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Managing mCRPC is very complex and requires a multidisciplinary approach as
it is essential to control the disease and its complications. Depending on their
clinical profiles, patients need primary palliative treatments, but also supportive
treatments and services. Since 2004, docetaxel-based chemotherapy has been
the standard of care for patients with mCRPC and patients failing this treatment
did not have other effective alternatives until 2012 when several new drugs,
such as abiraterone, became available. The Régie de l’assurance maladie du
Québec (RAMQ) covered abiraterone for docetaxel-experienced and naive
patients in 2012 and 2014, respectively. As well, the Canadian Urological
Association (CUA) integrated abiraterone for use in first- or second-line
treatment in its mCRPC clinical guidelines in 2013. Still, no optimal treatment
sequence is established yet. To date, there are no published Canadian studies
describing treatment patterns for advanced prostate cancer in the contemporary
era.

OBJECTIVES

RESULTS

Overall, 308 patients with mCRPC were identified over the study period with 149
from the MUHC and 159 form the JGH. In terms of cohort characteristics,
patients were mainly comparable between both hospitals (data not shown). Half
of the patients were diagnosed with mCRPC before 2012 (MUHC=56%,
JGH=49%, p=0.20). The mean (95%CI) duration of follow-up from mCRPC
diagnosis to death or to loss of follow-up was significantly longer in the MUHC
33.1 (28.9 – 37.3) than in the JGH 22.0 (19.1 – 25.0), p<0.0001).
Docetaxel and abiraterone utilization by period and hospital
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• Describe healthcare services utilization among those patients (pivot nurse in
oncology (PNO), psychological and nutritional assistance) .
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• Describe supportive care offered to those patients (bone-targeted therapy
and palliative radiation in patients with bone metastases).
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• Describe mCRPC patient management in a real-life setting regarding primary
treatments and identify factors that influenced treatment choice (docetaxel
and abiraterone).
• Evaluate the impact of the introduction of abiraterone in 2012 on docetaxel
utilization.
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Multivariate models predicting docetaxel and abiraterone utilization

METHODS / INTERVENTIONS

We conducted a retrospective observational cohort study.

• We selected patients treated for mCRPC in two McGill University-affiliated
hospitals: the McGill University Health Centre (MUHC) and the Jewish
General Hospital (JGH) from January 2010 to June 2014.

• We collected individual information on medications, imaging, laboratory tests,
medical visits, interventions, emergency visits, healthcare services from
patient electronic and hardcopy files.
• We divided our cohort in two groups regarding the moment of diagnosis of
mCRPC (before and after 2012) which corresponds to the year of
introduction of abiraterone in Quebec.
• We used descriptive statistics (means, 95% CI, median, IQR, STD, %) to
describe patients characteristics, treatments and healthcare services
utilization
• We used Kaplan-Meier method and Cox regression to identify factors
influencing treatment choice.

Kaplan-Meier curve for time to receive abiraterone

Independent variable
Metastases level at CRPC diagnosis
No metastases (ref.)
Lymph node metastases only
Bone metastases only
Lymph node and bone metastases
Visceral metastases
Age at CRPC diagnosis
Older than 80 yo. (ref.)
Younger than 80 yo.
Treating center
MUHC (ref.)
JGH
mCRPC diagnosis
Post 2012 (ref.)
Pre 2012
Reference to an oncologist
After CRPC diagnosis (ref.)
Prior to CRPC diagnosis
Comorbidities
No significant comorbidities (ref.)
Cardiovascular comorbidities
Chronic comorbidities

Docetaxel
Abiraterone
Multivariate HR (95%CI)

1.1 (0.6 - 2.0)
1.8 (1.1 - 3.0)
2.5 (1.5 - 4.4)
3.5 (1.9 - 6.5)

2.0 (1.1 - 3.7)
2.7 (1.7 - 4.4)
2.1 (1.2 - 3.6)
3.1 (1.6 - 6.1)

2.1 (1.4 - 3.0)

0.7 (0.5 – 1.0)

1.4 (1.0 - 1.8)

1.0 (0.7 – 1.4)

1.8 (1.4 - 2.5)

0.3 (0.2 – 0.4)

1.7 (1.2 - 2.4)

1.3 (0.9 - 1.8)

0.8 (0.5 – 1.2)
0.9 (0.6 – 1.3)

1.2 (0.8 - 1.9)
1.6 (1.1 - 2.5)

PATIENT IMPACT
The environment in randomized clinical trials is quite different from a real-life
setting as the participating population is very restricted and patients are
controlled and followed-up more closely than in real-life. Thus, it is crucial to
know how patients suffering from mCRPC with heterogeneous clinical profiles
and comorbidities are actually managed in terms of primary and supportive
care. Having this real portrait offers a better understanding of the gaps in
healthcare services and consequently could enhance services allocation to
ensure the best possible care for mCRPC patients.

CONCLUSION
By examining clinical data, we concluded that there were no significant
differences between the MUHC and the JGH in terms of primary treatments
offered to patients with mCRPC. In addition, abiraterone introduction in 2012
was associated with a notable reduction in docetaxel utilization. Extent of
metastases and moment of mCRPC diagnosis were predictive factors for
receiving abiraterone and docetaxel. Patients who were younger than 80 were
more likely to have chemotherapy and those older than 80 were more likely to
have abiraterone as first-line treatment. Besides, patients who had chronic
comorbidities (hypertension, diabetes or dyslipidaemia) were more likely to have
abiraterone as first-line treatment. In terms of supportive care, patients treated
at the MUHC had more supportive services than those treated at the JGH.
Further work will allow to identify factors that might explain these differences.

