populations with end-stage cancer-the quality of life for end-stage cancer
patients is of paramount importance. Interestingly, a small proportion
of patients in this category (approximately 3%) already suffered from
severe and persistent psychiatric conditions, and their end-stage cancer
was adjunct to that. This group is expected to grow as the population
ages as well, and its psychiatric treatment must be addressed. The
general consensus has been that quality research with which to make
informed practice and policy decisions is wanting [7,70-75].
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