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Background 
Prostate cancer is the most commonly 
diagnosed cancer in men in New Zea-
land and the third most common 
cause of male cancer deaths, account-
ing for 3.8% of deaths.1 The incidence 
of prostate cancer has risen rapidly 
over the past 15–20 years but this is 
likely to be the result of increased 
numbers of asymptomatic men un-
dergoing prostate specific antigen 
(PSA) testing.2 

Prostate cancer is very rare in men 
below the age of 50. About 90% of 
all new cases are in men aged 60 or 
older, and two-thirds of the men who 
die from the disease are over age 75.1 
The registration rate for new pros-
tate cancers in Maori is lower than 
for non-Maori (71.3 per 100 000 
population compared with 96.2 per 
100 000 population), but these rates 
are based on relatively small num-
bers, and there has been variable re-
cording of ethnic data, so the esti-
mates for Maori men are less robust.2 

Risk of diagnosis of, and deaths 
from, prostate cancer are very much 
age-related – the risk of diagnosis 
in men aged 70–79 being nearly 
seven times greater than that in men 
aged 50–59, and the risk of death 
being 21 times greater (Table 1). 
However, premature death from 
prostate cancer is more likely for 

men diagnosed in their 50s com-
pared to men in their 70s (Table 2). 
Family history increases the risk of 
developing prostate cancer – a man 
with a father or brother diagnosed 
has at least twice the risk of diag-
nosis,4 and this increases with de-
creasing age of the affected relative. 
There is also wide international vari-
ability in incidence rates of pros-
tate cancer, with high rates in those 
of African American background 
and low rates in Japanese.5 

Current recommendations 
Population-based screening of 
asymptomatic men for prostate can-
cer in New Zea-
land is not recom-
mended by the Na-
tional Health Com-
mittee because of 
its lack of proven 
benefit and the 
potential harm 
arising from un-
necessary radio-
therapy, surgery or 
other treatment.6 
This position is 
also supported by the Cancer Coun-
cil Australia, the Urological Soci-
ety of Australasia, the Australian 
Prostate Cancer Collaboration, the 
Royal Australian College of General 

Practitioners and the Australian 
Government Department of Health 
and Ageing. On the matter of oppor-
tunistic testing, these organisations 
and most clinical practice guidelines 
recommend that patients be fully in-
formed of the risks, and limitations 
of the test benefits before making 
their own choice.7-11 The positive pre-
dictive value of combined abnormal 
PSA and digital rectal examination 
(DRE) is about 38–50%.13-14 For every 
hundred men who actually have 
prostate cancer, between 10% and 
30% will have a normal PSA test re-
sult (up to 4.0ng/ml).15-16 DRE detects 
cancer in some men with PSA levels 

below 4.0ng/ml.9 
A graphic repre-
sentation of what 
would happen to 
1000 men who 
had a PSA test is 
shown in Figure 1. 
A man with a PSA 
level between 4.0 
and 10.0ng/ml has 
an approximately 
1-in-4 chance of 
having prostate 

cancer. Non-cancer contributors to 
increased PSA include:17 
• benign prostatic hypertrophy 
• ejaculation in preceding 48 hours 
• urinary tract infection 

To make a fully informed 
choice about PSA testing 
men should also be aware 
that active treatments for 
prostate cancer such as 

surgery and radiotherapy… 
have significant potential 

for adverse outcomes 
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• urinary retention 
• prostatitis 
• prostatic massage but probably 

not routine DRE 
• prostate needle biopsy. 
To make a fully informed choice 
about PSA testing men should also 
be aware that active treatments for 
prostate cancer such as surgery and 
radiotherapy (external beam and 
brachytherapy) have significant po-
tential for adverse outcomes which 
may include impotence, less com-
monly urinary incontinence, bowel 
problems and, although rarely, even 
death. The range of possible adverse 
outcomes following radical prosta-
tectomy is shown in the text box in 
Figure 1. 

However, these recommendations 
are controversial.18 The American 
Cancer Society and the American 
Urological Association recommend 
PSA and DRE screening beginning at 
age 50 in normal-risk men; in con-
trast, the American Medical Associa-
tion and the American College of 
Physicians–American Society of In-
ternal Medicine do not specifically 
recommend screening.19 Recently, the 
United States Preventive Services 
Task Force concluded that the net 
benefit of prostate cancer screening 
with PSA and DRE could not be de-
termined and advise that screening 
for prostate cancer could not yet be 
either supported nor discounted.9 
There is some emerging weak evidence 
for a benefit from screening20-21 but 
definitive evidence will not be avail-
able until the completion of current 
randomised controlled trials in the 
USA and Europe. 

Supporting patient choice 
Currently 25–43% of Australian men 
express interest in PSA testing and 
many undergo it.23-26 This may well 
reflect a greater recognition of pa-
tients’ autonomy and a move away 
from a ‘paternalistic’ model of pa-
tient care.27 It may also reflect in-
creasing public awareness of pros-
tate cancer and PSA testing – the 
Prostate Cancer Foundation of Aus-
tralia (a patient support/advocacy 

Table 1. Risk of diagnosis of, and death from, prostate cancer by age in Australia (per 
1,000 men). 

Age group Of 1000 men at this age, Of 1000 men at this age, 
number with a diagnosis number who die from 

 of prostate cancer prostate cancer 

0–49 1 <0.1 

50–59 12 1 

60–69 45 5 

70–79 79 21 

80–89 105 61 

50–79 136 27 

Data source: ABS and AIHW, based on 1997-2001 data3 

Table 2. Premature death from prostate cancer 

Of 1000 men diagnosed with prostate cancer, how many will die prematurely 
(before 80 years of age) from the disease? 

Age group (at diagnosis) Number 

50–59 600 

60–69 500 

70–79 380 

Data source: Queensland Health, based on 1982–2000 data, with minimum two years 
follow-up3 

group) has recently run a media cam-
paign ‘Be a man, see your doctor 
about prostate cancer’. The general 
practitioner (GP) has the task of re-
sponding to consumer demands for 
information in the face of conflict-
ing viewpoints and uncertain medico-
legal requirements.27,28 

Most patients’ assessment of risk 
is primarily determined not by facts, 
but by emotions.29 Decisions about 
health are strongly influenced by non- 
systematic thinking and involve such 
factors as framing effects, categorical 
thinking, low aversion, lay beliefs and 
memories of past experiences.30,31 

Because the evidence base is not 
clear-cut, a shared decision-making 
approach offers a way forward. This 
involves a two-way process and in-
cludes both medical and personal 
information. A framework for the 
competencies that medical practi-
tioners need for shared decision mak-
ing has been described:32 
1. Develop a partnership with the 

patient; 

2. Establish or review the patient’s 
preferences for information (such 
as amount or format); 

3. Establish or review the patient’s 
preferences for their role in deci-
sion-making (such as degree of in-
volvement of self) and the exist-
ence and nature of any uncertainty 
about the course of action to take; 

4. Ascertain and respond to the pa-
tient’s ideas, concerns and expec-
tations; 

5. Identify choices (including ideas 
and information that the patient 
may have) and evaluate the re-
search evidence in relation to the 
individual patient; 

6. Present (or direct the patient to) 
evidence, taking into account 
competencies (2) and (3) and 
framing effects (how presenta-
tion of information may influ-
ence decision-making). Help the 
patient to reflect on, and assess, 
the impact of alternative deci-
sions with regard to his or her 
lifestyle and values; 
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7. Make or negotiate a decision in 
partnership with the patient and 
resolve conflict; 

8. Agree on an action plan and com-
plete arrangements for follow-up. 

GP education programme 
Since GPs are the most likely source 
of information for PSA testing and 
subsequent referral, it is essential that 
they fully understand screening and 
treatment issues so that men in their 
care can make informed choices. With 
this in mind the Australian Prostate 
Cancer Collaboration partnered with 
the Queensland Cancer Fund, the 
Northern Section of the Urological 
Society of Australasia, the National 
Cancer Control Initiative (NCCI) and 
other groups to develop an educa-
tional programme and practice re-
source for GPs. 

Based on materials produced by 
the Centers for Disease Control and 
Prevention in the United States,33 re-
sources were developed with input 
from GPs, public health practition-
ers, and academics, specialist urolo-
gists, consumer groups, psycholo-
gists, epidemiologists, a medicolegal 
expert and educationalists. The ma-
terials and workshops were piloted 
in Queensland and Victoria. 

The education programme was de-
signed to cover two main areas: 
1. The medical context of screening, 

which includes risk and natural 
history of prostate cancer, poten-
tial benefits, and risks of screen-
ing for and treating prostate can-
cer, use and interpretation of PSA 
tests, and referral pathways for 
further investigation. 

2. Shared decision-making, which 
covers medicolegal issues and 
informed consent responsibilities 
for opportunistic preventative 
health screening, understanding 
how men make health decisions, 
lay health beliefs, risk communi-
cation, and using a patient-cen-
tred approach for informed choice 
that elicits patients’ values and 
priorities. 

The education programme was de-
signed as a 2.5 hour interactive 

Outcome of PSA testing in 1000 men 

The figure below is a simplified representation of what would happen to 1000 men who 
had a prostate specific antigen (PSA) test. The numbers are approximate and would be 
influenced by age and many other factors. 

Adapted from information prepared in 2002 by the Cancer Research UK 
Primary Care Education Research Group, University of Oxford, 

www.dphpc.ox.ac.uk/crcpcerg 

An information brochure on checking for prostate cancer is available through 
local public health services or ordered from Wickliffe on 

(04) 496 2277, order number HP: 3795 

For further details go to www.nhc.govt.nz 
or www.nzgg.org.nz 

National Health Committee 2004 
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Figure 1. Outcome of PSA testing in 1000 men (From NZ Guidelines Group Booklet) 
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workshop and has been accredited 
for continuing professional devel-
opment points under the Royal Aus-
tralian College of General Practi-
tioners’ Quality Assurance and Con-
tinuing Professional Development 
Program and the Australian College 
of Rural and Remote Medicine’s Pro-
fessional Development Program. The 
workshop involves presentations by 
a urologist, a general practitioner 
and a communication/decision sup-
port expert. Workshop materials 
developed include a set of 
PowerPoint slides and notes for the 
presenters and three case studies for 
small group discussion. 

In addition, practice resources 
were developed that included an in-
teractive decision aid and brief evi-
dence-based summary card for use 
in the consultation. The interactive 
decision aid is a GP/patient show card 
(Figure 2) with an anatomical dia-
gram of the male pelvis, six decision 
steps, current age based risk estimates 
for prostate cancer and a values clari-
fication exercise. The summary card 
also contains more detail for the in-
formed choice discussion and a GP 
reference card (Figure 3) with a re-
ferral guide covering age-based PSA 
reference ranges and non-cancer 
causes of elevated PSA readings. The 
resources were designed so as to be 
easily scanned visually and suitable 
for use in a brief consultation. With 
financial support from The Cancer 
Council Australia and the National 

Seniors Foundation, these materials 
have been distributed to all GPs in 
Australia with a recent edition of the 
Australian Family Physician. They 
are also downloadable as a pdf on 
the NCCI’s website – www.ncci.org.au. 

Evaluation of the education pro-
gramme using a single arm pre-post 
test design has shown high satisfac-
tion with the workshop and resource 
materials. Participants have shown 
significantly increased knowledge, 
level of understanding and confi-
dence in discussing testing with 
asymptomatic men and initiating dis-
cussions about testing with patients.32 

Since completion of the pilot 
workshops, over 450 GPs in Queens-
land alone and 121 in Victoria have 
attended the programme with further 
workshops scheduled in other states. 
A ‘train-the-trainer’ programme has 
been developed by the NCCI, and is 
due to commence in New South Wales 
in 2006. 

Conclusion 
In a health topic characterised by 
divergent viewpoints, this educa-
tional programme provides evidence 
of the benefits of taking a collabora-
tive and consultative approach, and 
closely linking programme develop-
ment to GPs’ expressed needs. Focus-
ing the educational programme on 
shared decision-making appears to be 
effective in improving GPs’ knowl-
edge, level of understanding and con-
fidence. 
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