
My hot flush diary
It can help to keep a diary of your hot flushes. Keeping a diary helps you and your doctor or nurse understand how your hot flushes  
are affecting you and your life. You’ll be able to see if there are any situations, drinks or foods that might bring on a hot flush. 

The diary can help you to decide whether to have treatment for your hot flushes or whether there are things you can do to 
manage them. You can take your diary to your appointments with your doctor, nurse or other health professional.

Weekly plan
Fill this in at the start of your week.

Dates: From:     To:

What medicines I’m taking this week for my hot flushes (if any): 

What I’m doing this week to try to manage my hot flushes (if anything):

Daily diary 
Fill this in every day.

Day Number of hot 
flushes in the day 

Number of hot 
flushes at night 

How long did they  
last today? (Tick all 
that apply)

How did they affect 
you today? (Tick all 
that apply)

What do you think might have triggered 
your hot flushes today? (Tick all that apply)

Monday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:

Tuesday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:



Day Number of hot 
flushes in the day 

Number of hot 
flushes at night 

How long did they  
last today? (Tick all 
that apply)

How did they affect 
you today? (Tick all 
that apply)

What do you think might have triggered 
your hot flushes today? (Tick all that apply)

Wednesday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:

Thursday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:

Friday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:

Saturday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:

Sunday  a few seconds
 a few minutes
 more than 10 minutes

 a bit hot
 quite hot and sweaty
 very hot and sweaty

 smoking
 alcohol
 caffeine
 spicy food
 hot food

 hot drinks
 changes in temperature
 physical activity
 stress

 other:



How did it go?
Fill this in at the end of the week.

This week, how much have hot flushes interfered with these aspects of 
your life? Circle one number for each aspect of your life.

Do not interfere         Completely interfere
0                4

Work  0                1                2                3                4

Social activities  0                1                2                3                4

Hobbies and sports 0                1                2                3                4

Sleep   0                1                2                3                4

Mood   0                1                2                3                4

Concentration   0                1                2                3                4

Relationships  0                1                2                3                4 

Sexual activity  0                1                2                3                4

Notes on how my hot flushes have affected me this week:

Action plan
Fill this in at the end of the week.

Things I want to try to help manage my hot flushes next week  
(tick all that apply):

 stopping smoking or cutting down
 getting to a healthy weight 
 drinking less alcohol
 drinking less caffeine
 eating less spicy food
 other:

Treatments to ask my doctor, nurse or other health professional about:

 
Other things to ask my doctor, nurse or other health professional about:

If you have questions about treating or managing hot flushes, speak 
to our Specialist Nurses on 0800 074 8383 or chat to them online at 
prostatecanceruk.org

 eating less hot food
 drinking fewer hot drinks
 managing changes in temperature
 changing my physical activity
 managing my stress

Prostate Cancer UK is a registered charity in England and Wales (1005541) and in Scotland (SC039332). Registered company number 02653887.42
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http://prostatecanceruk.org

	Text1: 
	Text2: 
	Text3: 
	Text29: 
	Text4: 
	Text6: 
	Check Box5: Off
	Check Box9: Off
	Check Box11: Off
	Check Box12: Off
	Check Box6: Off
	Check Box18: Off
	Check Box21: Off
	Check Box13: Off
	Check Box10: Off
	Check Box7: Off
	Check Box8: Off
	Check Box19: Off
	Check Box14: Off
	Check Box20: Off
	Check Box15: Off
	Check Box17: Off
	Check Box16: Off
	Text8: 
	Text7: 
	Text5: 
	Check Box25: Off
	Check Box27: Off
	Text9: 
	Check Box28: Off
	Check Box22: Off
	Check Box34: Off
	Check Box29: Off
	Check Box26: Off
	Check Box23: Off
	Check Box24: Off
	Check Box35: Off
	Check Box30: Off
	Check Box36: Off
	Check Box31: Off
	Check Box33: Off
	Check Box32: Off
	Text10: 
	Text11: 
	Check Box37: Off
	Check Box41: Off
	Check Box40: Off
	Check Box43: Off
	Check Box49: Off
	Check Box38: Off
	Check Box44: Off
	Check Box50: Off
	Check Box39: Off
	Check Box42: Off
	Check Box45: Off
	Check Box51: Off
	Check Box46: Off
	Check Box52: Off
	Check Box47: Off
	Check Box48: Off
	Text12: 
	Text13: 
	Text14: 
	Check Box53: Off
	Check Box59: Off
	Check Box65: Off
	Check Box54: Off
	Check Box57: Off
	Check Box60: Off
	Check Box66: Off
	Check Box55: Off
	Check Box56: Off
	Check Box58: Off
	Check Box61: Off
	Check Box67: Off
	Check Box62: Off
	Check Box68: Off
	Check Box63: Off
	Check Box64: Off
	Text15: 
	Text16: 
	Text17: 
	Check Box69: Off
	Check Box72: Off
	Check Box75: Off
	Check Box81: Off
	Check Box70: Off
	Check Box76: Off
	Check Box82: Off
	Check Box71: Off
	Check Box73: Off
	Check Box74: Off
	Check Box77: Off
	Check Box83: Off
	Check Box78: Off
	Check Box84: Off
	Check Box79: Off
	Check Box80: Off
	Text18: 
	Text19: 
	Text20: 
	Check Box85: Off
	Check Box88: Off
	Check Box91: Off
	Check Box97: Off
	Check Box86: Off
	Check Box89: Off
	Check Box92: Off
	Check Box98: Off
	Check Box87: Off
	Check Box90: Off
	Check Box93: Off
	Check Box99: Off
	Check Box94: Off
	Check Box100: Off
	Check Box95: Off
	Check Box96: Off
	Text21: 
	Text22: 
	Text23: 
	Check Box101: Off
	Check Box107: Off
	Check Box113: Off
	Check Box102: Off
	Check Box105: Off
	Check Box108: Off
	Check Box114: Off
	Check Box103: Off
	Check Box104: Off
	Check Box106: Off
	Check Box109: Off
	Check Box115: Off
	Check Box110: Off
	Check Box116: Off
	Check Box111: Off
	Check Box112: Off
	Text24: 
	Check Box126: Off
	Check Box125: Off
	Check Box124: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box123: Off
	Group9: Choice1
	Check Box121: Off
	Check Box122: Off
	Check Box127: Off
	Text26: 
	Group10: Choice1
	Group11: Choice1
	Text27: 
	Group12: Choice1
	Group13: Choice1
	Group14: Choice1
	Group15: Choice1
	Group16: Choice1
	Text25: 
	Text28: 


