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QUALITY OF LIFE IN MEN UNDERGOING RADICAL

PROSTATECTOMY: DATA FROM CAPSURE
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JANEEN DUCHANE, MARK S. LITWIN, PETER R. CARROLL, AND THE CAPSURE INVESTIGATORS

ABSTRACT
bjectives. Comorbidity is one of many factors that may affect health-related quality of life (HRQOL) in men
ith prostate cancer. We hypothesized that the number and type of comorbidities negatively affect HRQOL

n men undergoing radical prostatectomy.
ethods. We reviewed HRQOL outcomes before and up to 2 years after radical prostatectomy for men with

ocalized prostate cancer in the Cancer of the Prostate Strategic Urologic Research Endeavor (CaPSURE), a
ongitudinal disease registry. This analysis focused on 856 men who completed a pretreatment survey and
t least one posttreatment survey. HRQOL was assessed using the University of California, Los Angeles,
rostate Cancer Index (six subscales) and the Medical Outcomes Study 36-Item Short Form questionnaire
eight subscales and two summary scales). The associations between HRQOL and the number and type of
omorbidities were analyzed using repeated measures during a 2-year follow-up period.
esults. Preoperatively, men with no comorbidities had greater HRQOL scores than did men with comor-
idities for physical health and disease-specific measures, but not for mental health measures. Only sexual
unction and the physical component summary scores showed a significant interaction between the number
f comorbidities and time (P �0.01 and P � 0.03, respectively). Significant interactions with time were
bserved for other urinary conditions, gastrointestinal disease, heart disease, and hypertension on at least
ne HRQOL domain.
onclusions. Men with comorbidities had worse HRQOL scores than men without comorbidities, both
efore and after radical prostatectomy. However, with two exceptions, the scores declined at similar rates
fter surgery. Specific comorbidities also had an association with certain HRQOL domains. Therefore,
uring preoperative counseling, clinicians should consider a patient’s number and type of comorbidi-
ies. UROLOGY 67: 559–565, 2006. © 2006 Elsevier Inc.
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ecause men with prostate cancer are often el-
derly, they are likely to have other medical

onditions, such as heart disease, hypertension, di-
betes, and arthritis.1 Patient comorbidity has been

he current CaPSURE Investigators are listed in the Appendix.
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hown to predict for health-related quality of life
HRQOL) for those with prostate2,3 and other can-
ers.3–8 Comorbidity may be associated with worse
RQOL in specific domains, depending on the
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ancer type.6–8 Recently, Hu and colleagues2 stud-
ed characteristics that might assist in predicting
rostate cancer-specific domains of HRQOL 1 year
fter radical prostatectomy (RP) and found the
resence of comorbidity to be one of those predic-
ors. In addition, Schag and colleagues3 showed
hat prostate cancer survivors experience HRQOL
eclines over time that were predicted by the pres-
nce of comorbidity.
However, these analyses of an association be-

ween comorbidity and HRQOL have been con-
ucted mostly for patients with cancer other than
rostate cancer.4–8 We undertook this analysis to
xamine the impact of comorbidity on general and
isease-specific HRQOL over time in men under-
oing RP for prostate cancer. We hypothesized that
en with more comorbid conditions at baseline
ould have worse HRQOL at baseline than men
ith no comorbidities. We also hypothesized that
ver time these HRQOL differences would persist.

MATERIAL AND METHODS

We drew subjects from the Cancer of the Prostate Strategic
rologic Research Endeavor (CaPSURE), a longitudinal, ob-

ervational prostate cancer disease registry that includes pa-
ients with biopsy-proven adenocarcinoma from 40 urology
ractices nationwide. Subjects submit semiannual HRQOL
uestionnaires until death or withdrawal from the study. All
articipants provided informed consent before study enroll-
ent. Additional details of the project method have been pre-

iously reported.9

All subjects included in this analysis underwent RP without
eoadjuvant or adjuvant androgen deprivation or other treat-
ent, all had clinically localized disease, baseline comorbidity

nformation, and answered a preoperative HRQOL question-
aire and at least one postoperative HRQOL questionnaire. As
f June 2003, 3391 men in the database had undergone RP. Of
hese, 2826 (83%) had provided comorbidity information. Of
hese, 856 completed preoperative and postoperative HRQOL
uestionnaires and constituted our sample. We analyzed
RQOL outcomes for 2 years after RP.
On their baseline questionnaires, subjects completed a

hecklist that included 11 categories of common comorbidity:
rthritis, rheumatic diseases, and musculoskeletal conditions
collectively termed arthritis); hypertension; stomach, intesti-
al, and gastrointestinal (GI) diseases (GI diseases); urinary
onditions; heart disease; cancer (other than prostate); lung
isease; diabetes; kidney disease; stroke and neurologic con-
itions; and blood diseases. Space was also provided to write

n other comorbid conditions. Recoding of common responses
n the “other condition” text fields led to the creation of five
dditional categories: mental illness; ear, nose, and throat con-
itions; chronic infectious diseases (including human immu-
odeficiency virus/acquired immunodeficiency syndrome);
nd disease of the internal organs (eg, liver, pancreas, spleen).

The number of comorbidities reported was then summed
nd, because of its skewed distribution, analyzed as a categor-
cal variable with three levels (none, one to two, and three or

ore). Information regarding illness severity was not col-
ected. Because summing the number of comorbidities treated
ach comorbidity as equally important, the more common
omorbidities were also analyzed individually (ie, arthritis,
ypertension, GI diseases, urinary conditions, heart disease,

ther cancers, and lung disease). c

60
The Medical Outcomes Study Short Form 36-Item
SF-36)10 and University of California, Los Angeles, Prostate
ancer Index11 (UCLA-PCI) health surveys were used to mea-

ure general and prostate-cancer specific HRQOL, respec-
ively. The SF-36 consists of eight individual domains and two
ummary scores measuring physical and mental HRQOL. The
CLA-PCI quantifies sexual, urinary, and bowel function and
other in men with prostate cancer. Each domain is scored
rom 0 to 100, with higher scores representing better out-
omes (better function and less bother). The mental and phys-
cal component summaries of the SF-36 are standardized to a
opulation mean of 50 and standard deviation of 10. Min-

mally detectable and meaningful differences are consid-
red to be three points (one-third of a standard deviation)
or the SF-36 component summary scales and 5 to 10 points
or the other SF-36 scales and the UCLA-PCI.10,12 Because
uestionnaires were sent to the study participants biannu-
lly, 6-month time windows (ie, time from surgery to date
f questionnaire) were used to analyze the longitudinal
ata.
The association of the number of comorbidities with

RQOL outcomes was analyzed using a repeated measures
odel. This analytic method accounted for the likelihood that

n individual’s scores on a given outcome measure would cor-
elate over time. In addition, it handles missing values and
runcation in an optimal way, by taking into account the time
atterns of the available data. The repeated measures model
ncluded the number of comorbidities, 6-month period, and
n interaction between comorbidities and time. This interac-
ion term indicated whether patterns of HRQOL differed by
he number of comorbidities. The model also included age at
reatment, education, income, body mass index, relationship
tatus, and race/ethnicity. Clinical risk (baseline serum pros-
ate-specific antigen, cancer grade, and T stage) at diagnosis
as not related to any HRQOL outcome in the preliminary
odels, and therefore was dropped from additional analysis.

ndividual comorbidities were analyzed in separate re-
eated measures models. No formal adjustment was made
or multiple HRQOL outcomes, and P �0.05 was used to
eport statistical significance. Analyses were performed us-
ng Statistical Analysis Systems, version 8.2 (SAS Institute,
ary, NC).

RESULTS

The 856 men included in this analysis were of
imilar age and marital status as other men receiv-
ng RP who were not included in the analysis.
owever, the men in this analysis were more edu-

ated, had higher incomes, were more likely to be
hite, and had a lower risk of disease than other
en undergoing RP.
These 856 men contributed 3140 questionnaires

or 3.7 per person) permitting us to examine lon-
itudinal changes in HRQOL. The median fol-
ow-up time after surgery was 16 months (range 3
o 30). During the observation period, 23 men un-
erwent a second prostate cancer treatment and 6
ied. The demographic and clinical characteristics
f the men who met the study criteria are reported
n Table I. Men with more comorbidities were
lder, more obese, and had lower incomes.
Men with more comorbidities had significantly
orse HRQOL scores at baseline for all domains ex-
ept mental health, role emotional, social function,

UROLOGY 67 (3), 2006
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nd the mental component summary (Table II).
owever, over time, all HRQOL domains, except

or the SF-36 domain of role emotional, showed
ignificant differences by the number of comor-
idities.
Although their scores were consistently worse,

n general, men with more comorbidities did not
how a different pattern of HRQOL scores over
ime than men without comorbidities. Thus, al-
hough men with more comorbidities had lower
bsolute scores at all points, the slope, or rate of
hange, of their scores was similar to that of men
ithout comorbidities. Two exceptions to this pat-

ern were sexual function and the physical compo-
ent summary.
For the physical component summary, changes

ver time differed, albeit by less than 3 points,
or the three levels of comorbidity (interaction
erm, P � 0.03; Table II). For sexual function
Table II and Fig. 1), the changes in the scores for
he three levels of comorbidity were significantly

TABLE I. Patient characteris

haracteristics
None

(n � 168)

ge (yr)
�55 41 (24)
55–59 44 (26)
60–64 35 (21)
65–69 34 (20)
70� 14 (8)

ducation
�High school 9 (5)
High school graduate 39 (23)
Some college 36 (22)
College graduate 83 (50)

early income
�$30,000 19 (12)
$30–50,000 37 (23)
$50–75,000 33 (21)
�$75,000 70 (44)

elationship status
Married/in relationship 160 (96)
Single 7 (4)

ace/ethnicity
African-American 7 (4)
White, non-Hispanic 155 (92)
Other 6 (4)
ody mass index
Normal 56 (34)
Overweight 84 (51)
Obese 26 (16)

linical risk
Low 93 (57)
Intermediate 54 (33)
High 16 (10)

ata presented as number, with percentages in parentheses.
ategories may not total to “n” because of missing values; percentages may not sum
ifferent (interaction term, P �0.001). At baseline, n

ROLOGY 67 (3), 2006
en without comorbid conditions reported the
est sexual functioning (P �0.0001). However, by
4 months postoperatively, no significant differ-
nces were found in sexual functioning among the
hree groups (P � 0.38), indicating that the groups
hanged over time at different rates.
Specific comorbidities were also analyzed to de-

ermine their association with HRQOL during the
years after RP. For men with and without other
rinary conditions, there was a 17-point difference

n urinary bother scores before RP (73 versus 90,
espectively, P �0.0001). Two years after RP, the
ifference had narrowed to only 6 points (78 versus
4, P � 0.07). For men with GI conditions, urinary
unction (P �0.01), urinary bother (P �0.01), and
exual function (P � 0.049) differed significantly in
heir patterns over time compared with men without
I conditions.
The changes in scores for physical function (P
0.01), role physical (P �0.01), general health
erceptions (P �0.01), and the physical compo-

by number of comorbidities
1–2

(n � 491)
3�

(n � 197) P Value

�0.0001
76 (15) 19 (10)

108 (22) 34 (17)
122 (25) 42 (21)
123 (25) 63 (32)
62 (13) 39 (20)

0.13
48 (10) 26 (13)

121 (25) 41 (21)
87 (18) 45 (23)

230 (47) 84 (43)
0.01

83 (18) 41 (22)
100 (22) 58 (31)
93 (20) 32 (17)

182 (40) 55 (30)
0.11

458 (95) 179 (91)
24 (5) 17 (9)

0.73
20 (4) 12 (6)

451 (92) 175 (89)
20 (4) 10 (5)

�0.01
103 (21) 48 (25)
282 (59) 91 (47)
96 (20) 56 (29)

0.12
222 (46) 86 (45)
192 (40) 75 (39)
67 (14) 30 (16)

0 owing to rounding.
tics
ent summary (P �0.01) were significantly differ-
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TABLE II. Adjusted* pretreatment HRQOL scores and changes at 1 and 2 years after
treatment by number of comorbidities

RQOL Domain by No.
omorbidities

Before
Treatment

Change in Score from Before
Treatment to 1 yr After RP

Change in Score from Before
Treatment to 2 yr After RP

hysical function
No comorbidity 95.0 � 1.2 �1.7 � 1.2 �1.9 � 1.6
1–2 Comorbidities 90.7 � 0.7 �0.4 � 0.7 �1.4 � 1.0
3� Comorbidities 85.0 � 1.1 �2.0 � 1.2 �2.1 � 1.5

ole physical
No comorbidity 92.8 � 2.3 �1.0 � 2.5 �2.6 � 3.2
1–2 Comorbidities 85.7 � 1.4 �1.1 � 1.5 �1.3 � 2.0
3� Comorbidities 77.4 � 2.2 �1.6 � 2.5 �1.0 � 2.9

itality
No comorbidity 74.8 � 1.4 �0.6 � 1.3 �0.3 � 1.9
1–2 Comorbidities 70.3 � 0.8 �1.9 � 0.8‡ �1.1 � 1.2
3� Comorbidities 63.1 � 1.3 �0.9 � 1.3 �1.3 � 1.8
odily pain
No comorbidity 92.9 � 1.4 �0.6 � 1.5 �6.1 � 2.2‡

1–2 Comorbidities 87.3 � 0.8 �2.5 � 0.9‡ �2.5 � 1.4
3� Comorbidities 82.6 � 1.3 �2.0 � 1.5 �4.2 � 2.1‡

ental health
No comorbidity 79.3 � 1.3 �5.0 � 1.2‡ �4.6 � 1.6‡

1–2 Comorbidities 77.4 � 0.8 �4.2 � 0.7‡ �4.7 � 1.0‡

3� Comorbidities 76.0 � 1.2 �4.0 � 1.2‡ �2.0 � 1.5
ole emotional
No comorbidity 86.7 � 2.5 �3.8 � 2.8 �3.2 � 3.7
1–2 Comorbidities 81.4 � 1.5 �6.7 � 1.7‡ �7.4 � 2.3‡

3� Comorbidities 81.7 � 2.4 �6.2 � 2.8‡ �4.8 � 3.5
ocial function
No comorbidity 90.1 � 1.5 �3.2 � 1.6 �3.3 � 2.2
1–2 Comorbidities 89.0 � 0.9 �1.5 � 1.0 �0.2 � 1.4
3� Comorbidities 87.5 � 1.4 �1.0 � 1.6 �6.8 � 2.1‡

eneral health
No comorbidity 84.2 � 1.4 �0.5 � 1.2 �2.3 � 1.6
1–2 Comorbidities 76.3 � 0.8 �0.4 � 0.8 �2.2 � 1.0‡

3� Comorbidities 66.6 � 1.3 �1.9 � 1.2 �0.6 � 1.5
hysical component summary†

No comorbidity 56.3 � 0.6 �1.4 � 0.6‡ �2.7 � 0.7‡

1–2 Comorbidities 53.6 � 0.3 �1.7 � 0.4‡ �1.8 � 0.5‡

3� Comorbidities 50.0 � 0.5 �0.5 � 0.6 �1.8 � 0.7‡

ental component summary
No comorbidity 52.0 � 0.8 �2.5 � 0.7‡ �2.6 � 0.9‡

1–2 Comorbidities 50.7 � 0.7 �2.3 � 0.5‡ �2.4 � 0.6‡

3� Comorbidities 51.0 � 0.6 �1.8 � 0.7‡ �0.8 � 0.9
rinary function
No comorbidity 94.5 � 1.0 �14.6 � 1.9‡ �16.1 � 2.1‡

1–2 Comorbidities 93.5 � 0.6 �16.7 � 1.1‡ �15.0 � 1.3‡

3� Comorbidities 90.6 � 0.9 �18.1 � 1.8‡ �18.1 � 2.0‡

rinary bother
No comorbidity 91.2 � 1.7 �4.4 � 2.5 �6.2 � 2.8‡

1–2 Comorbidities 87.4 � 1.0 �6.1 � 1.5‡ �3.9 � 1.7‡

3� Comorbidities 83.3 � 1.6 �6.0 � 2.4‡ �4.0 � 2.6
exual function†

No comorbidity 64.9 � 2.0 �30.7 � 2.1‡ �29.6 � 2.4‡

1–2 Comorbidities 61.3 � 1.2 �34.1 � 1.3‡ �28.1 � 1.5‡

3� Comorbidities 53.1 � 1.8 �27.4 � 2.0‡ �22.2 � 2.3‡

exual bother
No comorbidity 74.5 � 2.8 �29.9 � 3.5‡ �24.4 � 4.2‡

1–2 Comorbidities 66.8 � 1.6 �32.0 � 2.1‡ �24.2 � 2.6‡

3� Comorbidities 59.9 � 2.6 �28.4 � 3.4‡ �24.4 � 4.0‡
Continued

62 UROLOGY 67 (3), 2006
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nt for men with and without heart disease. In ad-
ition, men with hypertension had significantly
ifferent patterns over time for role emotional (P �
.01), social function (P �0.01), and the mental
omponent summary (P �0.01) compared with
en without hypertension. No significant HRQOL

ifferences were found for lung disease, other can-
er, or arthritis during the 2-year period.

COMMENT

We began the study with two hypotheses. First,
e hypothesized that men with more comorbid

onditions would have worse HRQOL than men
ithout comorbidities at baseline, and we found

his to be true. Our second hypothesis was that
hese differences would be maintained over time;
ere our findings were mixed. In almost all cases,
he HRQOL scores for men with comorbidities
ere worse at each point, and this difference was
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IGURE 1. UCLA-PCI sexual function by number of co-
orbidities showing adjusted mean sexual function

cores for each period after RP. Scores were adjusted
or age, education, income, body mass index, relation-
hip status, and race/ethnicity. Interaction between pe-
iod and number of comorbidities, P �0.001.

TABLE II.
RQOL Domain by No.
omorbidities

Before
Treatment

Chan
Trea

owel function
No comorbidity 91.3 � 1.1
1–2 Comorbidities 88.6 � 0.6
3� Comorbidities 85.9 � 1.0
owel bother
No comorbidity 94.4 � 1.6
1–2 Comorbidities 90.7 � 0.9
3� Comorbidities 87.7 � 1.5

EY: HRQOL � health-related quality of life; RP � radical prostatectomy.
ata presented as mean � standard error.
All scores and change scores derived from repeated measures model that included
P �0.05 for interaction term between number of comorbidities and time period (ie
P �0.05 represents change in score that deviates from 0.
onstant over time. s

ROLOGY 67 (3), 2006
However, for sexual function and the physical
omponent summary, men without comorbidities
ad a greater decline in HRQOL than men with
omorbidities. One explanation could be a floor
ffect, in that those men with more comorbidities
ad low sexual function scores at baseline and
ould not move much further down the scale. Cer-
ainly, those without comorbidities had more to
ose in these domains after surgery. However, Hu
t al.2 demonstrated that men without comorbidi-
ies were more likely to return to baseline physical
unction 1 year after RP.

Notably, for most HRQOL domains, the patterns
f decline after RP were similar in men with and
ithout comorbidities. A study of women with
reast cancer demonstrated similar results. Co-
orbidity was associated with a lower quality of
ell-being scores, but not the rate of change over

ime for breast cancer survivors.8 In other cancer
urvivor studies, comorbidity has been associated
ith HRQOL declines over time.3,5,7

For the SF-36 scores that declined significantly
fter RP (ie, bodily pain, general health, and the
hysical component summary), the decline con-
inued during the 2 years of the study. In contrast,
he UCLA-PCI scores that were significantly lower
fter RP showed some improvement between years
and 2 (ie, sexual function) or a leveling between

ears 1 and 2 (ie, urinary function). The pattern for
F-36 scores might have been due to the effect of
ging, whereas the specific bodily functions af-
ected by prostatectomy might improve with re-
overy time.
The criteria of meaningful differences (3 points

or the SF-36 component summary scales and 5 to
0 points for the other SF-36 scales and the UCLA-
CI) were met for statistically significant declines

n sexual function, sexual bother, and urinary
unction after surgery. They were equivocal for the

ontinued
Score from Before

nt to 1 yr After RP
Change in Score from Before
Treatment to 2 yr After RP

0.04 � 1.1 �1.6 � 1.5
�0.6 � 0.7 �0.2 � 1.0
�1.9 � 1.1 �0.8 � 1.4

�2.5 � 1.9 �2.7 � 2.2
�1.6 � 1.1 �1.4 � 1.4
�0.4 � 1.9 �1.7 � 2.1

treatment, education, income, body mass index, marital status, and race/ethnicity.
ge over time differed by comorbidity group).
C
ge in
tme

�

age at
, chan
tatistically significant changes in bodily pain, role
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motional, social function, and the physical and
ental component summary scores.
In addition to the number of comorbidities, the

ndividual comorbidities of heart disease, hyper-
ension, other urinary conditions, and GI disease
ad an association with particular domains of
RQOL, although others did not (ie, arthritis,
ther cancers, and lung disease). Our findings
ight be consistent with the underlying patho-

hysiology of the specific comorbidities. Men
ithout other urinary conditions showed greater
eclines than men with other urinary conditions in
rinary bother scores 2 years after RP. It may be
hat these men developed outlet obstruction as a
ew condition after surgery and that the men with
rior urinary conditions had learned to cope with
hese issues.
The association between hypertension and the

motional domains of the SF-36 is consistent with
tudies showing that hypertensive patients report a
ore depressed or anxious mood than those with-

ut hypertension.13,14 Similarly, the association we
ound between heart disease and the physical do-

ains of HRQOL may be related to the discomfort
nd limitation of daily activities seen with angina
nd dyspnea.15 Our results are also consistent with
study showing that lung cancer survivors with

nown heart disease have lower physical compo-
ent summary scores than those without heart
isease.7
Our study had several limitations. This cohort of
en was not a random sample and might not be

epresentative of men who undergo RP in general
r of all men in CaPSURE treated with surgery.
en who answered the study questionnaires and

ould be included in this analysis appeared to be of
igher socioeconomic backgrounds. An important
onsideration is that we did not assess the severity
f the comorbidities or the development of new
omorbidities during the follow-up period. Many
f the declines in HRQOL we noted during the
-year observation period were statistically, but
ot clinically, significant. In addition, because co-
orbidity may predict the treatment received,

hese results may not be generalizable to men with
rostate cancer who choose other management op-
ions.16,17

Nonetheless, the sample was drawn from prac-
ices across the United States, allowing geographic
nd clinical diversity. Most subjects were treated in
ommunity-based private practices. In addition,
e were able to study a variety of specific comor-
idities.
Therefore, our data support the hypothesis that

omorbidity is associated with HRQOL in men un-
ergoing RP. During preoperative counseling, cli-
icians should consider the number and type of a

atient’s comorbidities. Men without comorbidi- c

64
ies should be told that their sexual function is
ore likely to decrease. In addition, men with

ther urinary conditions may find minimal differ-
nces in their urinary bother after surgery.

CONCLUSIONS

Men with more comorbidities have a worse qual-
ty of life before and after RP. However, with two
xceptions, the HRQOL scores declined at similar
ates in men with and without comorbidities. In
ddition, specific comorbidities, such as hyperten-
ion, heart disease, GI disease, and urinary condi-
ions, were associated with declines in particular
RQOL domains.

REFERENCES
1. Post PN, Kil PJM, Hendrikx AJM, et al: Comorbidity in

atients with prostate cancer and its relevance to treatment
hoice. BJU Int 84: 652–656, 1999.

2. Hu JC, Elkin EP, Pasta DJ, et al: Predicting quality of life
fter radical prostatectomy: results from CaPSURE. J Urol
71: 703–708, 2004.

3. Schag CAC, Ganz PA, Wing DS, et al: Quality of life in
dult cancer survivors of lung, colon, and prostate cancer.
ual Life Res 3: 127–141, 1994.

4. Engel J, Kerr J, Schlesinger-Raab A, et al: Predictors of
uality of life of breast cancer patients. Acta Oncol 42: 710–
18, 2003.

5. Fang FM, Chiu HC, Kuo WR, et al: Health-related qual-
ty of life for nasopharyngeal carcinoma patients with cancer-
ree survival after treatment. Int J Radiat Oncol Biol Phys 53:
59–968, 2002.

6. Gil Z, Abergel A, Spektor S, et al: Quality of life follow-
ng surgery for anterior skull base tumors. Arch Otolaryngol
ead Neck Surg 129: 1303–1309, 2003.

7. Sarna L, Padilla G, Holmes C, et al: Quality of life of
urvivors of non-small-cell lung cancer. J Clin Oncol 20:
920–2929, 2002.

8. Vacek PM, Winstead-Fry P, Secker-Walker RH, et al:
actors influencing quality of life in breast cancer survivors.
ual Life Res 12: 527–537, 2003.

9. Lubeck DP, Litwin MS, Henning JM, et al: The CaPSURE
atabase: a methodology for clinical practice and research in
rostate cancer. Urology 48: 773–777, 1996.
10. Ware J, Kosinski M, Keller S: SF-36 Physical and Mental

ealth Summary Scales: A User’s Manual. Boston, New England
edical Center, 1994.
11. Litwin MS, Hays RD, Fink A, et al: The UCLA Prostate

ancer Index: development, reliability, and validity of a
ealth-related quality of life measure. Med Care 36: 1002–
012, 1998.
12. Jaeschke R, Singer J, and Guyatt GH: Measurement of

ealth status: ascertaining the minimal clinically important
ifference. Control Clin Trials 10: 407–415, 1989.
13. Lyketsos G, Arapakis G, Psaras M, et al: Psychological

haracteristics of hypertensives and ulcer patients. J Psycho-
om Res 26: 255–262, 1982.

14. Rabkin J, Charles E, and Kass F: Hypertension and
SM-III depression in psychiatric outpatients. Am J Psychia-

ry 140: 1072–1074, 1983.
15. Wiklund I, Herlitz J, and Hjalmarson A: Quality of life

ve years after myocardial infarction. Eur Heart J 10: 464–
72, 1989.
16. Schwartz KL, Alibhai SM, Tomlinson G, et al: Contin-

ed undertreatment of older men with localized prostate can-

er. Urology 62: 860–865, 2003.

UROLOGY 67 (3), 2006



b
1

T
C
F
N
A
F
K
V
w
A
M
C
T
O
c
U
o
C
C
R
M
M

E
U
U
a
L
W
K
d
(
M
t
o
P
(
y
C
(
W
s
a
O
C
g
S
C
U
M

U

17. Alibhai SM, Krahn MD, Cohen MM, et al: Is there age
ias in the treatment of localized prostate carcinoma? Cancer
00: 72–81, 2004.

APPENDIX

he current CaPSURE Investigators are as follows: Peter R.
arroll, M.D. (University of California, San Francisco, San
rancisco, CA), James S. Cochran, M.D. (Urology Clinics of
orth Texas, Dallas, TX), Christopher J. Kane, M.D. (Veterans
ffairs Medical Center, San Francisco, CA), Donald P.
innerty, M.D. (PAPP Clinic, Newnan, GA), Eugene V.
ramolowsky, M.D. (Virginia Urology Center, Richmond,
A), Robert M. Segaul, M.D. (Urology Associates of West Bro-
ard Belle Terre, Sunrise, FL), Paul Sieber, M.D. (Urological
ssociates of Lancaster, Lancaster, PA), Stanley A. Brosman,
.D. (Pacific Clinical Research, Santa Monica, CA), Lynn W.
onrad, M.D. (Urology Center of the South, PC, Memphis,
N), Joseph N. Macaluso, Jr, M.D. (Urologic Institute of New
rleans, Gretna, LA), Michael Flanagan, M.D. (Urology Spe-

ialists, Waterbury, CT), Jeffrey K. Cohen, M.D. (Triangle
rology Group, Pittsburgh, PA), Jerrold Sharkey, M.D. (Urol-
gy Health Center, New Port Richey, FL), Thomas W.
oleman, M.D. (Mobile Urology Group, Mobile, AL), Elliott
. Silbar, M.D. (Clinic of Urology, Milwaukee, WI), Paul S.
ay, D.O. (Cook County Hospital, Chicago, IL), David Noyes,
.D. (Berkshire Urological Associates, P.C., Pittsfield, MA),

ohammed Mostafavi, M.D. (Urology Group of Western New n
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ngland, Springfield, MA), Louis Keeler, III, M.D. (Center for
rologic Care, Voorhees, NJ), James Gottesman, M.D. (Seattle
rological, Seattle, WA), Bhupendra M. Tolia, M.D. (Associ-

ted Advanced Adult & Pediatric Urology, Bronx, NY), W.
amar Weems, M.D. (Mississippi Urology, Jackson, MS), Glen
ells, M.D. (Alabama Urology, Birmingham, AL), Richard J.

ahnoski, M.D. (Michigan Medical, Grand Rapids, MI), Shel-
on J. Freedman, M.D. (Las Vegas, NV), Randil Clark, M.D.
North Idaho Urology, Coeur D’Alene, ID), David Penson,
.D., M.P.H. (Veterans Affairs Puget Sound Health Care Sys-

em, Seattle, WA), Mark Austenfeld, M.D. (Kansas City Urol-
gy Care, Kansas City, MO), Henri P. Lanctin, M.D. (Adult &
ediatric Urology, St. Cloud, MN), J. Brantley Thrasher, M.D.
University of Kansas, Kansas City, KS), and David W. Bow-
er, M.D. (Snake River Urology, Twin Falls, ID). The former
aPSURE investigators are as follows: John Forrest, M.D.

1995–1999, Urologic Specialists of Oklahoma, Tulsa, OK),
illiam Schmeid, M.D. (1995–1999, Metro Urology, Jeffer-

onville, IN), Glen Brunk, M.D. (1995–1999, Urology of Indi-
na, Indianapolis, IN), Jay Young, M.D. (1995–2001, South
range County Medical Research Center, Laguna Woods,
A), Gary Katz, M.D. (1996–2000, Medical College of Vir-
inia and Veterans Affairs Medical Center, Richmond, VA),
tacy J. Childs, M.D. (1999–2000, Cheyenne Urological,
heyenne, WY), Kevin Tomera, M.D. (1999–2001, Alaska
rological Associates, Anchorage, AK), and Clayton Hudnall,
.D. (1995–2002, Urology San Antonio Research, San Anto-
io, TX).
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