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We are seeking your clinical review of proposed quality performance indicators for prostate cancer. 
The Ministry and the National Urological Cancer Working Group (the Working Group) have worked together to develop a set of proposed quality performance indicators (QPIs) for prostate cancer.
The proposed indicators have been selected to measure performance and drive quality improvement in prostate cancer diagnosis and treatment services. The Working Group has identified a set of 15 QPIs that measure the quality of care and outcomes for men with prostate cancer in New Zealand and support continuous quality improvement in prostate cancer care.
The indicators are not limited to those that can be measured using currently available data in national collections. Areas where data quality improvement is required (eg, stage, grade of cancer) will be identified as part of the project. 

What feedback are we seeking?
We are providing an opportunity for all clinicians involved in prostate cancer services to provide feedback on this set of 15 prostate cancer specific indicators. In particular, we would like to know;
· if you think these indicators are useful measures that can drive quality improvement for services provided to people diagnosed and treated for prostate cancer in New Zealand
· if you have any feedback on the QPI descriptions and/or data specifications.

Who are we seeking feedback from?
Primarily we are seeking feedback from clinicians who provide cancer diagnosis and treatment services for people with prostate cancer in New Zealand. Other DHB staff may also wish to comment on the indicators.
We expect clinicians will assess the indicators in areas that relate to their specialist knowledge. A clinician may review as many indicators as they wish. 
You can provide feedback via the Ministry of Health consultation hub using the following link,
https://consult.health.govt.nz/cancer-services/prostate-cancer-qpis
You can also send your feedback, comments and any queries about the indicator development process to Joyce_Brown@moh.govt.nz.

When do we need feedback by?
Please complete your review of the indicators and submit any other feedback by Friday 7 June 2019.



What is the prostate cancer quality performance indicator project about?
High quality cancer care in New Zealand requires a nationally consistent, coordinated approach that advances equity and is structured to enable DHBs to deliver quality improvement.
Addressing variation in the quality of cancer services is pivotal to delivering quality improvements. This is best achieved if there is consensus and clear indicators for what good cancer care looks like. Developing QPIs to quantitatively measure processes and outcomes is an internationally accepted approach to driving quality improvement in cancer care.
National tumour specific QPIs are being developed by the Ministry in partnership with sector led working groups. Key principles of the process are clinical engagement, consultation and consensus. 
QPIs selected are: 
· evidence-based (ie, supported by sound, current evidence that the indicator can drive quality improvement)
· important (ie, address an area of clinical importance that could significantly impact on the quality and outcome of care delivered)
· supportive of the goals of achieving Māori health gain, equity and national consistency.
The first set of QPIs have been developed for the diagnosis and treatment of bowel cancer and the Bowel Cancer Quality Improvement Report was published in March 2019.
https://www.health.govt.nz/publication/bowel-cancer-quality-improvement-report-2019

How did we come up with these indicators?
The development process for prostate cancer QPIs is aligned with that used to develop an agreed set of QPIs for the diagnosis and treatment of bowel cancer. 
The Working Group reviewed a ‘long list’ with more than 200 prostate cancer indicators published and/or utilised internationally. The group considered which indicators are most valuable to drive quality improvements for prostate cancer care in New Zealand, and short listed 22 indicators. This short list was carried forward for further discussion and initial assessment of measurability of data items required for each indicator.
From the short list of 22 indicators and after further discussion, a set of nine QPIs (and stratifying variables) were endorsed by the Working Group for further development. This set was further expanded with the addition of six indicators that the National Bowel Cancer Working Group developed and identified as being applicable to multiple tumour streams.
QPI descriptions were developed by the Working Group clinicians and at their meeting on 25 March 2019, the proposed QPIs descriptions were reviewed and agreed as the final set of proposed QPIs that would be sent out for clinical consultation
This resulted in a list of 15 indicators presented in this document for clinical review and feedback
What will happen next?
Your feedback will be presented and considered at the next Working Group meeting on 17 June 2019 and a final set of QPIs will be agreed to develop further. The next phase of the project is to assess whether data is available in national collections to develop and report the QPIs. Where data is not available, we will work with our clinical advisory groups and other groups within the Ministry to identify the best source and method to collect this data. We will also develop the reporting requirements for each indicator.
The stratifying variables and brief descriptions of the national data sources are listed in Appendix 1 (page 26).
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Indicator 1	Routes to diagnosis

	Good Practice Point
	Patients should be diagnosed prior to the development of symptoms or acute complication of prostate cancer.

	Indicator description:
	Proportion of men with prostate cancer who are diagnosed following a referral to a clinic or presentation to an emergency department (with or without surgery).

	
	

	Rationale and evidence:
	One-year survival is lower for men whose pathway to cancer diagnosis started with an urgent referral or a presentation to the Emergency Department.33 If significant variation in patterns of presentation are found, then this will allow targeted quality improvement programmes to address this variation.

	Equity / Māori health gain:
	Māori patients were more likely to be diagnosed following a presentation to an emergency department or urgent referral (13%) than non-Māori (9%) 40. Therefore, identifying DHBs with high emergency presentation rates may allow targeted education for men, their whanau, and general practitioners in those areas.7, 33, 69, 92


	Specifications:
	

	
	Numerator a:
	Number of men with prostate cancer whose diagnosis followed an elective presentation.

	
	Numerator b:
	Number of men with prostate cancer whose diagnosis followed an emergency presentation.

	
	Denominator:
	Number of all men with prostate cancer.

	Data sources:
	NZCR, NMDS (refer to appendix 1 to for data source descriptions)



References:

7.	Amini, A., et al., Disparities in disease presentation in the four screenable cancers according to health insurance status. Public Health, 2016. 138: p. 50-6.
33.	Forbes, L.J., et al., Risk factors for delay in symptomatic presentation: a survey of cancer patients. Br J Cancer, 2014. 111(3): p. 581-8.
40.	Grothey A, S.D., Goldberg RM, Schmoll HJ, Survival of patients with advanced colorectal cancer improves with the availability of fluorouracil-leucovorin, irinotecan, and oxaliplatin in the course of treatment. J Clin Oncol, 2004. 22(7): p. 1209-1214.
69.	Mahal, B.A., et al., Racial disparities in prostate cancer outcome among prostate-specific antigen screening eligible populations in the United States. Ann Oncol, 2017. 28(5): p. 1098-1104.
92.	Obertová Z, L.R., Scott N, Holmes M, Brown C, Lao C, Tyrie L, Gilling P, Treatment modalities for Māori and New Zealand European men with localised prostate cancer. International Journal of Clinical Oncology, 2015. 20(4): p. 814–820.


[bookmark: _Toc8116706][bookmark: _Toc8631361]Indicator 2	PSA at diagnosis

	Good practice point:
	Prostate Cancer should be diagnosed early to optimise patient outcomes and reduce morbidity.

	Indicator description:
	PSA level at time of diagnosis of prostate cancer.

	
	

	Rationale and evidence:
	Prostate cancer is only curable at its earlier stages, metastatic prostate cancer is rarely curable. PSA level is a surrogate for risk of metastatic disease risk7. Lower PSA levels at diagnosis therefore indicates prostate cancer at a more curable stage49, 69. This indicator will provide visibility of presentation patterns across different regions and ethnic groups. 

	Equity / Māori health gain:
	Identification of risk impacts is required to be measured and assessed nationally92. Data is suggestive of later presentation in Māori patients with prostate cancer and this needs confirmation nationally109.

	Specifications:
	

	Numerator:
	Number of men with prostate cancer and
i. PSA < 4
ii. PSA 4 to < 10
iii. PSA 10 to < 20
iv. PSA 20 to < 100
v. PSA ≥ 100

	Denominator:
	Number of men with prostate cancer.

	Data sources
	PCOR



References:

7.	Amini, A., et al., Disparities in disease presentation in the four screenable cancers according to health insurance status. Public Health, 2016. 138: p. 50-6.
49.	Hillig, T., et al., Elevated prostate specific antigen and reduced 10-year survival among a cohort of Danish men consecutively referred from primary care to an urological department during 2005-2006. Scand J Clin Lab Invest, 2017. 77(1): p. 27-35.
69.	Mahal, B.A., et al., Racial disparities in prostate cancer outcome among prostate-specific antigen screening eligible populations in the United States. Ann Oncol, 2017. 28(5): p. 1098-1104.
92.	Obertová Z, L.R., Scott N, Holmes M, Brown C, Lao C, Tyrie L, Gilling P, Treatment modalities for Māori and New Zealand European men with localised prostate cancer. International Journal of Clinical Oncology, 2015. 20(4): p. 814–820.
109.	Ross Lawrenson, A.P., Maori, rural men avoid prostate check - study. 2014.


[bookmark: _Toc3791479][bookmark: _Toc3817777][bookmark: _Toc8116707][bookmark: _Toc8631362]Indicator 3	Stage at Diagnosis

	Good practice point:
	Documentation of TNM stage in the medical record.

	Indicator description:
	Proportion of men with prostate cancer by stage at diagnosis.

	
	

	Rationale and evidence:
	Stage at diagnosis is one of three components to enable risk stratification for prostate cancer patients24, 71, 86, 87. People who are diagnosed when their cancer is at an early stage and of low risk have significantly improved survival outcomes25.
The clinical stage provides the best initial estimate of the extent of disease. The clinical stage is based on the results of the physical examination including digital rectal examination (DRE), biochemical tests, prostate biopsy, and any imaging tests. Stage is a critical element in determining appropriate treatment9, 79. Opportunistic prostate cancer screening varies by ethnicity and locality7, 69, 115

	Equity / Māori health gain:
	Māori patients appear to present with more advanced disease92, 109, clear assessment of this pattern is required on a national level.

	Specifications:
	

	Numerator:
	Number of men with prostate cancer in each overall stage group.

	Denominator:
	Number of men with prostate cancer.

	Data sources:
	NZCR, PCOR



References:

7.	Amini, A., et al., Disparities in disease presentation in the four screenable cancers according to health insurance status. Public Health, 2016. 138: p. 50-6.
9.	Asbell, S.O., et al., Impact of surgical staging in evaluating the radiotherapeutic outcome in rtog phase III study for A2 and B prostate carcinoma. International Journal of Radiation Oncology*Biology*Physics, 1989. 17(5): p. 945-951.
24.	Cooperberg, M.R., Clinical risk-stratification for prostate cancer: Where are we, and where do we need to go? Can Urol Assoc J, 2017. 11(3-4): p. 101-102.
25.	Desch, C.E., et al., Factors that Determine the Treatment for Local and Regional Prostate Cancer. Medical Care, 1996. 34(2): p. 152-162.
69.	Mahal, B.A., et al., Racial disparities in prostate cancer outcome among prostate-specific antigen screening eligible populations in the United States. Ann Oncol, 2017. 28(5): p. 1098-1104.
71.	McPahil S, J.S., Greenberg D, Stage at diagnosis and early mortality from cancer in England. British Journal of Cancer, 2015. 112: p. S108.
79.	Nag N, M.J., Davis ID, Costello S, Duthie J B, Mark S, Delprado W, Smith D, Pryor D, Galvin D, Sullivan F, Murphy AC, Roder D, Elsaleh H, Currow D, White C, Skala M, Moretti KL, Walker T, De Ieso P, Brooks A, Heathcote P, Frydenberg M, Thavaseelan J, Evans SM, Development of Indicators to Assess Quality of Care for Prostate Cancer. Eur Urol Focus, 2018. 4(1): p. 57-63.
86.	NICE Guidance, Diagnosing prostate cancer: PROGENSA PCA3 assay and Prostate Health Index, in National Institute for Health and Care Excellence. 2015.
87.	NICE Guideline, Prostate cancer, in National Institute for Health and Care Excellence. 2015.
92.	Obertová Z, L.R., Scott N, Holmes M, Brown C, Lao C, Tyrie L, Gilling P, Treatment modalities for Māori and New Zealand European men with localised prostate cancer. International Journal of Clinical Oncology, 2015. 20(4): p. 814–820.
109.	Ross Lawrenson, A.P., Maori, rural men avoid prostate check - study. 2014.
115.	Sneyed MJ, Prevalence of Opportunistic Prostate Cancer Screening in New Zealand, A report for the National Screening Advisory Committee, MOH, M.o. Health, Editor. 2010.


[bookmark: _Toc8116708][bookmark: _Toc8631363]Indicator 4	MRI during diagnostic phase

	Good practice point:
	Men receive an MRI in the diagnostic and staging phase of prostate cancer.

	Indicator description:
	Proportion of men with prostate cancer receiving an MRI prior to treatment.

	
	

	Rationale and evidence:
	Multi-parametric MRI is provided to men, if knowledge of the T or N stage could affect management. 
Pre-biopsy MRI may reduce biopsy rate by up to 27% and reduces the morbidity associated with prostate cancer investigation including septic complications (4% risk after transrectal biopsies). 3, 37, 44, 51, 57, 59, 66, 95, 101, 124 Targeting of suspicious lesions found on MRI may increase rate of diagnosis of clinically significant lesions and decrease rate of diagnosis of non clinically significant lesions.

	Equity / Māori health gain:
	Poorer prostate cancer survival for Māori men can be attributed to a series of differences along the prostate cancer care pathway, including less intensive diagnostic investigations. Rate of MRI use stratified across ethnicities enables a focus on improved equity and Māori health gain.

	Specifications:
	

	Numerator:
	Number of men with prostate cancer having an MRI in 6 months prior to treatment.

	Denominator:
	Number of all men with prostate cancer.

	Data sources:
	NNPAC, NMDS



References:

3.	Ahmed, H.U., et al., Diagnostic accuracy of multi-parametric MRI and TRUS biopsy in prostate cancer (PROMIS): a paired validating confirmatory study. The Lancet, 2017. 389(10071): p. 815-822.
37.	Fütterer, J.J., et al., Prostate Cancer Localization with Dynamic Contrast-enhanced MR Imaging and Proton MR Spectroscopic Imaging. Radiology, 2006. 241(2): p. 449-458.
44.	Hansen, N.L., et al., Multicentre evaluation of magnetic resonance imaging supported transperineal prostate biopsy in biopsy-naive men with suspicion of prostate cancer. BJU Int, 2018. 122(1): p. 40-49.
51.	Hovels, A.M., et al., The diagnostic accuracy of CT and MRI in the staging of pelvic lymph nodes in patients with prostate cancer: a meta-analysis. Clin Radiol, 2008. 63(4): p. 387-95.
57.	Kasivisvanathan, V., et al., MRI-Targeted or Standard Biopsy for Prostate-Cancer Diagnosis. New England Journal of Medicine, 2018. 378(19): p. 1767-1777.
59.	Ketelsen, D., et al., [Detection of bone metastasis of prostate cancer - comparison of whole-body MRI and bone scintigraphy]. Rofo, 2008. 180(8): p. 746-52.
66.	Li, B., et al., Magnetic resonance imaging for prostate cancer clinical application. Chin J Cancer Res, 2013. 25(2): p. 240-9.
95.	Park, B.K., et al., Prospective evaluation of 3-T MRI performed before initial transrectal ultrasound-guided prostate biopsy in patients with high prostate-specific antigen and no previous biopsy. AJR Am J Roentgenol, 2011. 197(5): p. W876-81.
101.	Pouliot, F., M. Johnson, and L. Wu, Non-invasive molecular imaging of prostate cancer lymph node metastasis. Trends Mol Med, 2009. 15(6): p. 254-62.
124.	Turkbey, B., et al., Prostate Cancer: Value of Multiparametric MR Imaging at 3 T for Detection—Histopathologic Correlation. Radiology, 2010. 255: p. 89-99.

[bookmark: _Toc8116709][bookmark: _Toc8631364]Indicator 5	PSMA scan for men with high risk prostate cancer

	Good practice point:
	PSMA scan is the standard of care for staging men with high risk prostate cancer, in the absence of PSMA CT scan and bone scan are an alternative.

	Indicator description:
	1) Proportion of men with high risk prostate cancer having a PSMA scan.
2) Pre-salvage scan for patients who are treated with radiation.

	
	

	Rationale and evidence:
	Men with low risk or favourable intermediate risk disease do not require any staging for metastatic disease. Men with unfavourable intermediate risk and high risk disease should be staged in alignment with national radiological guidelines. Men with unfavourable intermediate risk and high risk disease should have the option of staging with a PSMA PET CT discussed with them as an alternative to CT scan and bone scan. Accurate staging of high risk prostate cancer patients may prevent patients from undergoing futile radical treatment or result in alteration of treatment plans. PSMA testing is regarded as cost effective and the standard of care for staging high risk prostate cancer yet access is variable. 43, 77, 97, 106


	Equity / Māori health gain:
	Poorer prostate cancer survival for Māori men can be attributed to a series of differences along the prostate cancer care pathway, including less intensive diagnostic investigations. Rate of PSMA use stratified across ethnicities enables a focus on improved equity and Māori health gain.

	Specifications:
	

	Numerator:
	Number of men with prostate cancer having a PSMA scan 
(1) within 90 days of diagnosis; 
(2) within 90 days of salvage treatment.

	Denominator:
	(1) Number of all men with prostate cancer
(2) Number of men undergoing salvage radiotherapy treatment

	Data sources:
	NNPAC, NMDS



References:

43.	Han, S., et al., Impact of (68)Ga-PSMA PET on the Management of Patients with Prostate Cancer: A Systematic Review and Meta-analysis. Eur Urol, 2018. 74(2): p. 179-190.
77.	Murphy, G.P., et al., Measurement of serum prostate-specific membrane antigen, a new prognostic marker for prostate cancer. Urology, 1998. 51(5, Supplement 1): p. 89-97.
97.	Perner, S., et al., Prostate-specific membrane antigen expression as a predictor of prostate cancer progression. Hum Pathol, 2007. 38(5): p. 696-701.
106.	Roach, P.J., et al., The Impact of (68)Ga-PSMA PET/CT on Management Intent in Prostate Cancer: Results of an Australian Prospective Multicenter Study. J Nucl Med, 2018. 59(1): p. 82-88.



[bookmark: _Ref536004543][bookmark: _Ref536004651][bookmark: _Toc3791472][bookmark: _Toc3817770][bookmark: _Toc8116710][bookmark: _Toc8631365]Indicator 6	Consultation with radiation oncologist and urologist prior to radical prostatectomy

	Good practice point:
	All patients being radically treated for prostate cancer should be offered a consultation with both a urologist and a radiation oncologist prior to treatment.

	Indicator description:
	Proportion of men with prostate cancer seeing a Urologist and a Radiation Oncologist prior to treatment, including remote consultations.

	
	

	Rationale and evidence:
	Men with prostate cancer should be given sufficient, balanced, evidence-based and personalised information about all treatment options as part of shared patient-centred decision making and before any treatment is undertaken. 
Men with localised prostate cancer radical prostatectomy and radical radiation treatment have equivalent outcomes in terms of mortality, disease progression and long term quality of life.26, 27, 42, 55, 60, 80, 96, 105, 126, 129, 131
The choice of treatment will mainly be influenced by a patient’s preference for type of treatment and possible side effects. 
Men are best informed when the information is given and discussed by the relevant specialist. For radiation therapy, this would come from a radiation oncologist and for surgery a urologist who performs radical prostatectomy.  Each specialist should be actively involved in treatment of men with prostate cancer.  A nurse specialist can be a valuable to assist in the discussion of options with men. Patient-centred care and informed decision making is recognised as an essential component of best-practice cancer care.2, 19, 20, 45, 72, 85, 112, 120
MDT meetings cannot be a substitute for a man receiving tailored information from both a urologist and a radiation oncologist. 
In New Zealand, the number of men being referred to and /or seeing a radiation oncologist prior to radical prostatectomy is not known. This Indicator will assess the equity of access to radiation oncology consultations.

	Equity / Māori health gain:
	Stratification by ethnicity enables monitoring of equitable access to specialist consultations.

	Specifications:
	

	
	Numerator:
	Number of men with prostate cancer having an appointment with a urologist and an appointment with a radiation oncologist between diagnosis and radical treatment.

	
	Denominator:
	Number of all men with prostate cancer who undergo radical treatment.

	
	Limit data to:
	Treatment intent = “curative”; if necessary use radiation ≥ 60 Gray as proxy for curative intent

	Data sources:
	NZCR, NNPAC, NMDS



References:

2.	Aggarwal, A., et al., Organisation of Prostate Cancer Services in the English National Health Service. Clin Oncol (R Coll Radiol), 2016. 28(8): p. 482-9.
19.	Cancer Care Ontario Canada, Prostate Cancer Treatment Pathway, C.C. Ontario, Editor. 2018: Canada.
20.	Cancer Council Australia, Optimal care pathway for men with prostate cancer, C.C. Australian Government, Editor. 2016.
26.	Donovan, J.L., et al., Patient-Reported Outcomes after Monitoring, Surgery, or Radiotherapy for Prostate Cancer. New England Journal of Medicine, 2016. 375(15): p. 1425-1437.
27.	Eau-Estro-Esur-Siog Prostate Cancer Guidelines Panel, Prostate Cancer and the John West Effect. Eur Urol, 2017. 72(1): p. 7-9.
42.	Hamdy, F.C., et al., 10-Year Outcomes after Monitoring, Surgery, or Radiotherapy for Localized Prostate Cancer. New England Journal of Medicine, 2016. 375(15): p. 1415-1424.
45.	Health, M.o., Prostate Cancer Working Group and Ministry of Health. 2015. Guidance on Using Active Surveillance to Manage Men with Low-risk Prostate Cancer. 2015.
55.	Johnston, T.J., et al., Mortality Among Men with Advanced Prostate Cancer Excluded from the ProtecT Trial. Eur Urol, 2017. 71(3): p. 381-388.
60.	Kishan, A.U., et al., Radical Prostatectomy, External Beam Radiotherapy, or External Beam Radiotherapy With Brachytherapy Boost and Disease Progression and Mortality in Patients With Gleason Score 9-10 Prostate Cancer. JAMA: The Journal of the American Medical Association, 2018. 319(9): p. 896-905.
72.	Ministry of Health, Diagnosis and Management of Prostate Cancer in New Zealand Men, in Recommendations from the Prostate Cancer Taskforce. 2013.
80.	National Comprehensive Cancer Network, Prostate Cancer Diagnosis and Treatment Clinical Guideline, in Clinical Practice Guidelines in Oncology, NCCN, Editor. 2017.
85.	NICE Clinical Guideline, Managing localised or locally advanced prostate cancer, in National Institute for Health and Care Excellence. 2018.
96.	Peinemann, F., et al., Low-dose rate brachytherapy for men with localized prostate cancer. Cochrane Database Syst Rev, 2011(7): p. CD008871.
105.	Roach, M., 3rd, T.L. Ceron Lizarraga, and A.A. Lazar, Radical Prostatectomy Versus Radiation and Androgen Deprivation Therapy for Clinically Localized Prostate Cancer: How Good Is the Evidence? Int J Radiat Oncol Biol Phys, 2015. 93(5): p. 1064-70.
112.	Sanda MG, C.R., Crispino T, Freedland S, Greene K, Klotz LH, Makarov DV, Nelson JB, Reston J, Rodrigues G, S HM, Taplin ME, Cadeddu JA, Clinically Localized Prostate Cancer: AUA/ASTRO/SUO Guideline Statements Shared Decision Making (SDM) 2017.
120.	The Royal Australian and New Zealand College of Radiologists, Informed Decision Making In The Management Of Localised Prostate Cancer A Patient-Focused Perspective, in Informed Decision Making In The Management Of Localised Prostate Cancer A Patient-Focused Perspective, T.R.A.a.N.Z.C.o. Radiologists, Editor. 2018.
126.	Wallis, C.J.D., et al., Survival and Complications Following Surgery and Radiation for Localized Prostate Cancer: An International Collaborative Review. Eur Urol, 2018. 73(1): p. 11-20.
129.	Westover, K., et al., Radical prostatectomy vs radiation therapy and androgen-suppression therapy in high-risk prostate cancer. BJU Int, 2012. 110(8): p. 1116-21.
131.	Wolff, R.F., et al., A systematic review of randomised controlled trials of radiotherapy for localised prostate cancer. Eur J Cancer, 2015. 51(16): p. 2345-67.
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[bookmark: _Toc8116711][bookmark: _Toc8631366]Indicator 7	Medical oncology review of patients with advanced disease

	Good practice point:
	Men with advanced disease, i.e. metastatic castrate sensitive prostate cancer, should see a medical oncologist within two months of diagnosis.

	Indicator description:
	Proportion of men who see a medical oncologist two years or more prior to death from prostate cancer.

	
	

	Rationale and evidence:
	Men with advanced disease, i.e. metastatic prostate cancer, should see a medical oncologist within two to three months of diagnosis28; however, determining metastatic disease at time of diagnosis is difficult and not always possible. Assessment of whether a man had consulted with a medical oncologist two years or more prior to death is a more available measure.22, 32, 53, 54, 75, 89, 125

	Equity / Māori health gain:
	There are racial and ethnic differences in outcome of advanced-stage prostate cancer50. The mortality rate for Māori men with prostate cancer is higher than for non- Māori, most likely because a higher proportion of Māori men present with advanced, and therefore incurable, disease78. Therefore, Māori should be accessing earlier medical oncology care.

	Specifications:
	

	
	Numerator:
	Number of men with advanced disease who have had an appointment with a medical oncologist two or more years prior to date of death.

	
	Denominator:
	Number of men with a date of death.

	
	Limit data to:
	Cause of death = prostate cancer

	Data sources:
	NZCR, NNPAC, NMDS, Pharms, FCT, Mortality collection

	Notes:
	NIH-funded study shows increased survival in men with metastatic prostate cancer who receive chemotherapy when starting hormone therapy28.


[bookmark: _Toc3791474][bookmark: _Toc3817772]
References:

22.	ClinicalTrials.gov Identifier: NCT02446405, Enzalutamide in First Line Androgen Deprivation Therapy for Metastatic Prostate Cancer (ENZAMET) Clinical Trial Phase 3 2014-2020, U.o. Sydney, Editor. 2019.
28.	ECOG-ACRIN Cancer Research Group, Androgen Ablation Therapy With or Without Chemotherapy in Treating Patients With Metastatic Prostate Cancer (CHAARTED), in Clinical Trials. 2013.
32.	Fizazi, K., et al., Abiraterone acetate plus prednisone in patients with newly diagnosed high-risk metastatic castration-sensitive prostate cancer (LATITUDE): final overall survival analysis of a randomised, double-blind, phase 3 trial. The Lancet Oncology, 2019. 20(5): p. 686-700.
50.	Hoffman RM, G.F., Eley JW, Harlan LC, Stephenson RA, Stanford JL, Albertson PC, Hamilton AS, Curtis Hunt WC, Potosky AL, Racial and Ethnic Differences in Advanced-Stage Prostate Cancer: the Prostate Cancer Outcomes Study. J Natl Cancer Inst, 2001. 93(5): p. 388-395.
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54.	James, N.D., et al., Addition of docetaxel, zoledronic acid, or both to first-line long-term hormone therapy in prostate cancer (STAMPEDE): survival results from an adaptive, multiarm, multistage, platform randomised controlled trial. The Lancet, 2016. 387(10024): p. 1163-1177.
75.	MJ, M., et al., Optimizing Anticancer Therapy in Metastatic Non-Castrate Prostate Cancer: American Society of Clinical Oncology Clinical Practice Guideline. Journal of Clinical Oncology, 2018. 36(15).
78.	Nacey JN, D.B., Mark SD, Improving outcomes for New Zealand men with prostate cancer. 127, 2014(1389).
89.	NICE Guideline, Prostate cancer: diagnosis and management. Evidence review for docetaxel iin people with hormone sensitive prostate cancer, N.I.f.H.a.C. Excellence, Editor. 2019, National Institute for Health and Care Excellence.
125.	Vale, C.L., et al., Addition of docetaxel or bisphosphonates to standard of care in men with localised or metastatic, hormone-sensitive prostate cancer: a systematic review and meta-analyses of aggregate data. The Lancet Oncology, 2016. 17(2): p. 243-256.


[bookmark: _Toc8116712][bookmark: _Toc8631367]Indicator 8	Surgical margin status of pT2 disease

	Good practice point:
	T2 positive margin rates are a marker of surgical quality and should be less than 20%.

	Indicator description:
	Positive surgical margin rates by pathological T stage.

	
	

	Rationale and evidence:
	The presence of a positive margin increases the risk of biochemical recurrence, local recurrence, and the need for salvage treatment16. Inversely, a positive surgical margin significantly reduces the likelihood of progression-free survival, including prostate-specific antigen recurrence-free survival, local recurrence-free survival and development of metastases after radical prostatectomy in multivariate analysis6, 15, 29, 98, 100, 119. Moreover, positive margins are associated with a 2.6-fold increased risk of prostate cancer specific mortality132.
In the 2011 European Association of Urology guidelines, as well as the National Comprehensive Cancer Network (NCCN) guidelines81, it has been recommended to take into account surgical margin status in the adjuvant treatment decision104. Immediate postoperative external irradiation after radical prostatectomy for men with positive surgical margins improves biochemical and clinical disease-free survival47, in particular in combination with other high-risk features74. In relation to survival, surgical margins are the only factor which could be influenced by the surgeon, contrary to tumour characteristics30, 104, 117, 133.

	Equity / Māori health gain:
	Data not available.

	Specifications:
	

	
	Numerator:
	All men with pT2 disease having radical prostatectomy with positive surgical margins (recommendation from college must have margin status).

	
	Denominator:
	All men with pT2 disease having radical prostatectomy.

	
	Limit data to:
	· Treatment modality = surgery
· Stage: men with prostate cancer stage pT2

	Data sources:
	NZCR, NNPAC, NMDS, PCOR

	Notes:
	Recommended by PCOR 793.
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	Indicator description:
	(i) Median length of stay following surgery for prostate cancer.
(ii) Length of stay for patients not discharged >5days after surgery for prostate cancer.

	
	

	Rationale and evidence:
	Surgery is the cornerstone of treatment for many cancers. Hospital length-of-stay (LOS) following surgery is an indicator of health service efficiency. In some healthcare settings, there have been initiatives aimed at reducing LOS after cancer surgery, such as enhanced recovery programmes. These types of initiatives may confer advantages for patients, including faster recovery and fewer complications. It may also lead to more cost effective patient care.56, 58, 67, 82


	Equity / Māori health gain:
	The Piper Study did not identify significant differences in patient length of stay by ethnic group or socioeconomic deprivation52.

	Specifications:
	

	
	Measure:
	(i) Median length of stay after surgery for prostate cancer.
(ii) Length of stay for patients not discharged >5 days after surgery for prostate cancer.

	Data sources:
	NZCR, NMDS
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	Good practice point:
	Men with high-risk localised prostate cancer should not be offered active surveillance and need to be referred to MDM. 

	Indicator description:
	Proportion of men in each treatment modality (surgery, radiation therapy, systemic therapy, active surveillance, watchful wait) by risk stratification.

	
	

	Rationale and evidence:
	Patients should receive treatment which is appropriate to their risk category.  Therefore, active surveillance should not be offered to men with high-risk localised prostate cancer12, 87. Equally, men with very low risk and low risk prostate cancer are best managed with active surveillance. 

	Equity / Māori health gain:
	Poorer prostate cancer survival for Māori men can be attributed to a series of differences along the prostate cancer care pathway, including less intensive diagnostic investigations, later stage at diagnosis, longer wait times, and differences in treatment modalities for both localised and metastatic prostate cancer91. This measure enables monitoring of treatment modalities across risk categories as well as across ethnicities, and thereby enables a focus on improved equity and Māori health gain10.
48, 63-65, 90, 93

	Specifications:
	

	
	Numerator:
	Number of men with prostate cancer diagnosed with prostate cancer treated with surgery, radiation therapy, and/or systemic treatment.

	
	Denominator:
	Number of all men with prostate cancer.

	Data sources:
	NZCR, NNPAC, NMDS, Pharms

	Notes:
	Derived from MOH common indicator of treatment survival.
Recommended by PCOR79.
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	Good Practice Points:
	Patients referred with a high suspicion of cancer requiring immediate or urgent referral, as per prostate cancer management referral guidance, are seen within 14 days of referral72. Patients requiring routine referral should be seen within 6 weeks88, 102.
Many factors may delay first treatment in prostate cancer including patient preference, however treatment should be delivered in a timely manner once there is a decision to treat.

	Indicator description:
	Time from confirmed diagnosis to decision to treat and first treatment.

	Expected quality improvement:
	Patients are managed through the pathway, and experience well-coordinated service delivery.

	Rationale and evidence:
	Timely and equitable access to quality cancer management is important to support good health outcomes for New Zealanders and to reduce inequities.
Key components of successful cancer management include early recognition and reporting of symptoms, expertise in identifying patients requiring prompt referral and rapid access to investigations and treatment. Patients should receive quality clinical care, and delays avoided as far as possible. Service providers can monitor inequities in timeliness and address these if they occur.
A suspicion of cancer or cancer diagnosis is very stressful for patients and family/whānau. It is important that patients, family/whānau and GPs know how quickly patients can receive treatment. Long waiting times may affect local control and survival benefit for some high risk prostate cancer patients, and can result in delayed symptom management for palliative patients13, 35, 41

	Equity / Māori health gain:
	Māori are more likely to experience delay in diagnosis and treatment than other ethnic groups. Visibility of disparity may prompt service providers to develop quality improvement activities to address this disparity48, 103.


	Specifications:
	

	
	Measure:
	(1) Median time from confirmed diagnosis to decision to treat stratified by risk category, ethnicity, treatment modality, age at diagnosis and/or deprivation
(2) Median time from decision to treat to first treatment stratified by risk category, ethnicity, treatment modality, age at diagnosis and/or deprivation

	Data sources:
	NZCR, FCT
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	Good practice point:
	Patient’s social, psychosocial and spiritual needs are assessed at each point of care and recorded in their care plan.

	Indicator description:
	Proportion of patients whose mental and/or physical quality of life is affected.
Measure of patients’ functional outcome by assessing proportion of men in each EPIC category: urinary incontinence, urinary irritation, urinary obstruction, bowel, sexual, hormonal.

	Expected quality improvement:
	Quality of life post treatment affected by overtreatment, cure rate, continence and potency plus general distress. Some of these are measured currently. In general: 10-20% improvement in measurable continence post surgery, Reduction in surgery in low risk disease with reduced morbidity and reduced cancer recurrence post surgery with improved surgical technique.

	Rationale and evidence:
	There is a high prevalence of depression and anxiety in men with prostate cancer, across the treatment spectrum8, 127. Recovery of sexual and urinary function is time dependent and can continue to improve beyond two years postoperatively68. Individual patients’ responses to surgical results varies greatly, reinforcing the importance of individualised decision making for patients facing a decision about radical prostatectomy for prostate cancer.21, 110

	Equity / Māori health gain:
	Identification of ethnicity will highlight any variance and can suggest management alternatives/ different pathways for care.

	Specifications:
	

	
	Numerator:
	Number of men with prostate cancer within each one of six EPIC categories at 6 months, 1, 2, and 5 years after treatment.

	
	Denominator:
	Number of men with prostate cancer alive 6 months, 1, 2, and 5 years after treatment.

	Data sources:
	NZCR, NNPAC, NMDS, Pharms, PCOR
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	Good practice point:
	It is expected that men having undergone Radiation Treatment, Radical Prostatectomy or included in an Active Surveillance programme will have high disease free survival11, 38, 113 at 2, 5 and 10 years from diagnosis.

	Indicator description:
	Proportion of men enrolled in Active Surveillance or having undergone Radiation Treatment or Radical Prostatectomy who show no objective evidence of disease progression at 2, 5 and 10 years. 

	
	

	Rationale and evidence:
	An individual man's prognosis depends on the type and stage of cancer as well as age and general health at the time of diagnosis. In Australia, the 5- 10-, and 15-yr survival rates for men diagnosed with prostate cancer are 92%, 93%, and 77%, respectively20.
Prostate cancer is a slow growing tumour and there is much debate as to the risks of treatment versus any survival advantage gained34, 99.

	Equity / Māori health gain:
	Identifiable departures from the benchmark/standard will help identify problems with communication or resource provision.

	Specifications:
	

	Numerator:
	Number of men alive with prostate cancer that has not progressed 2, 5, and 10, years from diagnosis in men treated with Radiation Treatment, Radical Prostatectomy, or enrolled in Active Surveillance. 
Progression is defined as 
(i) biochemical recurrence after Radiation Treatment38, 114 or Radical Prostatectomy23, 36, 46, 62, 73, 76, 94, 108, 118, identified by imaging or PSA testing, and as 
(ii) “trigger for treatment reached” in men on Active Surveillance1, 17, 39, 42, 61, 70, 83, 114, 116, 121-123, 128.

	Denominator:
	Number of all men with prostate cancer treated with Radiation Treatment, Radical Prostatectomy, or enrolled in Active Surveillance 2, 5, and 10, years from diagnosis.

	Limit data to:
	Treatment modality: Radiation Therapy, Radical Prostatectomy, and Active Surveillance


	Data sources:
	NZCR, NNPAC, NMDS, Pharms
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	Good practice point:
	Review of survival rates allows comparison of data and benchmarking against international standards

	Indicator description:
	Overall survival for people with prostate cancer at 1, 3, 5, 10 years from diagnosis by stage.

	
	

	Rationale and evidence:
	An individual patient's prognosis depends on the type and stage of cancer as well as age and general health at the time of diagnosis. In Australia, the 5- 10-, and 15-yr survival rates for men diagnosed with prostate cancer are 92%, 93%, and 77%, respectively79, 86, 87.
Prostate cancer is a slow growing tumour and there is much debate as to the risks of treatment versus any survival advantage gained 4, 5.14, 42, 107, 130

	Equity / Māori health gain:
	Identification of equitable survival is required to clarify any need with the Māori community for improvements in prostate cancer care. Ability to address factors that drive inequality in prostate cancer survival18.

	Specifications:
	

	
	Numerator:
	Number of people with prostate cancer who survive at 1, 3, 5, 10, years from diagnosis

	
	Denominator:
	Number of all men with prostate cancer.

	Data sources:
	NZCR
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[bookmark: _Toc8051787][bookmark: _Toc8116719][bookmark: _Toc8631374]Indicator 15	Reporting to national database collection of key prostate cancer measures

	Good practice point:
	Key prostate cancer measures are reported to national database collections.

	Indicator description:
	Proportion of patients reported in a national database

	
	.

	Rationale and evidence:
	Data is required to improve patient outcomes across all indicator groups.31, 84, 111 It is thought that improved ability to assess clinical performance across New Zealand and assessment of patient outcomes will drive quality improvement.

	Equity / Māori health gain:
	National improvement of data collection allows more accurate assessment of needs of Māori patients

	Specifications:
	

	
	Numerator:
	Patients included on PCOR

	
	Denominator:
	Patients diagnosed with prostate cancer

	Data sources:
	PCOR, national collections
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Stratifying Variables
In addition to reporting all indicators by DHB and regional cancer network the following stratifying variables will be applied where possible:
· Age
· Sex
· Ethnicity (Māori, Pacific, Asian, European/Other )
· Social deprivation 
· Rurality
· Public / private provider
Other potential stratifying variables for reporting include:
· Gleason Grade
· Grade and stage of tumour
· Comorbidity
· Risk stratification
· PSA at diagnosis
· Treatment modality (Surgery, Systemic Therapy, Radiation Therapy, Active Surveillance, Watchful Wait)
Data Sources
National Collections held by the Ministry of Health
New Zealand Cancer Registry (NZCR)
The New Zealand Cancer Registry (NZCR) is a population-based register of all primary malignant diseases diagnosed in New Zealand, excluding squamous and basal cell skin cancers. 
National Minimum Dataset (hospital events) (NMD)
The National Minimum Dataset is a national collection of public and private hospital discharge information, including coded clinical data for inpatients and day patients. 
National Non-Admitted Patient Collection (NNPAC)
The National Non-Admitted Patients Collection information includes event-based purchase units that relate to medical and surgical outpatient events and emergency department events. 
Mortality Collection 
The Mortality Collection combines death registration and stillbirth registration data with cause of death information which is then collated and coded to create national cause of death statistics.
Pharmaceutical Collection (Pharms)
The Pharmaceutical Collection is a data warehouse that supports the management of pharmaceutical subsidies.
Faster Cancer Treatment (FCT)
DHBs provided data re: their waiting times for cancer treatment
Reports published by the Movember Foundation/Monash University (Australia)
Prostate Cancer Outcomes Registry (PCOR)
PCOR-ANZ (Prostate Cancer Outcomes Registry - Australia and New Zealand) is a large-scale prostate cancer registry that collects information on the care provided and the outcomes for men diagnosed with prostate cancer in Australia and New Zealand.
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