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Background 

S Consultant Urologist 15 yrs 

S Clinical lecturer Univ of Otago 

S RACS Examiner 10yrs ( senior 2 yrs) 

S PI multiple Ca Pr clinical studies 

 

S Exercise for Cancer prevention 

S Know my own PSA 



Objectives 

S Prostate cancer overview 

S PSA 

S Screening studies 

S Recommendations 



Prostate cancer incidence 

2008 



Prostate cancer  

S Commonest solid malignancy diagnosed 

S 3rd  commonest cause cancer death ( 600/yr) 

 

S Majority die with not because of Ca Pr 

 

S Long natural Hx, benefit of treatment > 10yrs 

 

S Screening studies inadequate follow up 

S Reduction advanced disease / mortality ( 40% ) 

 

 



Current data 

S PSA > 4 abnormal : 25% PPV for Ca Pr 

S Biopsy : 2.5% sepsis, 0.5% retention 

S Treatment:        35% Active Surveillance 

45%  surgery 

20%  radiotherapy 

 

Metastatic disease morbid/expensive 

Reduction in mortality 

 



Prof Richard Ablin 

Prof Immunology  from Arizona 

Discovered PSA: Prostate specific not Cancer specific 



PSA 

S Normal protein, role to liquify sperm 

S No PSA level that diagnose Ca Pr 

S Increase PSA increase Ca Pr diagnosis 

 

 

PSA > 4 ng/ml is abnormal 



Men over 50 yrs : PSA 



PSA in “younger” male 

S Longitudinal population studies 

S PSA < 0.6ng/ml 40-45 yrs… reassuring 

S PSA > 0.6ng/ml 40-45 yrs… Incr diagnosis and death Ca 

Pr 

 

S 2.5 - 4 times risk with positive family history 
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NZ GP Survey 

S 1000 survey sent and 280 responded 

S 20% male 40-60yrs have PSA 

S GP initiates majority assessment 

S 20% GP will not initiate discussion 

S 35% PSA done over 75yrs  



Screening studies 

Difficulties:  

Pre screen PSA, PSA in Control group and 

  

No investigation in active arm with abnormal PSA  



Recent update… 



Over 180000 enrolled 



Design 



Results 



Screening outcome 



Results 



Conclusions 



Update 



USPTF recommendations 

S Mission to provide evidence based recommendations 

   Grade D for PSA ( moderate to high certainty of no benefit and some harm) 

PSA not accurate 

Biopsy process morbid 

Treatment morbid 

Majority don’t need treatment 

   

 



Consequences of treatment 

Major morbidity: < 2%, Mortality <  0.1% 

50% 2 – 5% 



Contemporary Issues 

S Increased length of life 

S Increased expectation health service 

S Younger male PSA may be more accurate 

S Less treatment morbidity when younger 

S Increased number on Active Survelliance 

S Reduction in advanced disease ( 25% to 5%) 

S Reduction in death rate 



Prostate Cancer Taskforce 

S Multidisciplinary group ( GP, public, specialists) 

S MoH directed 

S Deliver guidelines on Prostate Cancer 

S Not screening review 

 

S Recommendations late 2012 



Recommendations on PSA 

testing 

S Not recommend screening  

S Understand issues 

S Review patient age / morbidities 

S Listen to patient issues and respond 

S Identify choice and present evidence 

S Allow reflection  

S Negotiate decision  

 

 



If PSA abnormal 

S Refer if DRE abnormal 

S MSU 

S Repeat in 4 – 6 weeks 

S Understand local referral pathway 

 

 

 

 

 



Conclusion/ What I believe… 

S Screening will diagnose and cure more cancer 

S Potential harms and benefits need discussion 

S Offered to all men with > 10 yr life expectancy 

S Initial screen DRE and PSA, then PSA 1 -3 yrly 

S Selective treatment offered  

S Significant reduction in mortality 






