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Abstract: Malignant pleural mesothelioma is a relatively rare but aggressive malignancy 

that is primarily associated with occupational asbestos exposure. While treatment options for 

mesothelioma have expanded, the disease carries a poor prognosis, with a median of 8 months 

to 1 year of survival postdiagnosis. This article synthesizes current disease-management prac-

tices, including the diagnostic workup, treatment modalities, emerging therapies, and symptom 

management, and identifies comprehensive nursing strategies that result in the best care based 

on updated evidence. Multidisciplinary coordination, palliative care initiation, survivorship, and 

end-of-life care are discussed. Findings may be applied in clinical environments as a resource 

to help nurses better understand treatment options and care for patients facing malignant pleural 

mesothelioma. Recommendations for future research are made to move nursing science forward 

and to improve patient well-being and health-related quality-of-life outcomes for patients and 

their family members.
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Introduction
Malignant pleural mesothelioma is a relatively rare but aggressive malignancy that 

is primarily associated with asbestos-fiber exposure.1 While treatment options for 

mesothelioma have expanded, the disease carries a poor prognosis, with a median of 

8 months to 1 year of survival postdiagnosis.2 While there is no cure for pleural meso-

thelioma, survival and prognosis varies widely, and 3%–5% of patients may survive 

beyond 5 years.2 Compared to other cancers, the patient perspective of the pleural 

mesothelioma experience is less understood.3 Importantly, despite mesothelioma’s 

relatively low incidence, the disease is increasing in occurrence worldwide, treat-

ment options are evolving, and nurses must be aware of current practice standards 

to ensure that patients receive optimal care.4 The purpose of this article is to review 

current disease-management practices and symptom management, and to identify 

nursing initiatives that result in the best care based on updated evidence. Discussion 

will include the essential domains of care through the survivorship spectrum.

Methods
The CINAHL (Cumulative Index to Nursing and Allied Health Literature), 

Evidence-Based Medicine Reviews, Health and Wellness Resource Center, PsycInfo, 

and PubMed databases were systematically reviewed for the years 2006 to 2014. 

Inclusion criteria were 1) focus on malignant pleural mesothelioma, 2) symptom 

management for mesothelioma, 3) mesothelioma-treatment strategies, and nursing care 
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for mesothelioma. Exclusion criteria included articles that 

focused on other pulmonary conditions, such as lung cancer 

and nonpulmonary mesothelioma. The article reports on 

historical background, diagnostic workup, treatment modali-

ties, symptom management, and nursing initiatives relative 

to survivorship, palliative care, and end of life.

Historical background
Mesothelioma is a rare form of cancer that affects the meso-

thelial cells that coat major body organs. The three major 

types of mesothelioma are 1) pleural, which is by far the 

most prevalent and affects the parietal and visceral pleura 

that line the lung; 2) peritoneal, which affects the peritoneum 

lining the abdominal cavity; and 3) pericardial, which occurs 

in the lining of the heart.5 Malignant pleural mesothelioma is 

generally localized in the pleural cavity, and spreads directly, 

causing pressure on vital organs in the thoracic cavity (lungs, 

heart), which causes pleural effusion, respiratory failure, 

cardiac tamponade, and even spinal cord compression.6

At least 70% of all mesothelioma cases are related to 

occupational exposure to asbestos fibers.7 Asbestos is a sili-

cone mineral that was used widely in building-construction 

materials until nationally enforced environmental regulations 

became more common.5 Patients may also be exposed to 

asbestos by way of proximity to factories where asbestos 

products are created or used, living in areas of natural 

asbestos occurrence, private activities, and contact via neg-

ligent removal of asbestos from construction sources or old 

buildings.8

In the UK, mesothelioma death rates increased 12-fold 

between 1968 to 2001.9 In 1989, the US Environmental 

Protection Agency issued a ban on the use of asbestos in new 

products.10 While Western Europe and the US have enacted 

such regulatory controls on the use of asbestos, other coun-

tries in the developing world often lack oversight on the use, 

import, and export of asbestos products.7 It is anticipated that 

mesothelioma mortality rates will increase 5%–10% per year 

in industrialized nations until 2020.11 The development of 

pleural mesothelioma has a prolonged latency, with disease 

manifestation occurring 25–71 years following asbestos 

exposure.11 Population studies demonstrate that the greatest 

risk factors for the disease include male sex and older age, 

because of the history of occupational asbestos exposure.7 

About 80% of all mesothelioma cases occur in men (ratio 

5:1) who are over age 50 years.10,12 In the US, persons who 

have known occupational exposure to asbestos have been 

mandated by the federal Occupational Safety and Health 

Administration to receive ongoing monitoring that includes 

chest radiography, comprehensive medical examination, 

and pulmonary function testing.13 Mesothelioma-screening 

programs, including the use of computerized tomography, 

have not however proven effective in diagnosing early onset 

of the disease.13 Mesothelioma development takes decades 

to develop, and many exposed patients have abnormal lung 

findings, such as the development of benign pleuritic plaques 

and pleural thickening that do not lead to mesothelioma 

occurrence.14

Disease presentation and diagnosis
Although early detection and treatment may result in a better 

prognosis for mesothelioma,15 the disease is usually advanced 

at diagnosis.16 Most cases of pleural mesothelioma pres-

ent symptomatically because of dyspnea and/or pain.7,17–19 

Patients may also have malignant pleural effusions with shunt 

effects and contralateral lung impairment noted on chest 

X-ray at diagnosis.20,21 Pulmonary function tests may show 

a marked ventilatory defect characterized by lowered total 

lung capacity with a normal ratio of expiratory volume to 

vital capacity.22 The symptoms associated with mesothelioma 

presentation, however, are often nonspecific and similar to 

other intrathoracic diseases, which can lead to several-month 

delays in diagnosis.8,16 Further, there is variation in access 

to expert mesothelioma care, with institutional reliance on 

existing care standards in place for lung cancers, which are 

very different types of cancer.3 Patients who live in remote 

geographical areas may have barriers related to access to 

information and health care, and delays in referral to pallia-

tive care services.23 In addition, the US-based Surveillance, 

Epidemiology, and End Results (SEER) database also 

demonstrates that African American race is associated with 

worse outcomes, due to disease presentation at later stages 

and lowered access to quality medical care.24

The role of biomarkers in the diagnosis of pleural 

mesothelioma is evolving. Traditional biomarkers have 

not been effective in discriminating mesothelioma from 

other cancer types.25 Diagnostic biomarkers that appear to 

be most effective at this point include osteopontin, soluble 

mesothelin, and megakaryocyte-potentiating factor, but these 

still have specificity and validity concerns.25 Although non-

invasive testing with computerized tomography, magnetic 

resonance imaging, and ultrasonography can augment the 

diagnostic workup, the diagnosis of mesothelioma requires 

a biopsy to obtain tumor cells.8,26 While there are several 

staging systems available, the International Mesothelioma 

Interest Group has developed a TNM (Tumor character-

istics, lymph Nodes, Metastasis) staging system that is 
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approved by the American Joint Committee on Cancer, and 

is most commonly used to the determine the severity of 

disease.10,16,20,27 In addition to staging from I to IV, tumor his-

tology (epithelioid, biphasic, sarcomatoid) and performance 

status are important prognostic factors.17,28 Of the histologic 

presentations of the tumor, the epithelioid variant is the 

most common, and progresses more slowly than the sarco-

matoid and biphasic subtypes.2,28,29 The biphasic subtype has 

features of both epithelioid and sarcomatoid variants, with 

an overall prognosis between the two subtypes.28,29 Patients 

with sarcomatoid tumors have poor comparative outcomes.28 

In addition to disease staging, patients also undergo assess-

ment of cardiac status, pulmonary function testing, and 

comorbidities.16 Mesothelioma patients, who are generally 

older, may also have comorbid pulmonary conditions, such 

as chronic obstructive pulmonary disease, diabetes, and 

congestive heart failure.30 The European Organization for 

Research and Treatment of Cancer (EORTC) prognostic 

index is often used to categorize treatment groups.31 Reduced 

functional status and lowered quality of life at diagnosis are 

associated with lowered survival.32 Other research has identi-

fied performance status, hemoglobin level, and absence of 

chest pain as important prognostic features.33

Following diagnosis of this aggressive life-threatening 

disease, the information must be sensitively communicated 

to the patient. Effective communication requires that patients 

be prepared for the information by having family members 

or significant others present, tailoring information in a clear, 

understandable, and honest manner, ensuring privacy and 

adequate time, offering support, encouraging expression of 

feelings and concerns, and involving the patient in decision 

making and the treatment plan.34

Disease management
Traditional options for medical management of pleural 

mesothelioma may include surgery, chemotherapy, and 

radiation therapy.35,36 Types of treatment offered to patients 

often depend on geographic location, access to cancer cen-

ters, availability of multidisciplinary teams, and access to 

clinical trials.1 Low incidence of pleural mesothelioma in 

comparison to other cancers makes clinical trial participation 

problematic, and thus many clinical trials involving mesothe-

lioma are smaller with single arms.37 However, there are a 

multitude of clinical trials available to patients with pleural 

mesothelioma.12 Patients are best cared for at tertiary cancer 

centers able to integrate services from oncologists, surgeons, 

and radiologists who work together to coordinate and deliver 

care.8 Such environments also participate in cancer trials, and 

are able to list their patients in cancer registries.8 Treatment 

toxicities can be excessive with mesothelioma protocols, 

making it necessary to make realistic and informed decisions 

relative to whether to pursue aggressive treatment.38 Clinical 

practice guidelines based on systematic evaluation of research 

findings relative to the best treatment approach are available 

with recommendations for the multidisciplinary team.39,40

Surgery
According to the US-based SEER database, about 22% 

of patients with pleural mesothelioma undergo surgery, 

although rates vary regionally.24 Patients who receive care 

in tertiary specialty cancer centers are significantly more 

likely to have surgery compared to patients in other settings.24 

Evaluation of surgical potential will include disease stage, 

cardiopulmonary reserve, functional status, surgical expertise 

and program philosophy, and options for adjuvant treatment.41 

Major goals of surgery are to reduce volume and remove the 

cancerous area.42 Of surgical options, extrapleural pneumonec-

tomy, which entails removal of the affected lung, is the most 

aggressive surgical option and may be considered too extreme 

for many patients because of the extensiveness of the proce-

dure and the serious peri- and postoperative challenges.21,43 

The second surgical option is pleurectomy/decortication, 

which encompasses resection of the visceral and parietal pleura 

without lung resection.44 Video-assisted thoracic pleurectomy 

surgery is also an option that permits palliation of symptoms 

from the tumor.40 While earlier studies indicated that extrapleu-

ral pneumonectomy carried longer median survival, a recent 

randomized feasibility trial did not find benefits of extrapleural 

pneumonectomy over trimodal therapy.45 Further, extrapleural 

pneumonectomy leads to reduced pulmonary function and 

increased dyspnea, and has a negative impact on quality of 

life.43,44 A review of the literature suggested that extrapleural 

pneumonectomy showed no survival or symptom-management 

benefits over supportive care, because of high disease recur-

rence and operative mortality.46

Radiation therapy
The role of radiation therapy in pleural mesothelioma is 

primarily palliative.29 Radiation therapy is not effective as a 

single treatment for mesothelioma, but plays a role in man-

agement of tumor seeding following thoracoscopy, biopsies, 

and cytoreductive surgery.29,47 Biopsy procedures used to 

diagnose mesothelioma may contribute to the development of 

subcutaneous metastasis, which results in tumor growth along 

the biopsy scars.47–49 Therefore, prophylactic radiation to the 

biopsy site is conducted, but remains controversial in some 
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environments as a regular practice.48,49 There are inherent dif-

ficulties in the provision of radiation therapy as a treatment 

strategy in mesothelioma, due to the broad area involved that 

is closely aligned with radiosensitive critical healthy organs, 

such as the heart and liver.47,50 However, radiation therapy 

is effective in managing chest pain that is nonresponsive to 

traditional treatment methods.31 Radiation therapy may also 

be used prophylactically to decrease the recurrence risk and 

for disease control following other treatments.31 Importantly, 

it has been demonstrated that intermediate doses of radiation 

therapy produce significant tumor-response rates in patients 

with strong EORTC prognostic indices.31

Chemotherapy
First-line systemic chemotherapy has evolved from single-

agent use of cisplatin to combination treatment with cisplatin 

and antifolate drugs, which is the current treatment standard 

and is backed by large randomized clinical trials demonstrating 

survival benefit, symptom improvement, and enhanced quality 

of life.17,51,52 Most patients who receive treatment with first-line 

chemotherapy will invariably have disease progression, and 

will later receive second-line combination-agent treatment.17,53 

A review of several Phase II and III clinical trials incorporating 

multiagent chemotherapeutic agents (cisplatin or carboplatin, 

mitomycin c, vinblastine, raltitrexed or pemetrexed, gemcit-

abine, vinorelbine, epirubicin, liposomal doxorubicin) have 

demonstrated response rates ranging from 16% to 48% and 

median survival from 7 to 16.8 months.40

Patients who are eligible for chemotherapy are those 

who have Karnofsky functional status scores greater than 

60.8 Patients receiving chemotherapy may experience dose-

limiting toxicities and treatment-related symptoms. Toxicities 

vary in accordance with the type and dosage and combina-

tions of chemotherapeutic agents, and may include hema-

tologic (neutropenia, thrombocytopenia, and anemia) and 

nonspecific (nephrotoxicity, ototoxicity, nausea, vomiting, 

diarrhea, anorexia, pulmonary edema, encephalopathy) 

impact.54 Palliative chemotherapy may be also offered to sup-

port patients with rapidly progressing disease and/or severe 

symptoms to promote quality of life and ease symptoms.18,55 

However, the use of palliative chemotherapy at the end of life 

should be carefully considered, with one study demonstrating 

shorter survival and poorer outcomes for pleural mesothe-

lioma patients treated in their last month of life.56

Multimodality therapies
Multimodality treatment that includes surgery followed by 

radiation therapy and chemotherapy is increasingly utilized 

for mesothelioma patients with early stage disease.20,42,57 

The aim of the multimodal approach is to resect the tumor, 

and then provide adjuvant therapy to eradicate residual 

microscopic disease.58 For example, hemithoracic radiation 

therapy may be delivered after extrapleural pneumonectomy 

to reduce the chance of local recurrence, and chemotherapy 

to offset the possibility of distant metastasis.59–61 Adjuvant 

radiation therapy following extrapleural pneumonectomy 

has resulted in survival gains in recent evaluations.61 

Another form of multimodality treatment is the provision 

of neoadjuvant chemotherapy prior to surgery. Neoadjuvant 

systemic chemotherapy is thought potentially to improve 

chemotherapy-dose tolerance and treatment response.10 

While multimodality therapy may result in longer survival, 

the treatment is effective for only a subset of patients, and 

has extensive side effects and cost.28

Current and emerging  
research trends
Targeted therapies and biological treatments are currently 

under investigation for mesothelioma.62,63 This research 

direction examines molecular pathways that are involved in 

carcinogenic transformation, including the roles of cellular 

growth factors, genetic cellular mutations, and signaling path-

ways involved in cell proliferation and migration.5,64 The role 

of immunotherapy, such as the intrapleural administration of 

interleukin 2, a proinflammatory cytokine, prior to surgery 

has shown preliminary prognostic impact.65 Other therapies 

in Phase I, II, and III trials include bevacizumab, sorafenib, 

cediranib, bortezomib, dasatinib, belinostat, vorinostat, val-

proate, cetuximab,51 and thalidomide.51,66 Response rates are 

mixed, with progression-free survival of 1–6.9 months and 

overall survival of 4.4–15.6 months.51 Testing for ways of 

improving outcomes for mesothelioma also includes ongoing 

research for biomarkers that would aid in early detection, 

diagnosis, and prognosis.5

A clinical trial currently under way aims to combine 

pleurectomy with intraoperative hyperthermic chemotherapy 

to determine whether the elevated temperature augments 

the capacity of the chemotherapy to penetrate tumor cells.8 

Another less common experimental treatment is photody-

namic therapy, which uses a porphyrin-based compound 

that reacts to light to destroy tumor cells.16,67 There are also 

current clinical trials investigating the role of gene therapy, 

which may be available to patients at cancer research 

referral centers.68 Gene therapies eradicate tumor cells via 

genetic modifications, usually accomplished by insertion of 

a therapeutic gene using vectors, such as adenoviruses.6,51 
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Nurses who care for patients with mesothelioma who are 

interested in experimental therapies can examine trial web-

sites for specific information about the respective studies.

Symptom management
Effective symptom management of both psychological and 

physical illness sequelae can be a critical nursing challenge in 

the care of mesothelioma patients.69 Major symptoms expe-

rienced by patients include shortness of breath and dyspnea, 

pain, such psychological symptoms as worry, chest pain, 

cough, diaphoresis, and constipation.70 Health-related quality 

of life, as measured by such baseline symptoms as anorexia, 

fatigue, and dyspnea, activity interference, and global 

quality of life, are associated with pleural mesothelioma 

survival after adjusting for previously mentioned prognostic 

indicators.71 Ongoing assessment of symptoms is essential to 

optimize the health-related quality of life for this population.71 

Symptom assessment that includes subjective data relative to 

location, pattern, intensity, onset, duration, and alleviating/

aggravating factors is essential. Objective assessment data 

are also necessary for effective management.

Psychological symptoms
A recent study found that mesothelioma patients did not have 

their psychological needs sufficiently addressed in the early 

period following diagnosis.72 The first 3 months following 

diagnosis are a particularly stressful period characterized by 

high uncertainty and perceptions of lack of control.72 Further, 

despite the high need for psychological support, there are few 

support groups available to these patients.73 Another study 

found that patients experienced significant traumatic stress 

symptoms that were associated with depressive symptoms, 

heightened anxiety, somatic issues, and social dysfunction.74 

Patients may have cognitive complaints, including memory 

difficulties, problems with focus and concentration, indeci-

siveness, and difficulties solving problems.75 Further, patients 

may also feel anger, betrayal, and ambivalence towards their 

former employers when they causally attribute the mesothe-

lioma diagnosis to workplace asbestos exposure.23 Psychiatric 

consultation and psychopharmacologic interventions to alle-

viate depressive and anxiety symptoms may be needed.

Caregivers and family members are also adversely 

affected by a diagnosis of mesothelioma. In a qualitative 

study, patients described that the disease negatively impacted 

the spousal relationship, invoked anger and frustration, and 

resulted in caregiver burden.76 Another study found that 

caregivers who were primarily women over age 50 years 

identified perceptions of personal inefficacy and helplessness, 

lowered trust, and heightened fear that impacted their regular 

activities.75 It is essential that nurses assess the needs of 

the caregiver, and that the potential need for respite care is 

addressed.23

As the disease progresses, patients may have increasing 

concerns related to loss of roles, finances, about who will 

care for family members after their death, being a burden on 

family members, and about death and dying. Patients may 

also have spiritual and existential concerns, including ques-

tions about the meaning and purpose of life. Religious and 

cultural traditions and beliefs may also become increasingly 

important.69

Physical symptoms
Similar to patients with other types of malignant and progres-

sive pulmonary pathology, patients with mesothelioma often 

experience dyspnea.77 Dyspnea, a subjective multifactorial 

experience of breathlessness, varies in severity and influ-

ence on a patient’s well-being.77 Dyspnea assessment should 

include a thorough history consisting of physical, psycho-

logical, and social impact, along with an objective physical 

assessment.77 Such assessment tools as the visual analog 

scale may be helpful, particularly to assess the effectiveness 

of interventions to reduce dyspnea.77

Patients who have pleural effusions and lung-shunt effects 

may have symptomatic palliation of dyspnea and shortness 

of breath from chemical (introduction of chemical agents; 

bleomycin, slurry of talc and other agents into pleural space) 

pleurodesis following thoracoscopic fluid drainage.8,16,40 

Pleurodesis is considered effective if no further fluid drainage 

is needed following the procedure.78 In a large-scale study 

(n=494 patients), pleurodesis was required for 42% of the 

patients, less than 30% of the patients achieved complete 

effusion control, and 32% required repeat procedures.78 For 

patients who are not eligible for pleurodesis, surgical pleu-

rectomy with en bloc removal of the parietal and visceral 

pleura can serve to prevent pleural effusion.8

Importantly, dyspnea has strong cognitive and affective 

components, and can be exacerbated by existential fears, 

concerns about treatment, and other stressors.77 Management 

of dyspnea may include cognitive behavioral therapy and 

medications such as benzodiazepines and opioids to alleviate 

anxiety.69 Such opioids as morphine sulfate may also lessen 

the perception of dyspnea.69 Patients who are hypoxic often 

need supplemental oxygen therapy, and may benefit from 

nasal airflow and fans.69,77

Pain can result from tumor infiltration of the inter-

costal nerves, resulting in neuropathic pain syndromes.69 
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Patients who have had surgery, including pleurectomy or 

extrapleural pneumonectomy, may develop neuropathic post-

thoracotomy pain syndromes and hyperesthesias that make 

even light touch severely painful in the area of the surgery. 

Further, such chemotherapeutic agents as cisplatin can cause 

painful peripheral neuropathies.69 Patients who receive 

radiation therapy may experience radiation pneumonitis and 

short-term pain with swallowing.31

Comprehensive and ongoing pain assessment and man-

agement is a critical nursing initiative to promote quality 

of life for patients.79 Neuropathic pain may be managed 

pharmacologically with corticosteroids, anticonvulsants, 

tricyclic antidepressants, and α2 agonists.40 Opioids may 

be strategic in the management of pain, but individualized 

tailoring of dosing toward pain severity, personal needs, 

and tolerance is essential to achieve effectiveness.79 Further, 

opioids carry such side effects as constipation, nausea, and 

sedation, and thus require close monitoring by the health 

care team. Effective pain management may include lidocaine 

patches, nerve blocks, and insertion of epidural or intrathecal 

catheters to administer medications.69 Cordotomy, a surgical 

procedure that interrupts pain-conducting neural tracts in 

the spinal cord resulting in the loss of pain perception, can 

be used when other pain strategies are not effective. While 

there is little research that has examined the role of comple-

mentary therapies, such as mindfulness meditation, guided 

imagery, and relaxation strategies, in this population, these 

methods have been used for other cancer groups, and could 

be considered if patients are interested.80

Fatigue is also a significant and relatively common 

experience for mesothelioma patients.3,70 Fatigue levels 

also increase over time with disease progression, and may 

be a consequence of aggressive medical management.32 

Fatigue may also accompany emotional distress, insomnia, 

and excessive stress. Pulmonary rehabilitation that involves 

physical exercises has been shown to have positive effects 

in cancer patients who also have pulmonary symptoms.81 

Little research has examined nursing interventions to combat 

fatigue in mesothelioma patients. Nurses may discuss energy-

conservation strategies with patients, assess nutritional status, 

and explore underlying factors for fatigue occurrence.

Palliative care
Palliative care emphasizes a multidisciplinary approach to the 

management of patients.82 The aims of palliative care are to 

provide symptom relief, promote quality of life, and offer sup-

port during any point in the survivorship trajectory of a life-

limiting illness.82 Nursing initiatives to coordinate palliative 

care referrals following diagnosis to ensure optimal symptom 

management and emotional support are recommended.72 If 

early palliative care is not initiated, health care providers may 

maintain a short-term perspective and focus only on acute 

treatment issues.72 It is essential that patients who are receiv-

ing ongoing treatment aimed at prolonging life also receive 

coincident supportive care aimed at fostering quality of life. 

For example, medical treatments can be scheduled to avoid 

conflict with family events and important holidays. Further, 

the need for open and honest communication about the costs 

and benefits of pursuing and/or stopping life-sustaining treat-

ment should occur in the context of a therapeutic relationship 

that is developed over time.

In the UK, evidence demonstrating a lack of specific meso-

thelioma services led to the development of the Mesothelioma 

Framework in 2007.4 The framework provides specific guide-

lines relative to organizing mesothelioma services to improve 

care for patients suffering from mesothelioma.4 The guideline 

recommendations included the provision of a nurse clinician 

who specializes in mesothelioma care and organizes a mul-

tidisciplinary team, coordinates care over time, and responds 

to patient/family concerns, including informational needs 

and guidance.4 In line with the Mesothelioma Framework, 

a Mesothelioma Nurse Action Team was created to organize a 

network of mesothelioma nurses who engage in networking 

and collaboration to develop best practice to improve the care 

of mesothelioma patients in the UK.4

End-of-life care
As patients near the end of life, the hospice team can be 

an essential resource to the patient and family, providing 

education and support.69 Social work, chaplain services, and 

support from psychiatric services may also be consulted. 

Hospice services may range from continuous nursing in an 

inpatient setting to home visits, around-the-clock on-call 

services, and respite care. The goals for respite care are to 

provide caregiver support and rest, or to place the patient in 

an alternative environment if home care is not adequate on 

a short-term basis.

Patients may want to initiate discussions about death. 

Both patients and their families may experience anticipatory 

loss and grief as the reality of impending death becomes more 

apparent. In addition, it can be difficult for health providers 

to acknowledge their own painful emotions, such as sadness 

and perceptions of inadequacy. Acknowledgment of these 

emotions with the facilitation of open discussion among 

members of the multidisciplinary team relative to this process 

may assist in managing these challenges.
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Advocacy
It is essential that all patients suspected of having meso-

thelioma have a thorough evaluation of their occupational 

history.8 Patients may desire assistance with filing claims 

and interpreting potential benefits to gain needed compensa-

tion relative to the disease.3 If patients have to travel long 

distances for optimal medical management, there may be 

logistical issues associated with finances, lodging for fam-

ily members, and other expenses.23 Given the length of the 

latency period between exposure to asbestos and the devel-

opment of mesothelioma, patients may not always recall 

when/where in their work life this carcinogen encounter 

occurred.47

Nurses can provide patients with resources from such 

advocacy organizations as the Mesothelioma Center (http://

www.asbestos.com) and the Mesothelioma Cancer Alliance 

(http://www.mesothelioma.com). These organizations offer 

information about the disease and treatment, doctors and 

treatment centers that offer specialty care, veteran’s services, 

legal options, and patient-support groups. Patients and their 

family may feel less alone and even empowered by connecting 

with others who are facing a similar ordeal.

Future nursing research
Given the severity and complexity of care required for 

patients with pleural mesothelioma, there remains limited 

comparative research that has examined the patient’s perspec-

tive over the trajectory of this illness. Many studies that have 

examined patient and caregiver issues have had small samples 

and are qualitative in nature. Much of the quality-of-life 

research has been conducted with patients who are participat-

ing in clinical trial studies. While the existing research has 

made strong contributions to optimizing knowledge of the 

unique experiences of pleural mesothelioma patients, nursing 

studies that capture social well-being, illness perceptions 

including trajectory-specific disease and type of treatment-

related symptoms, self-efficacy relative to illness and treat-

ment management, and patient coherence and preference of 

treatment options are needed.

Conclusion
Despite years of ongoing research and development, malig-

nant pleural mesothelioma remains a severe life-threatening 

disease that carries a poor prognosis and places a huge 

burden on affected patients and their family members.1 

Therefore, treatment goals are largely to improve quality of 

life, manage symptoms, and prolong life, as there is no cure 

for this aggressive disease.8 It is evident that mesothelioma 

care is widely varied depending on access to specialized 

multidisciplinary care and clinical trials. Nurses as patient 

advocates can promote the patient’s and their loved ones’ 

ability to negotiate the many challenges that are part of the 

mesothelioma survivorship trajectory via coordination of 

holistic multidisciplinary care, ensuring that the patient has 

access to up-to-date resources and information and optimiz-

ing symptom management. It is apparent that integration of 

acute disease-oriented care and palliative care is of critical 

importance to ensure that patients with pleural mesothelioma 

receive comprehensive and optimal treatment over their ill-

ness continuum.
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