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Prostate Cancer and Quality of Life: 
Q&A with Alison Birtle, Consultant Clinical Oncologist And Honorary Clinical Senior 
Lecturer at Lancashire Teaching Hospital

Why is there an increasing focus 
on health-related quality of life 
(HRQoL) in the management 
of men with advanced prostate 
cancer? 

Before 2004, we could do little for 
men with advanced prostate cancer, 
apart from offer symptomatic relief. 
Then results were published from 
the TAX 327 study, which compared 
docetaxel and mitoxantrone, both 
given with prednisone, for hormone-
refractory advanced prostate cancer. 
Median survival was 16.5 months 
with mitoxantrone, 18.9 months with 
docetaxel every 3 weeks and 17.4 
months with weekly docetaxel.1  For 
the first time, we could demonstrate 
a survival advantage in advanced 
prostate cancer. Since then, a growing 
number of treatments means that 
men with advanced prostate cancer 
can potentially remain well with a 
good HRQoL for a long time. In effect, 
advanced prostate cancer is increasingly 
a chronic condition. So, we have to 
minimise side effects and maximise 
HRQoL for as long as possible. 

What are the main problems that 
undermine HRQoL in men with 
metastatic castration resistant 
prostate cancer (mCRPC)?

In my experience, pain and fatigue 
often have the greatest impact on 
HRQoL in men with mCRPC. Chronic 
pain, which is often generalised, 
can undermine HRQoL, while acute, 
localised pain may be the first sign of 
progression. Fatigue can also have a 
marked impact on HRQoL. Within 6 
months, men with advanced prostate 
cancer can go from still managing to 
go for a long walk to being just about 
able to get around the corner to the 
shops. They’ll still be at performance 
status 1, but the impact of the change 
in their physical performance on their 
HRQoL can be marked. It’s important 
that we understand our patients’ goals 
and what affects their HRQoL so that 
we can plan treatment accordingly. 

How do you assess HRQoL in the 
clinic?

I tend to focus on key drivers of HRQoL 
in men with mCRPC. I ask about 
weight. Cancer teams often tend to 
become fixated on weight loss and 
cachexia. Hormonal treatments can, 
however, result in weight gain that 
undermines HRQoL and which can 
contribute to the metabolic syndrome 
associated with androgen deprivation. 
Controlling the metabolic syndrome 
may be important for long-term 
survival as we move towards treating 
advanced prostate cancer as a chronic 
disease.

I also ask men with advanced prostate 
cancer about body image, breast 
tenderness and depression, and to rate 
their pain. I tie questions about the 
fatigue to fixed events to aid recall. 
Rather than, for example, asking how 
their current energy level compares to 
‘six months ago’, I ask the patient to 
compare to, for instance, Christmas 
or Easter. Recently, I have started 
collecting these data and looking at 
trends over time and with different 
therapies. 

Do you use HRQoL scales?

HRQoL scales are valuable in clinical 
studies, but they are not really useful in 
a busy clinic. For example, in a study, 
a research nurse is on hand to help 
volunteers complete the questionnaire. 
We don’t have the resources for this 
or the time to evaluate formal HRQoL 
questionnaires in a routine clinic. They’re 
just too unwieldly for the real world.

In addition, specific instruments – 
such as the prostate module for the 
European Organisation for Research 
and Treatment of Cancer (EORTC) 
QLQ-C30 or Functional Assessment 
of Cancer Therapy-Prostate (FACT-P) 
questionnaire – include domains about 
issues such as urinary function that are 
much more relevant for early prostate 
cancer than for men in the advanced, 
palliative setting. 
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On the other hand, I use visual 
analogue scales for pain and the 
Brief Pain Inventory, which can be 
easily completed even in a busy clinic. 
But these look at only one aspect of 
HRQoL.

How can treatment influence 
HRQoL?

In the palliative setting, we are looking 
for treatments that improve HRQoL. 
Indeed, while side effects are common, 
chemotherapy can improve HRQoL. 
In the TAX 327 study, for example, 
22% and 23% of men reported 
improvements in their HRQoL with 
docetaxel every three weeks or weekly 
respectively, compared to 13% with 
mitoxantrone.1 Despite side effects, 
docetaxel improved all HRQoL domains 
including weight loss, appetite, pain, 
physical comfort, and bowel and 
genitourinary function.1 

TAX 327 showed that men felt better 
on chemotherapy despite the side-
effects. I now tell patients that about 
30% of men with advanced prostate 
cancer feel better on chemotherapy, 
and that the improvement in pain 
control and HRQoL can emerge rapidly, 
in some cases after the first cycle. 
Some patients, however, really want 
an oral treatment and infusions would 
comprise their HRQoL unacceptably. 
We have to respect patients’ views and 
tailor treatment accordingly.

Do the cancer teams’ and the 
patients’ views of HRQoL differ?

Inevitably, we tend to focus on overall 
survival even when treating mCRPC. 
However, the ‘Prostate Cancer: Living, 
not Just Surviving’ report developed 
by Janssen and national patient 
organisations, revealed, for example, 
that UK men living with prostate cancer 
are more likely to worry about intimacy 
problems with their partner (43%) and 
the practical impact on their family 
routine (36%) than dying (27%).2 In 
general, we are aware of these issues 
and tailor treatment accordingly. There 

can, sometimes, be a discordance 
between patients and professionals. 

For example, a patient receiving 
palliative treatment will focus 
excessively on their Prostate Specific 
Antigen (PSA) levels. We explain that if 
they feel better, if their pain is gone, if 
their energy levels are higher, then the 
PSA levels are less important. Indeed, a 
significant number of patients show a 
marked mismatch between PSA levels 
and the severity of symptoms or the 
impact on HRQoL. On the other hand, 
I would never persist with a treatment 
that caused significant side effects 
even though the PSA levels improved 
dramatically. 

How do you think HRQoL 
assessment will develop?

Uro-oncology clinical nurse specialists 
(CNSs) will probably take on more of 
the ‘routine’ assessment of men with 
prostate cancer, including evaluating 
HRQoL. We see patients with advanced 
prostate cancer every 4-6 weeks, and 
the increasing number of men living 
longer with the disease places an 
unsustainable burden on doctors. A 
uro-oncology clinical nurse specialist 
sits in on my clinical appointments, is 
familiar with the HRQoL domains that 
we collect and then follows up with 
patients during independent clinics, 
referring men to me when needed. 
Having a uro-oncology clinical nurse 
specialist is a huge advantage.

Key findings from the ‘Prostate 
Cancer: Living, Not Just 
Surviving’ report developed by 
Janssen and national patient 
organisations

• Only 13% of HCPs (n=80) 
feel that they have sufficient 
resources to address the quality 
of life issues that affect their 
prostate cancer patients.2 

• Over half (55%) of UK men 
with prostate cancer (n=103) 
surveyed state that they are so 
tired, they no longer feel able 
to take the regular exercise that 
81% of HCPs agree could lessen 
the physical impact of prostate 
cancer.2 

• Only 24% of men surveyed 
could recall receiving advice 
from a HCP on exercise.2 

• 60% of HCPs say they do not 
always proactively provide 
advice to patients on ways 
to improve their physical and 
emotional wellbeing.2 

• Fatigue has the biggest negative 
impact, particularly in metastatic 
patients (100%) and patients 
on medication such as hormone 
treatment, chemotherapy and 
steroids (88%).2,3  

• The biggest worry for men living 
with prostate cancer is intimacy 
problems with their partner 
(43%). Fear of death was only 
the fifth biggest worry (27%), 
with men also revealing greater 
worries about the practical 
impact on their family routine 
(36%), feeling ill (30%) and 
the emotional impact on their 
family (29%).2 

This feature was drafted by a medical 
writer funded by Janssen UK. Dr Birtle 
guided and reviewed the content 
and has not received payment for her 
involvement. For more information 
about Janssen UK, please visit  
www.janssenpro.com
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