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Healing or harming: the 
prostate cancer dichotomy

Amir Zarrabi, Stephen Mark

For decades, the optimal management 
of men with prostate cancer has divid-
ed the international urological com-

munity. Prostate cancer remains the most 
expensive cancer in the New Zealand health-
care system, the most commonly diagnosed 
with around 4,000 new cases per year, and 
a common cause of death. Ultimately, the 
vast variability in clinical expression and 
progression of prostate cancer as a disease, 
combined with the potential morbidity as-
sociated with treatment, has proven to be a 
conundrum to which the unequivocal truth 
is yet to be uncovered. 

The morale among clinicians and scientists 
was high when the prostate specifi c antigen 
(PSA) blood test was discovered in 1979 and 
urologists worldwide started using it as a 
“test for prostate cancer”. However, PSA 
turned out not to be the panacea that we 
were expecting for screening and diagnosing 
prostate cancer. Features of a so-called ideal 
screening test are often cited: 

• The diagnostic/screening test should 
have a high sensitivity and specifi city. 

• The disease being screened for should 
have a high prevalence and signifi cant 
morbidity and/or mortality and also 
have a long latent (pre-clinical) phase. 

• Treatment for the disease should be 
available and curative, or signifi cantly 
palliative. Side-effects of diagnosis 
and treatment should be minimal. 

• Cost-benefi t ratio of screening and 
treatment should be favorable, ie, 
minimal cost, maximal benefi t, 
therefore high value.

In the topical article authored by Matti 
and Zargar-Shoshtari,1 the authors clearly 
state the evidence around prostate cancer 
screening has shifted. We in New Zealand 
need to rethink our advice in this area. 
A national prostate cancer screening 
programme would require considerable 

resources, standard simple advice and 
access to diagnostic investigations.

Population-based screening is where a 
screening test is offered systematically to all 
individuals in a defi ned target group within 
a framework of agreed policy, protocols, 
quality management, monitoring and 
evaluated through a quality improvement 
framework.2 While the European Associ-
ation of Urology (EAU) is currently driving 
the planned implementation of coordinated 
prostate cancer screening programmes in 
European countries,3 establishing such a 
programme in other countries including 
New Zealand, will require the development 
of individualised models based on local 
health systems, improved resources and 
infrastructure in contemporary diagnostics 
and treatments. 

Pensive planning will be required to 
construct the optimal prostate cancer 
screening cascade so that we do not miss the 
mark, as the line between benefi t and harm 
to our patients is indeed a thin one. The fi rst 
area of refi nement is determining who the 
population is to be screened by using risk 
stratifi cation; in the case of prostate cancer 
this is based primarily on age and family 
history and ethnicity. There is good inter-
national evidence that such a systematic 
screening for prostate cancer may reduce 
sociodemographic health inequity.4,5 This is a 
lucrative prospect to us as urologists in New 
Zealand, where we are still trying to map out 
the exact interplay of factors that contribute 
to Māori men having a higher prostate 
cancer mortality but a lower diagnosis rate.6

In fact, Māori men have the highest 
mortality rate from prostate cancer among 
all indigenous New Zealand populations. In 
an attempt to explain this, various factors 
have been studied; these include among 
others socioeconomic disparities, demo-
graphics, access to healthcare, diet, body 
mass index and differences in treatment 
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modalities.7,8 Regrettably, current research 
fi ndings still leave us with a signifi cant and 
unexplained gap in outcomes and survival 
in Māori men with prostate cancer when 
compared to their fellow New Zealanders 
of European descent. When designing a 
nationwide, population-based screening 
programme for prostate cancer it would 
be imperative to ensure that not only the 
known inequities are factored into the 
screening cascade, but also that the as 
yet unexplored causative factors in this 
population group—one of which being 
genetic risk factors—are adequately inves-
tigated through prudently designed genetic 
research studies.9

If the threshold for prostate cancer 
screening is met, the next step of the 
screening cascade is the digital rectal exam 
(DRE) and PSA test, the optimal frequency 
of which is to be determined. Currently DRE 
and PSA testing in asymptomatic men in 
New Zealand is sporadic, dependent on the 
patient or GP instigating this investigation. 
Māori men may have a cultural barrier to 
such a pathway due to the low tolerance of 
a DRE. Based on this current New Zealand 
case fi nding scenario, there is an unequal 
testing regimen in our population. A 
well supported, standardised screening 
programme with a clear message to patients 
and GPs, plus accurately collected data, 
would improve the prostate cancer diag-
nosis to all men, including those men not 
currently tested. 

A prostate biopsy is required for a diag-
nosis of prostate cancer. Outpatient local 
anaesthetic trans rectal biopsy is a standard 
of care. Trans-perineal prostate biopsy 
under general local anaesthetic is increas-
ingly being undertaken due to improved 
diagnostic accuracy and reduced sepsis.10,11

In recent years an additional aid to the 
diagnosis of prostate cancer is multi-para-
metric Magnetic Resonance Imaging 
(mpMRI).12 MRI scanning is not consis-
tently available in New Zealand due to 
cost and availability. MRI can create 
images that show the relative presence 
of prostate cancer, using a PI-RADS scale 
1–5 (Prostate Imaging, Reporting and Data 
System). Pi-RADS 1–3 low risk 10–20% 
likelihood cancer, PI-RADS 4,5 60–90% 
risk, and allowing a targeted biopsy. A 
standard of care in the NHS is an MRI prior 

to consideration of a prostate biopsy, yet 
this investigation is only undertaken in 
a small number of men before biopsy in 
New Zealand. Up to 40% of men may delay 
or avoid a prostate biopsy with a negative 
MRI.12The ultimate aim of clinical workup 
which will follow a positive test is to 
determine the aggressiveness and extent of 
disease. In New Zealand approximately 40% 
of men have low risk of disease, the majority 
undergoing active surveillance to lower the 
risk of treatment-related morbidity. Surgical 
treatment is the commonest treatment in 
intermediate and high-risk localised disease, 
with the majority as an open retropubic 
procedure. Internationally, robotic prosta-
tectomy is the standard of care with over 
60% of men in Australia and over 80% of 
men treated this way in the NHS. Robotic 
prostate surgery is not available in the 
public system in New Zealand. 

While we as clinicians often fi nd it 
challenging to navigate the ever-changing 
landscape of this disease with many aspects 
still uncharted, we should not lose sight 
of the thousands of men who are cured 
of prostate cancer every year through 
early detection, effi  cient multidisciplinary 
decision-making and appropriate locally 
delivered treatment. 

Comprehensive cancer registries play an 
important role in determining the value 
of cancer treatment . The New Zealand 
National Prostate Cancer Outcomes Registry, 
funded by a Movember grant, is helping 
to understand and improve the outcomes 
of men diagnosed with prostate cancer. 
Prostate Cancer Outcomes Australia and 
New Zealand (PCORANZ) was instigated 
in 2016 and is currently collecting demo-
graphic, diagnostic, treatment and patient 
outcomes.13 Over 90% of New Zealand 
public hospital patient data is collected and 
now being reported back to clinicians and 
hospitals in standard six-monthly reports. 
These reports drive quality improvement 
and may highlight variance in care. 

While frameworks exist to deal with 
the general design and implementation 
of national screening programmes,14

addressing the elephant in the room of 
who will foot the bill in New Zealand for 
this grand plan is a more challenging task. 
Apart from the cost of increased volumes 
of PSA-tests, the subsequent impact on 
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resources, including human resources, 
will need to be factored in. However, in 
monetary terms it is simply a matter of 
investing in modestly increased costs at 
the early stages of the cancer journey in 
order to avoid the eye-watering (alternative 
budget-crippling) costs often associated 
with the treatment of the advanced stages 
of prostate cancer. PSA tests are relatively 
inexpensive even if they need to be repeated 
numerous times in a patient’s lifetime. Even 
if combined with the costs of a multi-para-
metric MRI scan it is still considerably 
cheaper than the treatment of advanced and 

metastatic disease, the latter of which only 
marginally improves survival.15 While the 
costs of robot-assisted radical prostatectomy 
rarely exceed US$17,000 per patient, the 
costs for the management of patients with 
metastatic, castration-resistant prostate 
cancer can be up to US$350,000 during a 
patient’s lifetime.16 In addition to the cost 
saving associated with early detection of 
prostate cancer, the surgical outcomes and 
post-treatment quality of life and length of 
life of our patients are superior when their 
tumours are treated in the earlier stages of 
the disease.
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