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Abstract

Objectives To summarize black and minority ethnic (BME) patients' and partners experiences

of prostate cancer by examining the findings of existing qualitative studies.

Methods We undertook a systematic metasynthesis of qualitative studies using a modified

version of Noblit and Hare's “meta‐ethnography” approach, with a 2000‐2015 search of 7

databases.

Results Thirteen studies of men from US and UK BME groups were included. We explored

constructs with BME‐specific features. Health care provider relationships, formation of a spiritual

alliance with God (which enhanced the participants' feeling of empowerment and ability to cope

with the cancer), and living on for others (generally to increase cancer awareness), often

connected to spiritual regrowth, were the 3 constructs most commonly reported. A magnified

effect from erectile dysfunction was also common. Initially, this affected men's disclosure to

others about their cancer and their sexual problems, but eventually men responded by shifting

their conceptualizations of masculinity to sustain self and social identities. There was also evi-

dence of inequality resulting from financial constraints and adversity that necessitated resilience

in coping.

Conclusions The prostate cancer experience of BME men and their partners is affected by a

complex intersection of ethnicity with other factors. Health care services should acknowledge

this. If providers recognize the men's felt masculinities, social identities, and spiritual beliefs

and their shifting nature, services could be improved, with community as well as individual

benefits. More studies are needed in diverse ethnic groups.

KEYWORDS

ethnicity, oncology, patient experience, prostate cancer, qualitative metasynthesis
1 | BACKGROUND

Prostate cancer (PCa) is the commonest cancer in men in developed

countries1 and fourth most common worldwide, with over 1 million

men diagnosed annually.2 However, there is a greater than 25‐fold var-

iation in its regional annual incidence, with the highest in Northern and

Western Europe, North America, and Australasia and the lowest in
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South‐Central Asia.3 Localized PCa may be treated with curative intent

and even when metastasized frequently responds to treatment,1 but

mortality rates and survivorship, like incidence, vary considerably by

country.4 Critically, many countries do not have the resources for

advanced, individualized PCa screening and care,4 explaining why

studies comparing treatments and outcomes have found better sur-

vival rates in migrant groups living in the United States (US) rather than
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in their country of origin.4–6 However, they still tend to do worse than

the US average.4–7 Cultural differences between the majority (non‐

Latin American) white and black and minority ethnic (BME) groups8

combine with within‐country ethnic differences in service access9 and

treatment10 to compromise BME group health outcomes and engage-

ment with and trust in health care.8 Similarly, in the United Kingdom

(UK), white British and BME groups have different diagnosis and

postdiagnosis care pathways.10–13 National UK survey data show

BME men with PCa express considerable dissatisfaction with care.14–16

Better understanding of their experiences is needed to improve

services, enhance satisfaction, and reduce inequalities14 in line with UK

government and charity recommendations.17–19 We have completed a

comprehensive metasynthesis of qualitative studies on the postdiagnosis

PCa experience for men and their partners.20 We made an a priori deci-

sion to undertake and contrast a subsynthesis in which we consider data

on BME men with PCa. To our knowledge, this is the first systematic

qualitative review of BME PCa experiences, although there are 2 expert

overviews. One considered the qualitative and quantitative literature on

African Americanmen's health beliefs regarding PCa, focusing on preven-

tive health‐related behaviors.21 The other concentrated on UK BME

information and psychosocial support needs.22
2 | METHODS

Our metasyntheses are part of a PCa UK/Movember‐funded study.23

We use the term “main synthesis” for all studies excluding those con-

sidered in the BME subsynthesis, to enable variance between them

to be shown. Full methods for our main metasynthesis are described

elsewhere.24 Here, we report on methods relevant to the subsynthesis.

Inclusion and exclusion criteria are shown in Box 1.
Box 1: Inclusion and exclusion criteria

Primary inclusion criterion:

• Qualitative studies in which at least 50% of analytical

themes consider, and include an example of, the PCa

illness or management experience for adult men (16 years

and older) with PCa and/or their partners or caregivers

Secondary inclusion criteria:

• English‐language studies post‐1999

• Empirical qualitative studies (standalone, secondary, or

discrete components of mixed method studies) using

qualitative methods for both data collection and analysis

• With original data extracts relevant to the synthesis

• Peer‐reviewed published articles or reports

Exclusion criteria:

• Men not diagnosed with PCa prior to participation in the

research

• Data on diagnosis experiences (explored in detail by

others25)
• Book chapters, dissertations, and grey literature

dditional inclusion criterion for the ethnicity subsynthesis:

• Studies with at least 10% of participants from BME

groups

dditional exclusion criterion for ethnicity subsynthesis:

• Studies that did not consider or note ethnicity in their

findings or attribute extracts by ethnicity
Seven electronic medical, sociological, and psychological databases

were searched: MEDLINE, CINAHL, PsycINFO, Web of Science, SSCI,

AHCI, and ProQuest IBSS, with backward and forward citation tracking

of all included papers. The final search was on 15 December, 2015.

Post‐1999 articles only were included, given the widespread adoption

of prostate‐specific antigen testing and new treatment regimens and

management approaches for PCa since then.26–28 We included English‐

language articles only, because of the issues of translating “meaning”

across languages. Our search strategy (Supporting Information) com-

bined terms for PCa with an adapted version of a published qualitative

studies search strategy29 for optimal sensitivity and specificity.

The lead reviewer (C.R.) undertook initial screening of 1934

identified titles, leaving 711 papers requiring independent assessment,

with L.M., of abstracts, and full texts where relevant (in 474 cases), to

determine eligibility. Disagreements were resolved by discussion and

when necessary (3 papers) adjudication by E.W. or R.W. Study data

were extracted by C.R., recording publication information, study

design, disease or management details and participant variables, with

full replication of 2 key types of data as specified by Noblit and Hare30:

1. The literal experiences expressed by study participants in original

extracts in the papers (first‐order constructs).

2. Paper authors' interpretations and conceptualizations (second‐

order constructs).

Study details were summarized on an Excel spreadsheet. C.R. cre-

ated preliminary first‐ and second‐order construct lists from the raw

data on a separate spreadsheet, using words from the articles, facilitat-

ing further analysis. Extraction forms were also uploaded into Nvivo

v.1031 to manage the metasynthesis. Fifty‐five per cent of included

studies were double extracted by L.M., J.N., R.W. and E.W.; extraction

differences were successfully resolved through discussion.

2.1 | Quality assessment

L.M., C.R. and J.N. assessed all studies for quality using a scoring

system adapted by C.R. from previous published criteria32,33

(Supporting Information), which considered the following:
1. credibility,

2. methodological congruence (including dependability and

confirmability),
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3. analytical precision,

4. transferability, and

5. heuristic relevance or applicability.

Studies were categorized as “good” (score 18‐24), “fair” (score

12‐17), or “poor” (score 1‐11), with all included34 since methodologically

weak papers can still provide rich conceptual insights in metasyntheses.35

2.2 | Analysis

We used a modified form of Noblit and Hare's metaethnography

approach.29,36,37 C.R. applied reciprocal translation29 within each Excel

constructs list using a matrix with construct names as rows and papers

as columns. This involved identifying whether constructs

corresponded (“reciprocal synthesis”) or contradicted or challenged

each other (“refutational synthesis”) or identified different aspects of

the topic under study (a “line of argument synthesis”).29 For example,

if 1 study reported that BME men avoided disclosing their PCa to

others, and another that they educated community members about

their cancer, these might be considered refutational and translated into

a new construct incorporating elements of both. However, if a third

study suggested men found it hard to disclose their cancer initially

but shifted over time to community awareness activities, all 3 interpre-

tations would be treated as reciprocal and 2 translated into the one

encompassing all 3. C.R. also developed subconstructs; for example,

“support” might be subdivided into “instrumental,” “social,” and so

forth. These helped reconfirm the construct names in our final list

and guide our lines of argument explorations. This process resulted in

2 distinct sets of first‐ and second‐order constructs grounded in the lit-

eral and conceptual data of the original papers. L.M. repeated the pro-

cess for 50% of papers, with the 2 sets compared and differences

resolved through discussion and re‐reading of the original papers.

C.R. evolved preliminary overarching conceptual third‐order con-

structs from the final lists of first‐ and second‐order constructs. L.M.

repeated the process for a data subset, with the constructs from each

analyst compared, discussed, and refined. C.R. checked all third‐order

constructs back against (a) the first‐ and second‐order constructs to

ensure accuracy and sufficiency and (b) the original articles. Other

authors checked subsets. All authors (from varied professional and

ethnic backgrounds) discussed the analysis for rigor and credibility of

the final synthesis.
2.3 | Ethnicity subsynthesis

To explore ethnicity, we used a 2‐tier selection process. We identified

studies in which BME groups accounted for 10% or more of partici-

pants, and then we excluded those that did not consider or note eth-

nicity in their findings or attribute extracts by ethnicity. We

calculated the manifest effect size for key themes (ie, the proportion

of papers, and separately, studies in which the theme was reported).38
3 | RESULTS

There were 184 papers in the main metasynthesis, mostly from

Northern and Western Europe, North America, and Australasia.
Forty‐two papers were selected in the initial ethnicity filtering; 21

were excluded because of insufficient data (Supporting Information).

The remaining 21 papers (13 studies covering 11 ethnic groups) were

analyzed.9,39–58 The selection flow and study numbers are shown in

Supporting Information, and details of the final studies chosen in

Supporting Information. Two studies47,48,52 considered the Pacific

Islands; we included these since according to US census data

(http://www.census.gov/topics/population/data.html), less than 14%

of Hawaii's population comprises native Hawaiian or Hawaiian Pacific

Islanders, and the US white population comprises only 24%. Three

studies focused on partners;9,47,48,54 in one,54 both spouses and

men with PCa were interviewed. Studies were identified as good

(n = 6) or fair (n = 7) quality.
3.1 | Constructs

The first‐, second‐ and third‐order constructs explored in this paper are

listed in Supporting Information; we consider the third‐order con-

structs in more detail below. We aimed to evaluate patterns of vari-

ance between dominant and nondominant groups and thus do not

explore constructs that are largely identical in the ethnicity and main

syntheses. These are summarized briefly in Supporting Information

and considered in more detail elsewhere.21

Among the third‐order construct sets unique to the BME studies

was the use of complementary and alternative medicine, discussed in

4 studies,45,48,53,56 with a low manifest effect size of 31% of studies,

19% of papers. In 1, a Hawaiian study,56 there was no real difference

between resident Southeast Asian BME groups and minority

“Caucasians,” and authors of another45 suggested their findings were

similar to those from the wider non‐PCa literature. So we do not con-

sider this construct further but focus only on third‐order construct sets

that the primary authors marked out as culturally significant for the

BME groups considered.

3.1.1 | Spiritual alliances and the development of resilience
and empowerment

The aim of 3 BME articles42,48,50 was to explore spirituality, or connec-

tion to a higher being; in others,9,39,43–47,49,51,53–55,58 it was an emer-

gent theme. The US and UK African Caribbean and Latin American

men frequently spoke of the spiritual, generally in Christian

terms.9,39,42–46,49–51,53–55,58 Authors of 1 paper42 considered spiritual-

ity to be particularly associated with African Americans, tracing this

connection historically to the US slave trade. Some Asian women in

Hawaii48 observed ethno‐cultural spiritual traditions such as ancestor

worship in parallel, or were Buddhist or Taoist, or used meditation as

a spiritual force. Study participants' beliefs were often strengthened

by their cancer experience,42,46,50,51,54,55 with men actively seeking

out the spiritual to help them cope,42,51 and an increase in church

attendance reported for affected couples.54,55 The impact of God on

men's views of their own agency in coping emotionally with their expe-

riences and dealing with their cancer and its consequences varied.

Some men left everything to fate or God's will,42,49–51,54,58 which

was also reported by some partners.9,47,48 This was more likely to be

explicitly stated by Latin Americans than by African Americans.49

Whether the outcome was positive or not, they felt resigned to or

http://www.census.gov/topics/population/data.html
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even comfortable with this. In these accounts, the men developed

resilience but were not agentic in management of their health. Respon-

sibility was transferred to a higher power:
I know that it's not gonna spread any faster than God

will let it spread. … If God's will is to make me better

or get rid of this cancer, or it may just linger with me,

it doesn't matter to me because I know it's His will.54
Such an approach could be linked to fatalism47,49,50 or a father‐

child relationship42 but was sometimes considered by authors as a col-

laboration or partnership formed between men or their partners and

God “to hold together a self‐image to live with.”39,48 Spirituality in

these accounts transformed men's views of their bodies from

wounded by cancer to hosting cancer.39,50 Overall, this enabled men

to focus on living rather than dying but could lead to a seeming rejec-

tion of health care; as 1 man said: “if you got Jesus on your side, the

health and life insurance, you don't need it.”54 Similarly a partner said:

“I put him in the hands of God so that He could heal him.”9

Given that many US BME men were ineligible for health

insurance,50 this might simply indicate a mechanism for developing

resilience in coping with their economic circumstances and limited

access to care. This is indicated by the more pragmatic approach of

some men: “I think prayer helps you relax and gives you peace of

mind.… I don't think it prevents or heals cancer.”45

Authors of 1 study42 suggested African American men were

unique in their descriptions of a personal relationship with God, who

appeared to them during moments of crisis, or otherwise provided

individualized support: “What took my fear away was the fact that I

believed that God would not put any more on you than you can

handle.”42 In such cases, spirituality could be seen as complementing

health care. Study authors said these men did not need support from

church or community activity, a throwback to the restrictions of

slavery;42 however, other studies highlighted the importance to men

of their church community.50,54,55

Other men in the studies (and all the men in 1 study45) described a

triumvirate of God, the clinician, and patient, with God giving the

other 2 the means and skills to do their part as God's instru-

ments.42–46,49–51 All 3 were agentic within this alliance: “So I can't

say God did it all by himself or whatever. I think, to me, he give doctors

knowledge”45 and “you got to help God, you just can't depend on God

to do everything.”45 As Maliski et al50 commented, “God had his role,

the physician had his/her role, and the patient had a role to play in a

successful treatment and recovery.” The men in this group felt

empowered to actively overcome the challenges of cancer, for

example, by actively participating in and cooperating with treatment,

rather than surrendering passively to fate.50

Although most BME men—and if studied, their partners—

embraced spirituality, some did not, relying rather on social

support.39,46 Authors of 1 study suggested spirituality was stronger

in men embedded in their traditional communities in the US “Bible

belt,”46 highlighting its cultural significance, although they were uncer-

tain about transferability of their findings.

Spirituality was reported in the main metasynthesis in 4

studies.59–62 All 4 reported that Caucasian men sometimes drew com-

fort from spirituality; 2 studies 60,61 said some prayed for cure and
derived companionship support from church attendance (although

some eschewed religious institutions) or even just from talking to

God. However, none mentioned a spiritual alliance (partnership,

collaboration, or triumvirate) with God.

3.1.2 | One more thing in the lifelong fight against
adversity

Men and their partners from a range of BME groups9,47,48,58 described

significant adversities through their lives, linked directly or indirectly to

their BME status. Life was portrayed as a perpetual war, lived in

impoverished circumstances of inequality. Thus, partners in Hawaii

spoke of absent fathers working abroad, or families on the US planta-

tions, or internments, if Japanese, after Pearl Harbour.47 African

American men spoke of a threat‐filled ghetto lifestyle.58 Authors of 1

study47 reported that almost 75% of participants described “ethnic‐

specific” adversities. Both participants and authors of the different

studies reported these to be transformative and empowering; the

authors found they imbued men and their partners with learned skills,

resilience, and the strength to fight and normalize the cancer as they

had done with other adversities.9,47,48,52,58 This attitude was traced

back by African American men50,58 and Japanese and Chinese part-

ners47,48 to cultural models as well as lived experience. Cancer, like life,

was referred to using battle metaphors; although this is common in the

cancer literature,63 its connection with cultural inequalities is not.

While phrases such as “fighting spirit”58 and “standing up to cancer”58

were used alongside occasional admissions of a failure to do this and of

feeling “defeated”9 by the cancer, Zhang et al58 used quantitative

methods to show that reports of adversity were significantly corre-

lated with a lack of fear of cancer.

Within the main metasynthesis, men from the dominant white

groups often coped by normalizing their cancer as just another life

event. But they referred only to the every day, or to other illnesses,

and not to adversity as described above or to cultural role models of

resilience.

3.1.3 | Cultural differences in male self‐identity and the
phenomenon of shifting masculinities

Erectile dysfunction (ED) caused by the cancer or its treatment64,65

was a particular challenge to men's masculine self‐image.39–41,49,54,55

An apparent magnified significance was attached to sexual dysfunction

in some ethnic groups compared with Caucasian men, although these

also experience considerable psychosexual distress.67,68 The magnified

impact was mentioned in 2 studies only in the main metasynthesis, set

in Turkey69 and Israel.70–72 Significantly, evidence of survival was

considered only in the same ethnic groups (BME,50,51,54 Turkish,69

and Israeli73) to be marked by the cessation of management of treat-

ment side effects, including use of Viagra,50,51,54 which may be related

to such attitudes.

Explicit examples of the magnified sexual impact include a partici-

pant declaring “nothing so important apart from that to an African

man”41 and authors referring to a “culture fraught with sexual compe-

tition and oneupmanship.”40 Matheson et al. (Matheson, Watson,

Nayoan, Wagland, Glaser, Gavin, Wright & Rivas, submitted) found a

similar, although not identical, pattern in another of our subsyntheses,

in young, unpartnered and gay men. This accords with Connell's66
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theory of subordinated masculinities. The difference was confirmed in

a study comparing Caucasians and African American men,40 one from

England comparing 'British', Irish, Asian and African men,41 and a study

comparing Latin Americans and African Americans.49 Authors of this

last study commented that the different ethnic groups had similar

values but enacted them differently and to different intensities “within

their own sociocultural contexts, and were influenced by early cultural

influences.”49 Illustrative of this, Gannon et al41 reported African

American men as believing there was “nothing so important” as being

sexually active and an Asian man as declaring its unimportance as he

was “not a teenage boy.”

Initially, men adjusted in different ways to the problem. The US

Latin American men prioritized partner bonding over the need to prove

masculinity through sexual conquest.49 This was also broadly typical of

men in the main metasynthesis, but Latin Americans also focused on

their role as family provider for validation of their masculinity; if this

role was maintained and they had children, the ED was less problem-

atic.49 A similar focus was only reported in 1 paper from Brazil74 and

1 from Israel70 in the main metasynthesis. African Americans rooted

manhood irrevocably in sexual prowess,40,49,54 unlike men in the main

metasynthesis. They used sexual aids to cope (which the Latin

American men avoided) and reported this notion of manhood only

restricted other men from their community, who had avoided treat-

ment for their PCa40 as “they felt they did not have a useful life left

once that [sex] was taken away.”40

To cope in the longer term with ED, all men eventually reframed

the concept of manhood. They shifted priorities away from sexual-

ity39,41,47–49,54,55 to the relational,49 so they felt different to other

men, but ultimately no less of a man39,40,47,49,54 (1 study excepted41).

Many BMEmen and their partners managed this by normalizing the sit-

uation as part of ageing,9,39,41,47,49,51–54 which was also promoted by

doctors.53 This process of shifting multidimensional and socially nego-

tiated masculinities,49 also common within the main metasynthesis, is

well established in the broader sociological literature.66

3.1.4 | Cultural pressures to maintain a social front that
conceals

The BME men talked about maintaining a strong “front” to others40,49

early in their cancer journey, tending to only disclose the cancer selec-

tively within their immediate networks.47,49,50,54,58 While common

also in the main metasynthesis, this was considered by primary study

authors to be a particular issue in BME groups,47,49,54,58 something

noted in general for African and Caribbean people,75 and with diver-

gent reasons between the BME subgroups.

For the Latin Americans, selective disclosure was intended to pro-

tect their family from fielding difficult interactions (eg, pity and stigma-

tization).49 The African Americans and Afro‐Canadians valued their

sexual “bragging rights” as part of their identity,40,49 so talked with

friends as if still sexually active.49 The stigmatization of cancer, magni-

fied masculinity issues, and a community‐facing culture76 conspired to

silence the men. Thus, it was reported: “cancer is particularly

stigmatised and the fear of social rejection is particularly high in

African‐Americans compared with white Americans”58 (see also litera-

ture40,49). A silencing stigma was also described in 7 studies in the main

metasynthesis,69–72,74,77–80 but in 3, at least 10% of participants were
black,77–79 (excluded from the synthesis as they did not report data by

ethnicity, see Supplementary information) and the others were set in

Brazil,74 Turkey,69 and Israel.70–72

Nondisclosure strategies could be harmful rather than protective,

by increasing participants' emotional burden and blocking sup-

port.47,54 In 2 studies,47,55 partners encouraged men to talk more to

others by explaining that their secrecy reduced access to the support

they needed;55 making jokes;47,55 normalizing;47,55 and giving men

moral support by accompanying them to support groups, with gaze

suitably lowered during sensitive talk.47 Ka'opua et al stated that these

approaches might be considered “indirect by Western standards,”47

linking them firmly with community‐facing cultures.

Participants across the main and ethnicity syntheses reported

the value to well‐being of social support from close net-

works,9,39,42–44,46–50,52–55,58 once they had moved past barriers to

disclosure (see Supporting Information).
3.1.5 | Surviving for others and a legacy after death

With time, men re‐evaluated their life priorities, developing the desire

to warn others about the disease.39,42,50,52–55 Their primary focus, in

“giving back,”47,50 was to redress the lack of awareness among men

from their ethnic community.9,46,52,53,55 Similar behaviours were found

in the main synthesis, and cut across the groups in a mixed ethnicity

study including white partners/couples.52However, men in the main

metasynthesis were more likely to be inward looking when reframing

life priorities, increasing the time spent on the things they enjoyed in

life rather than helping others.

The men from BME groups drew overtly on their faith or spiritual-

ity and a community‐facing attitude when describing their activities.

There were 3 ways this was done, specific to the BME metasynthesis.

First, some men considered God had given them cancer as a test,

or allowed them to survive, precisely so they would set new priorities

in life to fulfill their purpose:9,39,42,44,47–54 “I thought God has me here

for a reason, so I'm back with God and talking to men about getting

PSA tests.”50 They linked their spiritual growth with their commu-

nity‐facing cultural attitudes to sharing and caring,47 “doing unto

others,”44 and exchanging or brokering information,44,51,52 activities

that were specifically linked by study authors to their BME status. This

refocus of attention onto others was suggested to function as a form

of positive denial.39 Whether or not this was so it helped men cope,

providing them with emotional capital44 as social capital is known to

do.81 Partners were sometimes involved,47,48 benefitting from affirma-

tion of their spiritual connection, cultivation of a sense of purpose, and

integration of their own experience of cancer.48

Second, men often spoke of the afterlife, highlighting their fear

of cancer recurrence and concerns about their own mortal-

ity,42,50,51,54 which their partners shared.9 The afterlife was not men-

tioned in the main metasynthesis, although fears of recurrence and

death were. Some BME men hoped to go to a “paradise,” although

others were uncertain as to what, if anything, lay beyond death.50

Authors suggested that beginning—or in some cases increasing— spir-

itual, PCa awareness and charitable activities enabled men to leave a

legacy and hence achieve some sort of immortality or believe they

had secured a better place in the afterlife.9,39,42–44,47–51,53,54



1152 RIVAS ET AL.
Third, men sometimes bargained with God, vowing to “becom[e]

more involved in the church,” “set a better example for men in the

neighbourhood,” or “educate other men about PCa” in return for sur-

vival.50 This could give a sense of invincibility: “God has kept me here

for something and until I have done what He wants me to do, He's not

going to take me.”42 These nuances were not mentioned in the main

metasynthesis, although there is no reason to believe non‐BME men

do not sometimes think this way.

The men made positive changes in health behaviors,9,51,54 which

some authors suggested was simply to live long enough to set their

affairs in order. Then what they had begun with their families—

and therefore their presence—would continue were they to

die.47,50,51,53,54 But it might also be so they could live for their

family.47,50,51,53,54 Not all dietary changes were family focused, with

some a simple response to symptoms and treatment side effects:

“You have to watch what you eat now because of your bowels and

stuff, they …sometimes don't act right.”55 Exercise was sometimes

reduced rather than increased, when men felt drained and weak.55

Partners often drove the changes9,48 for the men's sake, initially often

meeting resistance.9

Improved health behaviors and caretaking of these by partners

were also found in the main synthesis, but family‐focused rationales

were not. Moreover, Asian participants in 1 study enjoyed spiritual

beliefs and practices such as Tao‐chiao that were directly associated

with physical health,48 not reported in the main synthesis. Authors of

1 study55 noted healthy behaviors were harder for men from BME

groups to achieve because of the lack of culturally appropriate infor-

mation, something noted for other long‐term conditions such as

diabetes.82,83
3.1.6 | The relationship with health care providers

There was little difference between men in the BME and main

metasyntheses concerning their relationships with and views of their

health care providers, but our subsynthesis revealed important

nuances. Significantly, although BME groups are often said to prefer

a relatively patriarchal form of medicine over shared care,57 overall,

the men showed little evidence of this.45,57 Indeed, many checked

out their doctor's competence before surgery, seeking those with a

reputation for preserving erectile function.39,40 This was absent from

the main metasynthesis and links to the magnified impact of ED in

some BME men. Many BME men had a particular need for dialogue

with their health care professional (HCP) because the stigma of hav-

ing cancer and ED blocked their help‐seeking within their community

networks.57 The same stigma could ironically obstruct patient‐cen-

tered care, making conversations with their HCP difficult.49 Partici-

pants considered delicate conversations would benefit from a

communication triangle involving the man, his partner, and HCPs

together.54 Participants reported a lack of respect and empathy from

clinicians.40,49,53,57,58 This was also found in the main metasynthesis,

but authors of 2 studies53,57 commented on its criticality in exacer-

bating BME groups' general mistrust of health care. Cultural commu-

nication subtleties were also described, for example, participants

could feel insulted if addressed by their forenames in a clinical

setting.57
3.1.7 | A lack of economic capital

The financial impact of PCa was evident across the BME and main syn-

theses inasmuch as it affected men's employment.53,58 Only US BME

papers9,46,50,52 included talk about financial and physical stresses of

treatment costs and access to services caused by a more endemic eco-

nomic disadvantage. Thus, authors of 1 paper50 stated “as uninsured

minority men, they did not have the options and resources available”

to white middle‐class Americans. In 1 study,52 minority Caucasians in

their Hawaiian sample were similarly affected. Several participants in

another study46 commented on the value of health care insurance in

decreasing the financial strain, which they perceived as a particular

issue for African Americans. Williams et al9 noted other structural bar-

riers but provided no illustrative extracts, commenting that the need

for emotional support was over‐riding, as evidenced in other papers

from their study49,50 and a different study.58 Similarly, in a UK study,53

the intersection of social class (as a proxy for financial capital), age, and

ethnicity were explored; ethnicity remained the strongest factor.
4 | DISCUSSION

This is the first study to systematically draw together the qualitative

literature on the BME PCa experience. Our search was comprehensive

yet found little consideration of ethnic similarities and differences

between white and BME groups, even when studies sampled across

ethnicities. Most BME studies were undertaken in the United States,

with results that may not be transferable to other countries with other

histories and health systems, as suggested, for example, by findings

reported for the “lack of economic capital” construct.

We found that BME men's reports mostly differed from those of

the dominant white groups in the main metasynthesis in their intensity

or in the nuanced detail, and that the authors of the BME studies

sometimes overemphasized the differences they found. We also found

partner experiences accorded with those of the men. The intersection

of migration, social class, education, historical, and cultural factors with

men's experiences was influential in shaping the men's experiences

and behaviors.53

An important construct (study effect size 58%) (Figure 1)

concerned the magnified impact ED had for men from some BME

groups. Their threatened masculinities intersected with the stigmatiza-

tion of cancer and a fear of social rejection, to compromise perceived

social identities, particularly marked in African Americans. Initially,

men put on a macho “front” as a form of impression management84

and avoided talking about cancer and their ED with people outside

their immediate families. In so doing, they blocked support from their

community; such nondisclosure is known to increase patients' and

carers' psychosocial burden.9,85,86 There is a recognized need for

better psychosocial support for men with PCa from BME groups22

and more generally.87 Participants' initial secrecy made them

particularly reliant on a good relationship with HCPs. However, the

men were often dissatisfied with this (study effect size 69%), which

is recognized in the broader literature as a particular problem for

BME groups.14–19,88 In general, HCPs need to develop more culturally

competent communication skills.46,53,88 Encouragingly, many men

slowly developed an interest in engaging in their own care,57 which



FIGURE 1 Logic model to show how the
third‐order constructs interconnected. The
constructs are in solid line boxes, and conse-
quences of these in circles with dotted lines
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is typical of patients with long‐term conditions including cancer who

gradually become experts in their condition.89 This suggests enhanced

HCP communication would be particularly productive in the post‐

treatment phase.

The BME men and their partners described ethno‐cultural experi-

ences of adversity (effect size 23%) as imbuing them with resilience

and emphasized the importance of spirituality to coping. In particular,

spiritual beliefs and alliances with God (study effect size 69%)

empowered men through their cancer journey and enabled them to

transcend health care issues, inequalities, and a lack of economic

capital.

Over the longer term, men were able to adjust to cancer‐ and

treatment‐related issues and reframe their masculinities in ways that

separated the relational from the physical or that normalized their

problems as due to age. This was identical in the main metasynthesis.

This may suggest that once men can break through cultural barriers,

and as they move through health care, their coping mechanisms begin

to approximate those of the dominant groups. Empowerment

intersected with thoughts of mortality and life's purpose, spiritual

growth, and a community‐facing cultural attitude, leading them to do

good works within their communities (study effect size 69%), whereas

men in the main metasynthesis responded to similar thoughts by

focusing on life's pleasures.

The men's community advocacy helped them draw on community

networks of support; a reciprocating relationship was developed40,44

that services could consider when modeling interventions.8 Although

an association between spirituality and financial capital was not shown

in a large US cross‐sectional survey,90 reciprocating community
relationships and increased spirituality as coping mechanisms may be

associated with and compensate for reduced financial capital and

hence reduced access to health care support.40,44,50 An intervention

tapping into both might be significant in reducing inequalities. As a

start, the English Department of Health has explicitly referred to

“voluntary sector ‘buddying’ schemes and community outreach [which]

were regarded as particularly important to connect with BME commu-

nities and for those communities to connect to services.”91,92 Despite

this, much remains to be done; we know of only 1 published interven-

tion designed to support men with PCa from BME groups specifi-

cally,93 with another US e‐technology intervention study in process

(http://grantome.com/grant/NIH/R01‐MD007783‐01A1).

Our findings show the importance of recognizing that all social

identity and self‐identity work is complex, intersectional, and con-

stantly in negotiation94 and that static cultural stereotyping is not help-

ful.53 They also suggest that if health care services are able to support

men from BME groups in their reframing of their identities, drawing

where appropriate on spiritual beliefs, there will be community as well

as individual benefits. More studies are needed in diverse ethnic

groups95 to confirm and build on our findings and inform the design

of further interventions. Studies should develop aims that address

clinically significant gaps in knowledge.
4.1 | Limitations and strengths

Our study has several limitations. “Ethnicity” is a problematic con-

cept,95 with considerable heterogeneity between individuals in how

they perceive their own and others' ethnicity, heterogeneity within

http://grantome.com/grant/NIH/R01-MD007783-01A1
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overarching ethnic labels such as African American, and intersection

with other factors such as socioeconomic status. However, our focus

proved useful in revealing important patterns. The studies themselves

were conceptually and methodologically heterogeneous. We tried to

identify and synthesize all relevant qualitative literature and therefore

included an analysis of survey freetext52 and a focus group‐based

study46; however a sensitivity analysis showed their removal would

not affect overall findings. The locations of and varying aims of the

studies, as restricted by what was available, undoubtedly led to bias

in our reporting and may have led to the risk of stereotyping.96 One

study39 reporting spirituality recruited its participants through a church

social worker, while 3 studies39,42,53 included church ministers in their

samples. This suggests a bias that often occurs when studies of BME

groups recruit from churches or close‐knit community groups. How-

ever, the other studies detailing recruitment used patient lists and so

were not inherently biased to the spiritual. This suggests our findings

are robust and demonstrates an advantage of metasynthesis in

collecting studies together. There is potential for some publication

bias, although we tried to correct for this by including manifest effect

sizes based on study numbers. Different quality criteria might have

scored studies differently relative to each other, and older studies are

often disadvantaged in quality criteria scoring owing to temporal

differences in study design and reporting requirements.

Our study has many strengths. The metasynthesis was rigorous,

involving clear criteria, an experienced team, and various quality

checks, with indications of effect sizes and quality. Our approach was

systematic, and our inclusion criteria were specific. We aimed to

ground our analysis in the papers' findings, although it remains possible

our own perspectives and backgrounds influenced interpretations.

Comparing findings with our main metasynthesis enhanced study

dependability.
5 | CONCLUSIONS

The PCa experience of men and their partners from BME groups is

similar to that of dominant white groups. But culture, ethnicity, history,

and demographics often contribute to a complex of intersecting fac-

tors that create nuances in the BME groups' experiences and behav-

iors. Health care for PCa should consider and harness men's

contextually and culturally specific coping mechanisms, for community

as well as individual benefits. Services should avoid cultural

stereotyping and, while acknowledging difference, be open to the

negotiation of changes in felt masculinities, social identities, and spiri-

tual beliefs. More studies are needed in diverse ethnic groups, and with

aims that target significant gaps in knowledge, to reduce inequalities.
ACKNOWLEDGMENTS

We would like to thank Prostate Cancer UK and the Movember Foun-

dation for funding the study. The Northern Ireland Cancer Registry is

funded by the Public Health Agency for Northern Ireland.

CONFLICTS OF INTEREST

None.
SPONSOR

This study was funded by Prostate Cancer UK in partnership with

Movember (grant number: HO‐LAPCD‐14‐001), and sponsored by

the University of Leeds.

REFERENCES

1. Baade PD, Youlden DR, Krnjacki LJ. International epidemiology of pros-
tate cancer: geographical distribution and secular trends. Mol Nutr Food
Res. 2009 Feb;53(2):171–184.

2. Cancer Research UK. Prostate Cancer Statistics. 2015; Available from:
ttp://www.cancerresearchuk.org/health‐professional/cancer‐statis-
tics/statisticsby‐cancer‐type/prostate‐cancer.

3. Chen R, Ren S, Yiu MK, et al. Prostate cancer in Asia: a collaborative
report. Asian Journal of Urology. 2014;1(1):15–29.

4. Kimura T. East meets West: ethnic differences in prostate cancer epide-
miology between East Asians and Caucasians. Chin J Cancer. 2012
Sep;31(9):421–429.

5. Huang SP, Huang CY, Liu CC, et al. Clinical outcome of Taiwanese men
with clinically localized prostate cancer post‐radical prostatectomy: a
comparison with other ethnic groups. Aging Male. 2010;13(1):10–17.

6. Lin SS, Clarke CA, Prehn AW, Glaser SL, West DW, O'Malley CD. Sur-
vival differences among Asian subpopulations in the United States
after prostate, colorectal, breast, and cervical carcinomas. Cancer.
2002;94(4):1175–1182.

7. Edwards BK, Brown ML, Wingo PA, et al. Annual report to the Nation
on the Status of Cancer, 1975–2002, featuring population‐based
trends in cancer treatment. J Natl Cancer Inst. 2005;97(19):1407–1427.

8. Woods VD, Montgomery SB, Belliard JC, Ramirez‐Johnson J, Wilson
CM. Culture, black men, and prostate cancer: what is reality? Cancer
Control. 2004;11(6):388–396.

9. Williams KC, Hicks EM, Chang N, Connor SE, Maliski SL. Purposeful
normalization when caring for husbands recovering from prostate
cancer. Qual Health Res. 2014;24(3):306–316.

10. Imperato PJ, Nenner RP, Will TO. Radical prostatectomy: lower rates
among African‐American men. J Natl Med Assoc. 1996;88(9):589–594.

11. Evans S, Metcalfe C, Ibrahim F, Persad R, Ben‐Shlomo Y. Investigating
black‐white differences in prostate cancer prognosis: a systematic
review and meta‐analysis. Int J Cancer. 2008;123(2):430–435.

12. Metcalfe C, Evans S, Ibrahim F, et al. Pathways to diagnosis for black
men and white men found to have prostate cancer: the PROCESS
cohort study. Br J Cancer. 2008;99(7):1040–1045.

13. Jack RH, Davies EA, Møller H. Prostate cancer incidence, stage at diag-
nosis, treatment and survival in ethnic groups in South‐East England.
BJU International. 2010;105(9):1226–1230.

14. Thompson R. Hear Me Now! The uncomfortable reality of prostate can-
cer in black African‐Caribbean men. BME Cancer Communities, 2013.

15. Department of Health. Reducing cancer inequality: Evidence, Progress
and Making It Happen: A Report by the National Cancer Equality
Initiative, 2010.

16. Thompson R. Hear Me Now! One Year On. BME Cancer Communities,
2014.

17. Department of Health. Improving Outcomes: A Strategy for Cancer.
London: Department of Health, January 2011.

18. The All Party Parliamentary Group on Cancer. Cancer Across the
Domains. London: Macmillan Cancer Support, December 2013.

19. Baker H. BME Cancer Patient Information Survey. BME Cancer Voice,
October 2013.

20. Rivas C, Matheson L, Watson E, et al. A metasynthesis of the
prostate cancer experience for men with prostate cancer and their
partners. In prep.

http://www.cancerresearchuk.org/health-professional/cancer-statistics/statisticsby-cancer-type/prostate-cancer
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statisticsby-cancer-type/prostate-cancer


RIVAS ET AL. 1155
21. Pierce R, Chadiha LA, Vargas A, Mosley M. Prostate cancer and psycho-
social concerns in African American men: literature synthesis and
recommendations. Health Soc Work. 2003;28(4):302–311.

22. Cremin M. Meeting the unmet support needs of BME men with pros-
tate cancer. Br J Nurs. 2015;24(20):1010–1014.

23. University of Leeds, Queen's University Belfast. Life After Prostate
Cancer Diagnosis 2015. Available from: http://www.lapcd.leeds.ac.
uk/.

24. Rivas C, Matheson L, Wagland R, et al. Exploring the quality of life and
wellbeing of men with prostate cancer and their partners or carers, and
related care needs and gaps in service: protocol for qualitative meta‐
synthesis. PROSPERO International Prospective Register Of Systematic
Reviews. 2015;

25. Schumm K, Skea Z, McKee L, N'Dow J. ‘They're doing surgery on two
people’: a meta‐ethnography of the influences on couples' treatment
decision making for prostate cancer. Health Expect.
2010;13(4):335–349.

26. National Screening Committee. Prostate Cancer Risk Management
Programme, 2001.

27. NHS Executive. The NHS Prostate Cancer Programme, 2000.

28. National Collaborating Centre for Cancer. Prostate Cancer: Diagnosis
and treatment, 2014.

29. Saini M, Shlonsky A. Systematic Synthesis of Qualitative Research.
Oxford: Oxford University Press; 2012.

30. Noblit GW, Hare RD. Meta‐ethnography: Synthesizing Qualitative
Studies. Newbury Park: Sage; 1988.

31. QSR International Pty Ltd. NVivo qualitative data analysis Software:
version 10. 2012.

32. Hannes K, editor. Chapter 4: Critical appraisal of qualitative research.
Cochrane Collaboration Qualitative Methods Group; 2011.

33. Cesario S, Morin K, Santa‐Donato A. Evaluating the level of evidence of
qualitative research. JOGNN. 2002;31(6):708–714.

34. Smith LK, Pope C, Botha JL. Patients' help‐seeking experiences and
delay in cancer presentation: a qualitative synthesis. Lancet.
2005;366(9488):825–831.

35. Dixon‐Woods M, Sutton A, Shaw R, et al. Appraising qualitative
research for inclusion in systematic reviews: a quantitative and qualita-
tive comparison of three methods. J Health Serv Res Policy.
2007;12(1):42–47.

36. Britten N, Campbell R, Pope C, Donovan J, Morgan M, Pill R. Using
meta ethnography to synthesise qualitative research: a worked exam-
ple. J Health Serv Res Policy. 2002;7(4):209–215.

37. Feder G, Hutson M, Ramsay J, Taket AR. Women exposed to intimate
partner violence. Expectations and experiences when they encounter
health‐care professionals: a meta‐analysis of qualitative studies. Ann
Intern Med. 2006;166:22–37.

38. Uhrenfeldt L, Aagaard H, Hall EO, Fegran L, Ludvigsen MS, Meyer G. A
qualitative meta‐synthesis of patients' experiences of intra‐ and inter‐
hospital transitions. J Adv Nurs. 2013;69(8):1678–1690.

39. Abel SD. The psychological experiences of African American men diag-
nosed with prostate cancer: a phenomenological investigation. US:
ProQuest Information & Learning, 2003.

40. Fergus KD, Gray RE, Fitch MI. Sexual dysfunction and the preservation
of manhood: experiences of men with prostate cancer. J Health Psychol.
2002;7(3):303–316.

41. Gannon K, Guerro‐Blanco M, Patel A, Abel P. Re‐constructing masculin-
ity following radical prostatectomy for prostate cancer. Aging Male.
2010;13(4):258–264.

42. Hamilton JB, Powe BD, Pollard AB III, Lee KJ, Felton AM. Spirituality
among African American cancer survivors: having a personal relation-
ship with God. Cancer Nurs. 2007;30(4):309–316.

43. Hamilton JB, Sandelowski M. Types of social support in African
Americans with cancer. Oncol Nurs Forum. 2004;31(4):792–800.
44. Hamilton JB, Sandelowski M. Living the golden rule: reciprocal
exchanges among African Americans with cancer. Qual Health Res.
2003;13(5):656–674.

45. Jones RA, Taylor AG, Bourguignon C, et al. Complementary and alterna-
tive medicine modality use and beliefs among African American
prostate cancer survivors. Oncol Nurs Forum. 2007;34(2):359–364.

46. Jones RA, Wenzel J, Hinton I, et al. Exploring cancer support needs for
older African‐American men with prostate cancer. Support Care Cancer.
2011;19(9):1411–1419.

47. Ka'opua LSI, Gotay CC, Hannum M, Bunghanoy G. Adaptation to long‐
term prostate cancer survival: the perspectives of elderly Asian/Pacific
islander wives. Health Soc Work. 2005;30(2):145–154.

48. Ka'opua LSI, Gotay CC, Boehm PS. Spiritually based resources in adap-
tation to long‐term prostate cancer survival: perspectives of elderly
wives. Health Soc Work. 2007;32(1):29–39.

49. Maliski SL, Rivera S, Connor S, Lopez G, Litwin MS. Renegotiating mas-
culine identity after prostate cancer treatment. Qual Health Res.
2008;18(12):1609–1620.

50. Maliski SL, Connor SE, Williams L, Litwin MS. Faith among low‐income,
African American/black men treated for prostate cancer. Cancer Nurs.
2010;33(6):470–478.

51. Maliski SL, Husain M, Connor SE, Litwin MS. Alliance of support for
low‐income Latino men with prostate cancer: God, doctor, and self. J
Relig Health. 2012;51(3):752–762.

52. Mitschke DB. Coping with prostate cancer in Asian‐American, native
Hawaiian, and Caucasian families. Soc Work Health Care.
2009;48(2):192–206.

53. Nanton V, Dale J. ‘It don't make sense to worry too much’: the experi-
ence of prostate cancer in African‐Caribbean men in the UK. Eur J
Cancer Care. 2011;20(1):62–71.

54. Rivers BM, August EM, Gwede CK, et al. Psychosocial issues related to
sexual functioning among African‐American prostate cancer survivors
and their spouses. Psycho‐Oncology. 2011;20(1):106–110.

55. Rivers B, August E, Quinn G, Gwede Pow‐Sang J, Green L, Jacobsen P.
Understanding the psychosocial issues of African American couples
surviving prostate cancer. J Cancer Educ. 2012;7:546–558.

56. Singh H, Maskarinec G, Shumay DM. Understanding the motivation for
conventional and complementary/alternative medicine use among men
with prostate cancer. Integr Cancer Ther. 2005;4(2):187–194.

57. Song L, Bensen JT, Zimmer C, et al. Patient‐health care provider com-
munication among patients with newly diagnosed prostate cancer:
findings from a population‐based survey. Patient Educ Couns.
2013;91(1):79–84.

58. Zhang AY, Gary F, Zhu H. Attitudes toward cancer and implications for
mental health outcome in African‐American cancer patients. J Cancer
Educ. 2015;30(1):138–144.

59. Lepherd L. Spirituality in men with advanced prostate cancer: “it's a
holistic thing. .. it's a package”. J Holist Nurs. 2014;32:89–101.

60. Walton J, Sullivan N. Men of prayer: spirituality of men with prostate
cancer. A grounded theory study. J Holist Nurs. 2004;22(2):133–151.

61. Bowie JV, Sydnor KD, Granot M, Pargament KI. Spirituality and coping
among survivors of prostate cancer. J Psychosoc Oncol. 2005;22:41–56.

62. Hagen B, Grant Kalischuk R, Sanders J, Hughes D. Disappearing floors
and second chances: men's journeys of prostate cancer. International
Journal of Men's Studies. 2007;6(3):201–223.

63. Teucher U. The therapeutic psychopoetics of cancer metaphors:
challenges in interdisciplinarity. History of Intellectual Culture.
2003;3(1):1–15.

64. Watson E, Shinkins B, Frith E, et al. Symptoms, unmet needs, psycho-
logical well‐being and health status in prostate cancer survivors:
implications for redesigning follow‐up. BJU Int. 2015. doi: 10.1111/
bju.13122

65. Punnen S, Cowan JE, Chan JM, Carroll PR, Cooperberg MR. Long‐term
health‐related quality of life after primary treatment for localized

http://www.lapcd.leeds.ac.uk
http://www.lapcd.leeds.ac.uk
http://dx.doi.org/10.1111/bju.13122
http://dx.doi.org/10.1111/bju.13122


1156 RIVAS ET AL.
prostate cancer: results from the CaPSURE Registry. Eur Urol.
2014;68(4):600–608.

66. Connell R, Messerschmidt JW. Hegemonic masculinity: rethinking the
concept. Gender and Society. 2005;19(6):829–859.

67. Bisson JI, Chubb HL, Bennett S, Mason M, Jones D, Kynaston H. The
prevalence and predictors of psychological distress in patients with
early localized prostate cancer. BJU Int. 2002;90(1):56–61.

68. Cliff AM, Macdonagh RP. Psychosocial morbidity in prostate cancer: II.
A comparison of patients and partners. BJU Int. 2000;86(7):834–839.

69. Iyigun E, Ayhan H, Tastan S. Perceptions and experiences after radical
prostatectomy in Turkish men: a descriptive qualitative study. Appl Nurs
Res. 2011;24(2):101–109.

70. Navon L, Morag A. Advanced prostate cancer patients' relationships
with their spouses following hormonal therapy. Eur J Oncol Nurs.
2003;7(2):73–80.

71. Navon L, Morag A. Liminality as biographical disruption. Soc Sci Med.
2004;58:2337–2347.

72. Navon L, Morag A. Advanced prostate cancer patients' ways of coping
with the hormonal therapy's effect on body, sexuality and spousal ties.
Qual Health Res. 2005;13:1378–1392.

73. Eilat‐Tsanani S, Tabenkin H, Shental J, Elmalah I, Steinmetz D. Patients'
perceptions of radical prostatectomy for localized prostate cancer: a
qualitative study. Isr Med Assoc J. 2013;15(3):153–157.

74. de Moraes Lopes MH, Higa R, Cordeiro SN, Rodrigues Estapê NA, Levi
D'ancona CA, Turato ER. Life experiences of Brazilian men with urinary
incontinence and erectile dysfunction following radical prostatectomy.
J Wound Ostomy Continence Nurs. 2012;39(1):90–94.

75. Rivas C, Kelly M, Feder G. Drawing the line: how African, Caribbean and
white British women live out psychologically abusive experiences. Vio-
lence Against Women. 2013;19(9):1104–1132.

76. Triandis HC. Individualism‐collectivism and personality. J Pers.

2001;69:907–924.

77. Eziefula CU, Grunfeld EA, Hunter MS. ‘You know I've joined your club…
I'm the hot flush boy’: a qualitative exploration of hot flushes and night
sweats in men undergoing androgen deprivation therapy for prostate
cancer. Psycho‐Oncology. 2013;22:2823–2830.

78. Kelly D. Changed men: the embodied impact of prostate cancer. Qual
Health Res. 2009;319(2):151–163.

79. Grunfeld EA, Drudge‐Coates L, Rixon L, Eaton E, Cooper AF. “The only
way I know how to live is to work”: a qualitative study of work follow-
ing treatment for prostate cancer. Health Psychol. 2013;32:75–82.

80. Gray RE, Fitch M, Phillips C, Labrecque M, Fergus K. To tell or not to
tell: patterns of disclosure among men with prostate cancer.
Psycho‐Oncology. 2000;9:273–282.

81. Lin N. Building a network theory of social capital. Connections.
1999;22(1):28–51.

82. Timbers L, Knight A, Goff LM. Dietary intakes of West African and Afri-
can‐Caribbean adults living in the UK Proceedings of the Nutrition
Society 2012;71 (OCE3), E225.

83. Morey Y, Eagle L. Healthy Eating Initiatives with Black and Minority
Ethnic Groups in Bristol. University of the West of England:Bristol,
2011.
84. Goffman E. The Presentation of Self in Everyday Life. New York:
Doubleday;1959.

85. Hochschild A. The Managed Heart: Commercialization of Human Feeling.
Berkeley: University of California Press; 1983.

86. Langer SL, Brown JD, Syrjala K. Intrapersonal and interpersonal conse-
quences of protective buffering among cancer patients and caregivers.
Cancer. 2009;115(18):4311–4325.

87. Wootten AC, Abbott JM, Farrell A, Austin DW, Klein B. Psychosocial
interventions to support partners of men with prostate cancer: a sys-
tematic and critical review of the literature. J Cancer Surviv.
2014;8(3):472–484.

88. Pedersen VH, Armes J, Ream E. Perceptions of prostate cancer in black
African and black Caribbean men: a systematic review of the literature.
Psycho‐Oncology. 2012;21(5):457–468.

89. Morgan M, Butow P, Maddern R, Shaw J. The role of the prostate
cancer nurse co‐ordinator: nurses' perspectives of barriers and
challenges. International Journal of Urological Nursing. 2015;9(1):
22–28.

90. Odedina FT, Dagne G, Pressey S, et al. Prostate cancer health and cul-
tural beliefs of black men: the Florida Prostate Cancer Disparity Project.
Infect Agent Cancer. 2011;6(2):S10

91. Department of Health. Improving Outcomes: A Strategy for Cancer.
Assessment of the Impact on Equalities (AIE). London: Department of
Health, January 2011.

92. NHS England. Transforming Participation in Health and Care. London:
NHS England, September 2013.

93. Campbell LC, Keefe FJ, Scipio C, et al. Facilitating research participa-
tion and improving quality of life for African American prostate
cancer survivors and their intimate partners. Cancer.
2007;109(S2):414–424.

94. Chatman C, Eccles JS, Malanchuk O. Identity negotiation in everyday
settings. In: Downey G, Eccles JS, Chatman CM, eds. Navigating the
Future: Social Identity, Coping, and Life Tasks. New York: Russell Sage
Foundation; 2005:116–140.

95. Thomas SB. The color line: race matters in the elimination of health
disparities. Am J Public Health. 2001;91(7):1046–1048.

96. O'Donnell CA, Higgins M, Chauhan R, Mullen K. Asylum seekers' expec-
tations of and trust in general practice: a qualitative study. Br J Gen
Pract. 2008;58(557):1–11.
SUPPORTING INFORMATION

Additional Supporting Information may be found online in the

supporting information tab for this article.

How to cite this article: Rivas, C., Matheson, L., Nayoan, J.,

Glaser, A., Gavin, A., Wright, P., Wagland, R., and Watson, E.

(2016), Ethnicity and the prostate cancer experience: a qualita-

tive metasynthesis, Psycho‐Oncology, doi: 10.1002/pon.4222

http://dx.doi.org/10.1002/pon.4222

