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How much do you
already know?

Try this quiz

1. There is no set prostate-
specific antigen level that
indicates a man does or does
not have prostate cancer.
True/False

2. Men with benign prostatic
hyperplasia have
a higher risk of developing
prostate cancer.
True/False

3. The only way to diagnose
prostate cancer is with a
prostate biopsy.
True/False

4. On average, men with newly
diagnosed metastatic prostate
cancer have a life expectancy
of less than one year.
True/False

Answers on page 11
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Prostate cancer

How to treat +

I know there is g lot to take in
but my Doc told me | don't need to
rush intc 4 decision - | have time to

logk inte all of my options.
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Prostate cancer consultations are common in primary care and there is no one approach
to testing and treatment that fits all patients. Urologist Simon van Rij discusses the key considerations
and options for personalised care, appropriate investigation and treatment

atients with prostate cancer are
P seen every day in general practice.

At each stage — from the decision
to investigate for cancer right through to
palliative care for advancing metastatic
disease — GPs see it all. And the statis-
tics reflect this. In New Zealand, prostate
cancer is the most common cancer in men
and the second most common cause of
cancer death. In 2018 (the latest census
data), 4176 men were diagnosed with
prostate cancer and 495 men died from it.

Yet, for such animportant public health

issue, there remains considerable contro-
versy and numerous frequently raised
questions surrounding prostate cancer:
® Don’t all men die with prostate cancer
rather than from the condition?
® Does early detection confer any bene-
fit, or does it just lead to overtreatment
and side effects?

nzdoctor.co.nz/educate/prostate

® Who needs treatment and who should
avoid it?

Currently, in New Zealand, there is no
recommendation for population-based
screening for prostate cancer. This stance
isechoed in all major urological and cancer
society guidelines throughout the world.

Screening is often viewed as a “dirty
word” in relation to the prostate. At an
individual level, if diagnosed with stage
T or IT prostate cancer, survival is close to
100 per cent at five years, but if diagnosed
at stage IV, the survival rate is about 50
per cent at five years. However, popula-
tion screening must clearly show — for the
whole population, not just the individual
—ahealth benefit by reducing either mor-
bidity or mortality while minimisingharm
and being cost-effective.

The challenge in prostate cancer is that
the time from early detection to symp-

Simon van Rij
is a urologist
and clinical
lead for
urology at

Te Toka Tumai
Auckland

toms or death is, for most men, greater
than 10 years. Running trials and fol-
lowing men for such a long time, and
accounting for competing morbidity, has
made the evidence difficult to interpret.
Current evidence from large, popu-
lation-based, randomised controlled
trials shows a reduction in prostate can-
cer mortality but no change in all-cause
mortality with prostate cancer screen-
ing. Specifically, at 13 years, it is possible
to prevent 1.3 deaths and three cases of
metastatic disease for every 1000 men
screened (Figure 1, page 5). This, however,
comes at the expense of overdiagnosis
and overtreatment for potentially 20
per cent of the men diagnosed with
cancer. With further follow-up of this
trial at 18 years, the number need-
ed to screen and treat to prevent death
Continued on page 4
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Prostate cancer

PSA: Useful indicator of risk
or persistent source of anxiety?

creening for prostate cancer in as-

ymptomatic men is currently based

on the prostate-specific antigen
blood test. PSA is a liquefying enzyme
found in high levels in semen. Small
amounts leak into the bloodstream and
can be measured. An increasing blood
PSA level can be used as an indicator to
investigate further for prostate cancer.
There is no set PSA level that indicates a
man does or does not have prostate can-
cer, only that risk increases as the value
increases.

The PSA test is specific to the pros-
tate gland; however, it is not specific or
diagnostic for prostate cancer, and the
PSAlevel can be elevated for other rea-
sons, including:
¢ infection
¢ inflammation
® benign prostatic hyperplasia (BPH).

A question often asked is whether
bike riding or recent ejaculation raises
the PSA level, and whether a man
should abstain from such activities be-
fore testing. The answer has still not
been found, even with a study in 2022
looking at 101 men who cycled for one
hour before testing. The evidence for
an effect is weak, and it also strongly
reflects both the physiological and as-
say variability, which can be anywhere
up to 20 per cent on repeat testing.
Therefore, a single test should not be
relied on, but always repeated after four
to eight weeks before deciding to refer.

Thisarticle refers to men with prostate
cancer, but transwomen and non-bina-
ry people assigned male at birth can get
prostate cancer. Little is known about its

(14

Ensure
patients

who have
undergone
testing are
appropriately
referred
and/or
followed up
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The PSA test is not specific or diagnostic for prostate cancer but can be used as

an indicator to investigate further

Definitions for an abnormal

PSA level by age

Age group Abnormal PSA level
(years) (ng/ml)

Men aged <70 24.0

o =100

Men aged =76 =220.0

From the Ministry of Health Prostate Cancer
Management and Referral Guidance

incidence or the best screening practises
in this group.

Is there an ideal testing
pathway?

Regardless of the controversy surround-
ing PSA testing, it is important to ensure
patients who have undergone testing
are appropriately referred and/or fol-
lowed up. A number of cases have been
brought before the Health and Disability
Commissioner in the past, involving pa-
tientswho had PSA testingin primary care
with variation in follow-up.

Age-specific ranges for the PSA level are
used in the current New Zealand referral
guidelines to identify men who are more
likely to benefit from early intervention
(see table atleft). The age bands are often

Continued from page 3

continues to drop. This highlights the
slow growth rate of prostate cancer as
well as its importance with our ageing
population.

In 2018, the US Preventive Services
Task Force changed its grade D recom-
mendation (no role for screening for
prostate cancer) to a grade C recommen-
dation (shared decision-making) formen
aged 55 to 69. This change resulted from
a reassessment of the updated evidence
and an increasing awareness of the flaws
and study population contamination of
the large US screening trial.

4 HOW TO TREAT

The task force is currently updating its
recommendations again.

Current New Zealand recommenda-
tions on prostate cancer screening can be
obtained from the Ministry of Health’s
Prostate Cancer Management and Referral
Guidance (tinyurl.com/MOH-prostate).
The recommendation is for a shared de-
cision-making process between health
professional and patient. This should in-
volve adiscussion of the benefits and risks
of screening.

This discussion almost exclusively
occurs in primary care, with the GP

responsible for trying to fit this into a
standard appointment. Decision-making
aids can be helpful but finding the ideal
one can be difficult. Unfortunately, there
is no one-size-fits-all guideline for every
patient. Kupe is a tool sponsored by the
Ministry of Health that attempts to pro-
vide support for this (kupe.net.nz). There
are direct links on some patient manage-
ment systems. Patients these days are
efficient in using the internet and should
be encouraged to seek out and learn from
good-quality, up-to-date patientadvocacy
websites.

nzdoctor.co.nz/educate/prostate
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considered to be “ageist”, but it is impor-
tant to remember that population-level
evidence has never shown that aggressive
early intervention brings benefit for men
with prostate cancer who are over the age
of 70. This may change as life expectancy
continues to increase.

Decisions should take a patient’s phys-
iological age, notjust their chronological
age, into account. Referrals for men over
age 70 with an elevated PSA level who do
not meet the criteria will often be con-
sidered if a discussion is made about the
good health and potential longevity of
the patient.

The higher reference ranges for men
over 70 reflect that many men in these
age groups may have prostate cancer.
However, the objective is not just to di-
agnose cancer but to determine which
patients have a high likelihood of benefit-
ing from treatment if cancer is found.

Symptoms of benign
prostatic hyperplasia
Turning our attention to the symptomat-
icman, BPHleading to urinary symptoms
is extremely common. Unless a man has
very advanced prostate cancer, it is un-
likely to cause such symptoms — hence,
the need to stress the importance of
an initial clinical examination. Prostate
cancer diagnosis in symptomatic men,
therefore, is often an incidental finding
as part of the workup for urinary symp-
toms, rather than the cause of them.
There is no evidence to show men with
BPH are more at risk of developing pros-
tate cancer.

Urgent referral guidelines
The New Zealand referral guidelines give
clear pathways for the management of
men with obvious symptoms of advanced
prostate cancer (acute neurological signs,
bone pain, renal failure) with an elevat-
ed PSAlevel.

For all other men who do not reach
these criteria, a referral for a raised PSA
level is non-urgent from a medical point
of view but does raise many concerns for
the man and his support network while
waiting. This situation requires that the
patient is appropriately counselled.

The dreaded DRE — what is
its role?
What role does a digital rectal examina-
tion play in the screening process? For
both men and primary care doctors, DRE
is a potential deterrent to the man being
checked. Therefore, in some countries,
it has been removed from the guidelines
to allow men to continue to be checked
with a PSA test.

However, DRE remains a key clinical
skill, which New Zealand primary care

nzdoctor.co.nz/educate/prostate
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Figure 1. US Preventive Services Task Force resource for health professionals and patients

|s Prostate Cancer Screening Right for You?

Understanding the Potential Benefits vs. Risks for Men 55-69

The prostate-specific antigen (PSA) screening test is the most common method clinicians use to screen for
prostate cancer. The PSA test measures the amount of PSA, a type of protein, in the blood. When a man has
an elevated PSA level, it may be caused by prostate cancer, but it could also be caused by other conditions too.
Studies show that PSA-based screening in men 55-69 comes with potential benefits and harms over
a period of 10-15 years.

The U.S. Preventive Services Task Force recommends that for men 55-69, the decision to receive
PSA-based screening should be an individual one. Before deciding whether to be screened, men should
have an opportunity to discuss the potential benefits and harms of screening and to incorporate their
values into the decision. (C grade)
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Get a Positive Result
Potential side effects

which may indicate of biopsy:
prostate cancer o Pain e Bleeding

* Infection

20%-50*

of these men will be diagnosed

with cancer that never grows,

spreads, or harms them, also
known as overdiagnosis.

Many of these men
will learn they have a
false-positive result
after getting a biopsy.

Of those,

100

Get a Positive Biopsy

showing definite cancer
80
Choose Surgery or
/ , Radiation Treatment
*: *%

Avoids Death From
Prostate Cancer***

Erectile dysfunction

=50 [115

Number of men who will
experience negative outcomes **

ok Die From Prostate Cancer Even
After Surgery or Treatment

Note: This summary document is based on a comprehensive review of PSA-based screening and treatment studies, and is meant for informational
purposes. Men with questions should talk to a trusted health care professional to learn more about the potential benefits and harms of PSA-based
screening. Estimates are based on benefits observed in the ERSPC trial for men aged 55 to 69 years and harms derived from pooled results from
three treatment trials (ProtecT, PIVOT, and SPCG-4).

*This includes 65 men who choose surgery or radiation at diagnosis, as well as 15 men who choose to monitor their cancer initially and later have
surgery or radiation when it progresses.

Treatment could Urinary incontinence

be immediate

after a period of
active surveillance*

*
Avoid Cancer Spreading
to Other Organs

** Estimates based on benefits observed in the ERSPC trial for men aged 55 to 69 years and on treatment harms derived from pooled absolute rates
in the treatment group in the three treatment trials (ProtecT, PIVOT, SPCG-4). Experienced harms may result directly from treatment, cancer, age,
or other causes. Of men randomized to screeninginthe ERSPC trial, 83% had one or more PSA screening tests during the trial.

***1.3 deaths are avoided per 1,000 men offered PSA-based screening. 2N
Data sources: Final Recommendation Statement: Screening for Prostate Cancer and Final Evidence Review: @
Screening for Prostate Cancer. U.S. Preventive Services Task Force. May 2018. www.uspreventiveservicestaskforce.org

S. Preventive Services
TASK FORCE

doctors perform regularly and compe-
tently. A meta-analysis of the literature
gives conflicting findings about the
benefit of DRE performed in primary
care.

How often to screen
With men who do not have an elevat-
ed PSA level, the difficulty is often in

determining when to check the level
again. Many men have extra, unneces-
sary PSA testing at short intervals.

The evidence supports waiting at least
two to four years before the next test
(yearly if there is a strong family histo-
ry). Inmen over age 75, strongly consider
not repeating testing unless new symp-
toms develop.

HOW TO TREAT §
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Stronger, faster, smarter —
taking testing beyond the PSA level

ith the unavoidable difficul-
§ / \ ; ties surrounding the PSA test,
is there simply a better way of

testing for prostate cancer?

Selective testing of
higher-risk men

® Family history — a man’s risk of
prostate cancer increases with each first-
degree relative with prostate cancer. For
example, if a brother has had prostate
cancer, the man is twice as likely to have
prostate cancer compared with the gen-
eral population. If both his brother and
father have had prostate cancer, his risk
is three times higher. It is important to
be specific in questioning the patient as
many family members will have, or have
had, “prostate problems”.

® Ethnicity - African American men
have adocumented higherrisk of prostate
cancer. There is also growing evidence to
show the death rate from prostate can-
ceris higher in the Maori population. The
causation for thisis not yetknown, but it
may, in part, be due to alack of early test-
ingin Maori. Evidence shows Maori men
are 50 per cent less likely to have a PSA
test in primary care compared with non-
Maori.

® Genetics - there is increased under-
standing of the genetic predispositions to
prostate cancer. Carriers of BRCAI gene
mutations have a 2.5-fold increased risk
of developing prostate cancer, while carri-
ers of BRCA2 mutations have an eightfold
risk. There is no role for prophylactic
treatment in these patient groups, but a
high level of suspicion is needed.

Supplementary or
alternative tests

Anumber of different biological tests are
available but not utilised or easily avail-
able in New Zealand. None of these tests
diagnose cancer; rather, they attempt
to alter the pretest probability more
accurately than the PSA test. The free-
to-total PSA ratio is no longer used and
is only available via a urologist Special
Authority application.

Multiparametric MRI
Traditional prostate biopsy s, in essence,
a blind biopsy of the prostate, sampling
the areas most commonly associated
with cancer - to find the needle in the
haystack.

Multiparametric (multiple phase)

6 HOW TO TREAT

Figure 2. Multiparametric MRI of a patient with prostate cancer (arrows indicate a significant transition
zone tumour)

(14

A man’s

risk of
prostate
cancer
increases
with each
first-degree
relative with
prostate
cancer
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MRI scanning of the prostate gives an
accurate assessment of the gland and
utilises a Likert scale to illustrate the
predicted risk of prostate cancer.

It also allows any areas of abnormal-
ity to be targeted if biopsy is performed
(Figure 2).

There is clear evidence that MRI
scanning before prostate biopsy has
better rates and accuracy of cancer de-
tection. The negative predictive value
of MRI allows many men with no ab-
normality on MRI to avoid biopsy al-
together because of their low risk.

The concerns with MRI are that it
can miss certain types of prostate can-
cer, and many patients may still require
abiopsy despite a negative MRI result.
There is also the potential for a signif-
icant cost burden to the healthcare sys-
tem if everyone with a suspected
cancer has an MRI.

In men who have an MRI that shows

no abnormality and are deemed not to
require a biopsy, it is important to note
that their new PSA threshold for refer-
ral for further investigation will be dif-
ferent from the population levels.

This should be given on any dis-
charge letters but is generally calculat-
ed using a PSA density of >0.15ng/ml/
cm?® (PSA level/volume of prostate on
MRI scan).

Prostate biopsy

Despite all of the above tests being avail-
able, the only way to diagnose prostate
cancer is with a prostate biopsy. A referral
toaurologistismade and thereis further
discussion of investigation and counsel-
ling to ensure the patient is well informed
of their choices.

Biopsy is performed with a core bi-
opsy needle under ultrasound guidance
with a probe in the rectum. It can be
performed under eitherlocal or general

0'v A9 00 '(85-8¥€2:,2:L 102 [olpeY 4nT) [B 18 ‘SH NUPIS
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CASE STUDY 1

All the signs said no,
except for family history

Grading and staging of

prostate cancer

Alex is a 52-year-old patient. A PSA test returns a level

of 2.1ng/ml, and his rectal examination is benign.

Alex’s brother had been treated for prostate cancer at age
58, and his father died of prostate cancer at 73. An MRI

Figure 3. PSMA PET scan of a patient with a prostate cancer metastasis
(tracer uptake in a lymph node)

scan is performed, which reveals an anterior lesion of
the prostate, and an MRI-targeted transperineal prostate
biopsy reveals ISUP grade 3 cancer (Gleason score 4+3).

Learning points

® Even with a low PSA level, a strong family history
is a predictor of significant prostate cancer.
® Anterior prostate cancer is not palpable on rectal

examination.

anaesthetic, depending on the patient
and available resources.

Traditionally, the needle is passed
through the rectum to sample the pros-
tate — called a transrectal biopsy. How-
ever, with increasing rates of
fluoroquinolone-resistant bacteria,
there is a risk of sepsis due to faecal
contamination of the prostate and uri-
nary tract.

Transperineal prostate biopsy, with
the needle passed through the perine-
al skin, reduces this risk of contamina-
tion and provides a potentially easier
platform to target all areas of the pros-
tate. With the increased use of MRI be-
fore biopsy, these images can be used
to perform a targeted biopsy of pros-
tate abnormalities.

Having different approaches to bi-
opsy (both forms are available in many
New Zealand public hospitals) allows
it to be tailored to the patient.

Scoring systems give important
prognostic information to help
patients make informed decisions
about treatment. Prostate cancer
diagnosed on biopsy was
traditionally graded using the
Gleason score. However, this
system proved confusing for
some patients, so in 2016, the
International Society of Urological
Pathology (ISUP) grading system
was introduced. It gives the patient
a simpler grading score: 1 = low
risk of spread; 2-3 = intermediate
risk; 4-5 = high risk.

Staging

A biopsy does not give information
on whether or not prostate cancer
has spread. Therefore, imaging is
required to reveal if the cancer is
localised, and this influences treat-
ment decisions.

Men diagnosed with inter-
mediate or low-risk prostate
cancer have a very low chance of
metastatic disease, so complete
body staging is rarely required.

Men diagnosed with high-
risk cancer have a higher risk of
metastatic disease; traditionally,

a bone scan or full-body CT was
performed.

Advanced imaging with positron
emission tomography (PET) allows
the most accurate assessment
of cancer burden (Figure 3). In
2023, prostate-specific membrane
antigen (PSMA) PET was made
available for all public patients
who meet specific criteria.

It has been a game changer
in guiding the best methods of
treatment for men with advanced
prostate cancer and recurrent
cancer.

Practice points for diagnosis

@ Anisolated, raised PSA level (see table) in an asymptomatic man is
not considered abnormal until it is repeated four to eight weeks later — if it
returns to the reference range, further investigation is not required.

@ Supplementary investigations are helpful to risk stratify patients, but a
biopsy is required to confirm whether prostate cancer is present.

HOW TO TREAT 1



» Prostate cancer

The best treatment decisions
are those not rushed

Robotic surgery for prostate cancer is performed with the surgeon in control at a separate console

ecisions around treatment for
prostate cancer are based on
the chance of the cancer causing
harm within the patient’s lifetime. A gen-
eral rule of thumb is that if a patient has
less than a 10-year life expectancy, the
benefit of early intervention will not be
reached and, therefore, the risks of treat-
ment side effects can be avoided.
However, as a doctor, predicting life ex-
pectancy is extremely difficult, as it is for
clinicians to decide who should be treated.
In particular, with our ageing population
and increased longevity, we are now hav-
ing to make this decision for patients aged
80 and older.
The following treatment options are
considered for localised prostate cancer.

Active surveillance
Men diagnosed with low-risk prostate
cancer (ISUP grade 1) can consider all
forms of treatment, but the recommen-
dation for all such patients is to consider
active surveillance.

Active surveillance is the process of

8 HOW TO TREAT

actively monitoring the cancer to detect
any signs of progression. It involves regu-
lar checks, PSAlevel testing, MRI surveil-
lance and further biopsy. There are differ-
ent protocols for this, but it is run from
within the urology departments and in-
volves a combination of virtual and face-
to-face visits.

If progressionisidentified, it allows the
initiation of curative treatment while the
cancer is still localised. By avoiding or de-
laying treatment, patients avoid potential
side effects of surgery or radiation.

Active surveillance s safe, with 15-year
follow-up data showing 95 per cent can-
cer-specific survival, and approximately
20-30 per cent of men requiring curative
treatment within this period.

Explaining the process and reassuring
men of the safety of active surveillance is
key to ensuring they do not feel the need
for immediate curative treatment.

Surgery: Open versus robotic
One of the most difficult decisions for
men who have localised prostate cancer

is which form of treatment to choose.
For many other cancers, there is only one
option, which avoids a decision-making
process, the emotional consequences and
any regret about the choice made.

Surgical removal of the prostate in-
volves removing the prostate gland, with
or without the local lymph nodes, and
anastomosing the bladder to the cut ure-
thra. Surgery can be performed as an open
incision, with traditional laparoscopic
technique or using minimally invasive ro-
botic surgery. Robotic surgery is not au-
tomated surgery but uses laparoscopic,
highly dexterous instruments inserted
into the patient and manipulated by the
surgeon at a console that is separate to
the patient.

Which is the better technique — open
or robotic? An Australian randomised
controlled trial showed minimal differ-
ence in benefit between the two surgical
techniques for cancer outcomes or long-
term side effects. There was faster recov-
ery and less blood loss with the robotic
approach. The key factor is not actually

nzdoctor.co.nz/educate/prostate
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the type of surgery performed but the
surgeon and team who perform it.

Within New Zealand, robotic surgery
is now available in the public sector, but
currently only in the Auckland region due
to the higher cost of this approach, al-
though there is a push to make it more
available. The trend worldwide is for all
prostate surgery to be performed roboti-
cally, with 92 per cent of all surgeries in
the US now performed this way.

Surgery allows for a complete histolog-
ical assessment of the prostate cancer,
and follow-up after surgery with the PSA
blood test is a very accurate indicator of
cancer recurrence. For cancer that does
recur or is not completely treated at the
time of surgery, radiation treatment can
be provided in the future or in multimod-
al therapy.

The prostate is intimately related to the
muscles that provide urinary continence
and the nerves that facilitate erection.
These can, potentially, be damaged during
surgery and affect a man’s erectile and uri-
nary function thereafter. Documenting
and assessing these outcomes is impor-
tant. In New Zealand, through funding
from the Movember initiative, a national
prostate cancer registry has been estab-
lished which assesses these important
patient-recorded outcome measures
(prostatecancerregistry.org).

Radiation treatment

Standard radiation treatment options for
clinicallylocalised prostate cancerinclude
external beam and/or brachytherapy,
with or without androgen-suppression
therapy. The aim of definitive radio-
therapy for localised prostate cancer is
to deliver a dose of radiation sufficient
to eradicate the disease while minimis-
ing exposure of the surrounding healthy
organs (bowel, bladder, penile bulb and
urethra).

The multifocal nature of prostate can-
cer means treatment is delivered to the
entire gland. New techniques allow selec-
tive intensification of the dose to the ar-
eas of higher tumour burden. Using MRI
and PET scanning can further guide treat-
ment planning.

Modern techniques can deliver radio-
therapy with millimetre precision, dra-
matically improving outcomes and side
effects. These techniques are now widely
available across New Zealand.

The paradigm of radiation therapy for
localised and small-volume metastatic
prostate cancer has changed dramatically
inrecent years, and further developments
are expected. In 2016, results of the
CHHIiP study from the UK showed thata
shorter, more intense radiotherapy course
delivered five days a week for four weeks
(cumulative dose 60Gy) was equivalent

CASE STUDY 2

Advanced diagnosis does not spell immediate demise

Brian is a fit and well, 61-year-old sales
manager who presents with some mild urinary
symptoms of urgency. He has a first PSA test,
which shows a level of 17.6ng/ml, and he has
an abnormal rectal examination.

A biopsy shows ISUP grade 5 prostate
cancer (Gleason score 5+5). His PSMA PET
scan identifies multiple bone metastases.
Brian is not considered a candidate for curative
treatment but can be given multiple different
therapies to promote a long survival.

To begin with, Brian is given docetaxel
chemotherapy by the medical oncologist,
with combination hormonal therapy. The bone
metastases undergo stereotactic radiotherapy

provided by the radiation oncologist.

Learning points

® Advanced prostate cancer care involves a
team approach from the urologist, medical
oncologist and radiation oncologist.

® Metastatic prostate cancer is not an “instant
death sentence”; with a combination of
treatments, men can remain well for years
rather than weeks.

* The difficulty with treatment is often
managing the symptoms and side effects.

(44

One of
the most
difficult
decisions
for men
who have
localised
prostate
cancer

is which
form of
treatment
to choose
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to the conventional 7.5-week regimen
(74Gy). Very recent results with extreme
hypofractionation may allow treatment
to condense even further, from four
weeks to just 2.5 weeks in the future.

The STAMPEDE trial showed prostate
radiotherapy improved survival in pa-
tients with metastatic prostate cancer
compared with those who received only
traditional hormonal therapy. These prac-
tice-changing findings also raise the pos-
sibility that local treatment to the
primary tumour should be explored with
small-volume metastatic disease in other
malignant conditions.

Aswith surgery, over the last five years,
radiation therapy has undergone unprec-
edented development in terms of preci-
sion, quality, efficacy and safety. Modern
techniques can effectively treat localised
prostate cancer and small-volume meta-
static disease with improved outcomes
and minimal morbidity. A large body of
evidence supports the use of radiation
therapy in a variety of indications for
prostate cancer, reinforcing the impor-
tance of a multidisciplinary approach to
treatment of all stages of this disease.

Surgery versus radiation
The patient often simply wants to know
whichisbest, surgery or radiation therapy,

but this is a difficult question to answer.
Thisisnever adecision to feel rushed into,
and we can reassure patients they have
time to consider all the options.

The randomised ProtecT trial from the
UKlooked at men with low and interme-
diate-risk prostate cancer. The results
showed similar outcomes at 15 years be-
tween the surgery and radiation therapy
groups. The decision between surgery and
radiation treatment is about trade-offs
between side effects and potential long-
term outcomes.

To make this choice, a patient and his
family must have access to accurate infor-
mation and the option to discuss treat-
ment with both a urologist and a radiation
oncologist. No decision inlocalised pros-
tate cancer ever needs to be rushed into,
and evidence shows patient wellbeing af-
ter treatment is higher if appropriate time
is taken before treatment to consider all
the options.

Patient preference, resource availabil-
ity and multidisciplinary clinician advice
are the key factors affecting treatment
choice. The few randomised trials — and
amultitude of observational data — com-
paring surgery with radiotherapy suggest
outcomes are comparable when adequate
doses of radiation are delivered with con-
temporary techniques.

HOW TO TREAT 9



» Prostate cancer

)

Options in advanced prostate
cancer therapy are wider now

rostate cancer that has metas-
Ptasised and gone unchecked can

cause considerable pain, morbid-
ity and, ultimately, death. The aim of
treatment in this scenario is no longer
eradication but containment of the can-
cer, which, in many instances, can mean
survival for years rather than months.

Prostate cancer is hormonally sensi-
tive. Blocking the supply of testoster-
one with male castration — either by
medication or with surgery - is the
mainstay of treatment for metastatic
disease.

Testosterone suppression can limit
prostate cancer progression for most
men by an average of two to four years.
However, controlling the cancer with
testosterone suppression has signifi-
cant side effects, for which men require
ongoing management in primary care.
Importantly, many of these side effects
can be minimised with close follow-up.
Side effects can include:

* lossofbonemineralisationrequiring
dual-energy x-ray absorptiometry and
supplements

® metabolic changes leading to
loss of muscle mass and increased
risk of metabolic syndrome and
cardiovascular disease

® hot flushes

® gynaecomastia

® depression

® impaired cognition.

In the last decade, some novel hor-
monal agents have been introduced for
use in metastatic prostate cancer once
traditional testosterone-suppression
therapy has failed. These have in-
creased the length of life for men and
decreased cancer side effects.

€€ Alandmark trial showed a significant
improvement in survival in men given
upfront chemotherapy when they presented
with symptomatic metastatic disease 9 9

Abiraterone is funded in New Zea-
land and is given for rises in PSA level
once traditional hormonal therapy has
failed. Evidence also shows that abira-
terone brings benefit when given at the
time of commencing traditional hor-
mone therapy, but this is currently not
funded in New Zealand. Abiraterone
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With a combination of treatments, many men live with metastatic prostate cancer for years

CASE STUDY 3

Man chooses watchful waiting despite PSA result

Charlie, a 76-year-old patient,
presents to discuss his PSA result
of 8ng/ml. He has no significant
comorbidities.

He discusses with his urologist the
pros and cons of further investigation
with a biopsy or MRI scan. After
weighing up the considerations, he
and his family decide not to proceed
with further investigation as his other
health needs are more of a priority.
Charlie plans to have a PSA test
done every year and, if it goes above
20ng/ml, to be referred back to his
urologist.

Learning points

® For most men over 75, early
identification and treatment of
prostate cancer is unlikely to

bring benefit. Deciding against it
means a patient may never need
investigation or containment/palliative
management.

* A PSA level of 20ng/mlin an
asymptomatic man gives a 1 per cent
chance of bone metastasis, which is
why a level of 20-30ng/ml is often
used by urologists as a signal for the
referral back of men using watchful
waiting.

nzdoctor.co.nz/educate/prostate
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needs to be taken with prednisone and
requires close follow-up (every fort-
night on initiation) of blood pressure
and liver function. Much of this can be
carried out in primary care.

Traditionally, chemotherapy was sel-
dom used in metastatic prostate cancer
and was often alast resort. Alandmark
trial showed a significant improvement
in survival in men given upfront chem-
otherapy when they presented with
symptomatic metastatic disease. This
has led to its increased use and earlier
involvement of medical oncologists in
the care of men with metastatic pros-
tate cancer. They can also discuss the
earlier involvement of novel hormonal
agents such as abiraterone.

Further treatments for metastatic
prostate cancer continue to evolve. Lu-
tetium-177 PSMA therapy is now an
established therapy for patients having
progressed on all other treatments. Us-
ing the same technology as PSMA PET
scans, a therapeutic rather than diag-
nostic radiation molecule is attached to
the tracer and binds the PSMA-avid
cancer tissue, providing targeted radia-
tion. Theranostics is a fast-evolving
area of treatment for prostate cancer,
but it is currently not available in the
public health system.

The care of men with metastatic
prostate cancer is truly multidiscipli-
nary. Survivorship is important as
many men live with the condition for
many years. Understanding this and
minimising the side effects of both
medication and cancer progression is
required.

Palliative care

The perception of prostate cancer as a
slow-growing disease means it is pos-
sible to forget the significant impact it
causes and sometimes delay advanced
care. Prostate cancer is the second most
common cause of cancer death in New
Zealand, and for many men in the palli-
ative stage, it can cause significant side
effects — both local (urinary obstruction,
retention, haematuria, pelvic pain) and
distant (bone pain, spinal nerve compres-
sion, paraneoplastic effects. B

Quiz answers

1. True 2. False 3. True 4. False

CASE STUDY 4

Emergency cases are rare but need quick referral

4

Douglas, an 82-year-old man, presents with worsening back pain, faecal incontinence and
worsening mobility. A rectal examination reveals loss of anal tone and an obviously hard, craggy
prostate. A PSA test shows a result of 752ng/ml. Doug is referred immediately to the emergency
department for suspected cauda equina syndrome, which is confirmed on MRI.

Learning points

® There are few true emergencies in prostate cancer, and these are rare with most men having a
PSA test at some point; however, if recognised, the patient should be referred urgently.

® A rectal examination can give the diagnosis - in this case, both from a neurological point of view
and from a cancer point of view.

Details of case studies have been changed to protect patient confidentiality
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THE PROSTATE CLINIC

A comprehensive and streamlined diagnostic service for patients with prostate cancer symptoms

Southern Cross members who meet the eligibility criteria and access treatment 1! Southern Cross

through this pathway will be fully funded on a pilot basis for eligible pilot treatments.* Health Insurance

The Prostate Clinic is led by the Urology Institute Specialists from OneSixOne Medical Group and combines the expertise of
leading urologists with the support of a multi-disciplinary team.

Patients referred into this pathway will be assigned a nurse specialist from the first appointment who will also be the patient’s
key contact throughout their patient journey, including post-surgery support for up to six months.

PATIENTS REFERRED TO THE PROSTATE CLINIC WILL EXPERIENCE:

A fast-tracked comprehensive diagnostic Access to a multi-disciplinary team enabling:
service including: - Aseamless approach to patient assessment and
- Diagnostic and treatment within four weeks management

« Specialised care from urologists, radiologists,
radiation and medical oncologists, physiotherapists
and nurse specialists

Fast-tracked access to biopsies — if required - Active participation in decision making throughout

Reduced need for multiple unnecessary appointments their treatment journey

Rapid access to MRI, specialist and nurse specialist
appointments

Nurse specialist support throughout prostate pathway journey

Patient-centred treatment planning with a multi-disciplinary team

NEW PROSTATE DIAGNOSTIC AND TREATMENT PATHWAY / WITHIN 4 WEEKS*

H P i‘)} -

GP referral to nurse and MRI scan Specialist appointment and biopsy Specialist and multi-disciplinary
specialist appointment (processed and reported) treatment planning (detailed discussion

of treatment options and Q&A)
*COMPARED TO AVERAGE PATHWAY/BETWEEN 1-4 MONTHS

'Shephard M. Hospital wait times and ED delays [internet]. Te Whatu Ora, Health New Zealand. 2022 July 7. Available from: https://www.adhb.health.nz/assets/Documents/
OIA/2022/07/Hospital-Wait-Times-and-ED-Delays.pdf

WHEN TO REFER HOW TO REFER

Patients can be referred to The Prostate Clinic if they have P: 09 623 0161

not previously had a diagnosis of prostate cancer and have E: prostateclinic@onesixone.co.nz

two out of three of the following eligibility criteria: EDI: tki6luro
Family history of prostate cancer The Prostate Clinic, Urology Institute at OneSixOne,
Elevated PSA - repeated after six weeks 161 Gillies Ave, Epsom, Auckland

before GP referral For more information on how to refer patients visit:

. Abnormal digital rectal exam (DRE) tinyurl.com/prostateclinic

*Southern Cross members must be on an

eligible plan and fund their own travel and '

accommodation. The pilot is for services run u ro logy d e rcy SCOt
b}/ The Prostate Clinic Auckland for a limited INSTITUTE A\

time from 1September 2024, T&Cs apply.

GREENLANE EPSOM TAKAPUNA




