Interview with Dr. Neil Aaronson
Division of Psychosocial Research and Epidemiology, 
Netherlands Cancer Institute, Amsterdam, The Netherlands
Dr. Neil Aaronson was lead author of a recent paper in Journal of Clinical Oncology. The paper, entitled ‘Compromised Health-Related Quality of Life in Patients with Low-Grade Glioma’, described how disease-specific QoL impacts in patients with LGG contribute to the vulnerability of patients with this disease.  Dr. Aaronson recently spoke to EANO about the implications of his research.
Q. What was the need that led to this study?
A. I am a behavioural scientist working in oncology. I’ve been interested for many years in cancer, both in terms of the impacts of the disease itself, and the impacts of treatment. I have a particular interest in what is termed the ‘survivorship phase’. Low-grade glioma is a deadly disease, but there is a period where the disease is in remission where patients can maintain a relatively normal life, but inevitably the disease will relapse. For those reasons LGG is an especially interesting disease from a psychosocial point of view.
Q. Do you support the view of the RANO group that cognitive function assessment is an important outcome reflecting clinical benefit or deterioration?

A. There are two ways of assessing cognitive function, 1) ask patients to undergo neuropsychological testing, and 2) ask patients about problems they encounter in their daily lives via self-report questionnaires. Interestingly the results of these two methods do not correlate well, and this suggests any number of things. It could be that objective tests are suitable under laboratory conditions but don’t play out well in a real-world setting. But it is also possible that self-reported assessments are not accurate. In my opinion, if possible, both approaches should be used. 
Q. Do you believe that QoL measures should be routinely incorporated into clinical trial design?

A. In principal I think QoL needs to be included in clinical trial design. Although, saying that, I’m not in favour of blind application of QoL measures because it is ‘the thing to do’. It should be included though, if it helps answer the clinical question.  In Canada they have an interesting approach where QoL is an outcome measure you should include, unless you specifically state why it should not be used. Often in trials QoL is included without a great deal of thought as to how it is going to be analysed. This is no longer acceptable.
Q. Do you feel that QoL is something that is a major consideration in routine treatment?
A. Yes, absolutely. Most oncology treatments are ‘toxic’ in some way. In some cases we need to balance the trade-off between the advantages of treatment and the burden of treatment. I’m a strong advocate of evaluating quality of life not only in clinical trials, but also during routine treatment. In hospitals,  touch-screen computers can be used to allow patients to report their quality of life, and these data can then be used at the point of care, by the clinicians and nurses. We can immediately determine what the current needs and issues are of patients in the clinic.
Q. What is your ‘take home’ message from this work?
A. I think that it is essential to routinely monitor the QoL of your patients so that you can identify patients with particular problems. In this work we found that there were no significant differences between patients with LGG and patients with haematological malignancies in terms of generic QoL, but they were still very different from the healthy population controls. They also had additional, brain cancer-specific problems. From a clinician’s point of view, if a patient is reporting, for example, high levels of fatigue, then this is something that the clinician can intervene in and hopefully improve the quality of life of patients in such need. We should offer to intervene and provide rehabilitation services to assist these patients. Research carried out by Gehring and colleagues in 2009 demonstrated the value of a cognitive rehabilitation programme in patients with LGG. 

My primary take-home message is that it is important to monitor the wellbeing of patients with brain tumours over a longer period of time, e.g. annual check-ups comprising neuro-cognitive testing and quality of life assessment.
Q. Are you planning any follow-up studies in light of your results?
A. Our hospital is currently developing a survivorship and rehabilitation care program.  I am hoping that, as part of that program, we will have the opportunity to develop and test both cognitive and psychosocial rehabilitation interventions for patients with brain cancer. Some of my co-authors, the neurologists and neuro-psychologists, are also carrying out further studies in this group.
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