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How important is optimising 
health-related quality of life 
(HRQoL) when making treatment 
decisions for prostate cancer?

Improving HRQoL should be the focus of each 
consultation, each treatment decision and each 
uro-oncological service managing men with 
metastatic prostate cancer (mPC). These men 
are being treated in a palliative setting. They are 
mostly elderly patients – often in their 70s or 
80s – and may be carers for their partners. They 
have very diverse healthcare needs, which may 
require innovative solutions.

At Plymouth, for example, we cover a 
geographically diverse area. Just coming in for 
treatment or a routine appointment can take 
most of the day for someone living in the 
West Country. Simply moving clinics closer 
to the patient’s home can make an incredible 
improvement to their HRQoL.

We can also tailor treatment to optimise HRQoL 
throughout a patient’s journey with prostate 
cancer. This may mean, for early indolent cancer, 
avoiding chemotherapy and implementing 
watchful waiting. As the cancer progresses, not 
every man is suitable for chemotherapy or novel 
hormonal treatments. In men with metastatic 
castration-resistant prostate cancer (mCRPC), we 
might suggest palliative radiotherapy, holistic, 
spiritual and psychosocial care, in addition 

to their medication. Many therapies are well 
tolerated, but you may have to manage adverse 
events or reduce the dose of treatment. In 
the palliative setting, it is all about optimising 
HRQoL. So, it is crucial that patients are able to 
have input into their care.

How useful is real-world data?

Real-world data is always useful and provides 
extra information we can use during the 
consultation. The patients enrolled in clinical 
trials are often not fully representative of the 
men we see in clinic. People in clinical studies 
tend to have a better performance status, 
fewer co-morbidities and normal renal or 
hepatic function. In mCRPC, co-morbidities can 
influence the choice of the pharmacological 
approach to an individual patient’s management. 

Real-world trials – whether prospective or 
retrospective – often produce interesting data 
and insights that can be useful when making 
decisions. The Prostate Cancer Registry, initiated 
in 2013 by Janssen to address optimal treatment 
of mCRPC in routine practice, is a good example. 
The registry involves studying patients who 
often have high rates of comorbidities and use 
multiple medications, who are usually excluded 
from clinical trials. Treatment outcome data 
from the registry was presented for the first 
time at the 2016 ESMO congress and I look 
forward to seeing further results when the 
registry publishes data in the future [1].

How do you assess HRQoL in the 
clinic?

We use formal HRQoL measures in clinical 
studies, of course. We don’t often use these 
in the clinic, however. There just isn’t the time 
and we need to take a wider range of factors 
into account than the issues covered by the 
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“People in clinical studies tend to have a better 
performance status, fewer co-morbidities and normal 
renal or hepatic function. In mCRPC, co-morbidities can 
influence the choice of the pharmacological approach to 
an individual patient’s management.”
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questionnaires. In addition, the formal 
HRQoL measures are not necessarily ‘fit for 
purpose’ in the palliative setting of mCRPC.

Rather we base our treatment on the 
insights and relationships we develop 
during the course of our patients’ care. 
We see men from the time of their 
first diagnosis, through chemotherapy 
and hormonal treatment, to the 
mCRPC setting. We get a feel for what 
is important for each gentleman and 
hopefully know how to help that person 
make the most of the precious time that 
they have left to them and their families. 

How can service developments 
help improve HRQoL for men 
with mCRPC?

In the West Country, men might need 
to make a 50- or 60-mile round-trip to 
attend the oncology clinic. This travel 
time can have a huge impact on their 
life, especially if they are also a carer, 
as many of our mPC patients are. In 
response, we’ve developed three outreach 
clinics around Plymouth that make it 
easier for men to manage their illness/
treatment. Nurses from the cancer centre 
visit the clinics and patients attend 
every two or three months. The clinics 
are especially suitable for monitoring 
patients. It’s much more convenient for 
the men and the feedback has been very 
positive. Ultimately we hope to establish 

monitoring of side effects of treatments 
and care at home for patients. 

Services for men with prostate cancer 
are under increasing strain. The number 
of cancer cases in the UK could rise by 
almost 66% between 2014 and 2035 if 
current trends continue [2]. In addition, 
the increasing number of treatments for 
mCRPC and the associated supervision 
challenges the capacity of hospital-based 
NHS uro-oncology services. Providing 
care in patients’ homes offers a potential 
solution to these capacity issues.

During a year-long project, we collaborated 
with Janssen to evaluate a home-based 
prostate cancer service for mCRPC patients 
taking a prostate cancer treatment. Janssen 
funded and project managed the pilot 
study, which enrolled 36 patients who 
were being treated following the failure 
of androgen deprivation treatment. On 
average, each patient received eight 
homecare visits [3]. The service showed 
good patient adherence to treatment, 
positive patient satisfaction and reduced 
pressure on the hospital’s uro-oncological 
services. This, in turn, allowed the hospital 
to accommodate and manage more 
complex cases. 

Nurses were able to gain a more holistic 
view of patients and appreciate the reality 
of their lives. Consultants gained capacity, 
increased personal satisfaction with their 
role and had more touch points with the 

patient during care. Most importantly, 
patients valued the service. For instance, 
68% of patients in the pilot were 
completely satisfied with the level of 
interaction with healthcare professionals 
compared to 25% of controls. For 
caregivers, the figures were 50% and 
24% respectively. Moreover, 79% of the 
homecare patients were ‘very much’ 
satisfied with the quality of information 
they received about their treatment 
compared to 55% of controls. In addition, 
68% and 45% were ‘very much’ satisfied 
with the overall service [3].

If I can achieve one thing before I retire 
from the NHS it would be to implement 
care at home to improve the HRQoL of 
all men with mCRPC. Care at home for 
men with mCRPC has the potential to be 
revolutionary, not only to improve HRQoL 
for patients but for their caregivers as well.
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