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Office for National Statistics Report 2016 



Urological cancer in Mauritius 

Ministry of Health Island of Mauritius Health Statistics 2017 

Prostate cancer 

 

•Incidence  ~50-80 new cases/yr  (2013-15) 

     ~150  new cases/yr    (2017) 

 

•Mortality     11% of male cancer deaths 

Kidney cancer 

 

•Incidence  ~15-20 new cases/yr  (2013-15) 

     ~35  new cases/yr    (2017) 

 

•Mortality    3% of all cancer deaths 



Prostate cancer diagnostics 



The disease 

Adenocarcinoma arising from prostatic glands 

 

 

 

Prostate cancer is a heterogenous disease ranging 

from indolent slow growing tumours to highly 

aggressive tumours with metastasis 



Prostate cancer autopsy studies 

 

 

 

 

 

 
 

 ~50% in 70-80yrs 

 ~60% in men above 80yrs 

 Not clinically significant 

 
Bell et al. Int J Cancer 2017 

 



Prostate cancer burden 

 Worldwide burden 

 2nd most common male cancer 

 estimated 1.1 million diagnoses 2013  

 ~15% of all cancers diagnosed worldwide  

 

 

 Geographical variation 

 Highest incidence 

Australia, Northern America, Europe 

 Low incidence 

Eastern and South-Central Asia 

 

 



Diagnosis 

 PSA and other markers 

 

 MRI 

 

 Prostate biopsy 

 

 Emerging technologies (fusion) 



PSA 



Limitations of PSA test 

• Not specific for cancer 

• Benign conditions cause elevation (BPH, UTI, prostatitis) 

• Morbidity with current diagnostic methods 

• No PSA level guarantees the absence of cancer 



PSA – Do’s and Don’ts 
 

 Adequate patient counselling before requesting 

 

 Perform together with DRE 

 

 Avoid testing  

 Active UTI / instrumentation / prostatitis / 

catheterisation 

 

 Specific groups 

 Asymptomatic >75yrs 

 Multiple comorbidities 

 



Is PSA the best test for prostate cancer? 

 No… 

 

 Other markers 

 Free to total PSA 

 Prostate health index 

 4K score 

 Urine PCA3 
 

 

 

 

Dani et al. Role of prostate cancer biomarkers  Curr Opin Urol 2017 

 



 

Fillella et al. Emerging biomarkers in diagnosis of prostate cancer Pharmagogenics Pers Med 2018 

Is PSA the best test for prostate cancer? 



Prostate Cancer risk 

calculators 

 



Biopsy 



Transrectal USS and biopsy 



Transperineal biopsy 



Where to biopsy from? 

 



Biopsy complications 
 
Severe haematuria    2% 

  

Urinary tract infection   10% 

 

Urosepsis     2% 

 

Urinary retention    1-5% 

 

Missing cancer    2-10% 

 

Mortality      0.095% 



MRI 





MRI has 93% sensitivity (vs. 48% TRUS) 

 

Using MRI first, biopsy can be avoided in 27% 



Biopsy of MRI target lesion 

38% Cancer diagnosis 

Vs. 

26% for TRUS 

 



Elevated PSA 

Abnormal DRE 
TRUS biopsy 

Elevated PSA 

Abnormal DRE 
MRI Prostate biopsy 



MRI – current controversies 

How accurate is MRI in diagnosis? 

 

Are the results replicable to my local practice? 

 

What is optimum biopsy strategy? 

1. Biopsy of MRI target only 

2. Biopsy of MRI target + systematic  

 

What to do with negative biopsy and positive MRI lesion? 

 1. Repeat biopsy 

 2. PSA observation 



In practice... 



Case 1 

63yr old male Caucasian 

 

Fit and well, nil medications 

 

PSA test following counselling  12.0ng/ml 

 

DRE – abnormal feeling prostate 

 

MRI – PIRAD 4 lesion right Pz (T2a) 

 

TRUS and biopsy – Gleason 8 CaP 

 

Staging (bone scan NAD) 

 

Risk group – Intermediate 

Management – surgery or radiotherapy 

 



Case 2 

59yr old male 

 

Fit and well, nil medications 

 

Had PSA testing due to media advert 5.0ng/ml 

 

DRE – normal feeling prostate 

 

MRI – PIRAD 3 lesion right Pz 

 

TRUS and biopsy – benign  

 

Uro-sepsis with 7 days hospital stay  

 

‘Wished I had never had it done’ 

 



Case 3 

72yr old male 

 

T2DM, IHD, severe COPD 

 

Routine PSA done by medical team 

 

PSA 8.5ng/ml ; DRE – normal 

 

No further Ix following urology consultation 

 

Annual PSA – stable between 7-9 over 4 years 

 

Avoided morbidity of testing in patient with potential life expectancy on<10yrs 

 

 



Case 4 

62yr old male 

 

LUTs with frequency, poor flow and urgency 

 

PSA 2.0 

 

DRE – malignant prostate  

 

MRI – PIRAD 5 peripheral zone ?T3b 

 

Biopsy – Gleason 9 adenocarcinoma prostate 

 

Staging – no metastatic disease 

 

Management – radical radiotherapy therapy 

 



Case 4 

62yr old male 

 

LUTs with frequency, poor flow and urgency 

 

PSA 2.0 

 

DRE – malignant prostate  

 

MRI – PIRAD 5 peripheral zone ?T3b 

 

Biopsy – Gleason 9 adenocarcinoma prostate 

 

Staging – no metastatic disease 

 

Management – radical radiotherapy therapy 

 



Case 5 

83yr old male 

 

Cachexia, weight loss, anorexia 

 

Haematuria and urinary frequency and urgency 

 

DRE – malignant prostate (T3) 

 

PSA done – 850 ng/ml 

 

Bone scan – metastatic disease 

 

Management – androgen deprivation therapy 

 

 



Take home messages 

 Prostate cancer likely to  become an increasingly 

detected disease 

 

 PSA measurement in asymptomatic men should be done 

after careful thought  

 

 Diagnosis moving toward MRI followed by biopsy 

 

 

 

 

 





Kidney cancer  

 



 
Office for National Statistics report 2016 



Risk factors 



Presentation 

 Asymptomatic – Imaging 

 Loin pain 

 Haematuria 

 Mass 

 Abnormal bloods 

 Hypercalcaemia, Polycythaemia, Altered 

LFTS 

 Advanced disease 

 



Diagnosis - Imaging 
 

RCC exhibits contrast enhancement of at least 15HU on CT 



Diagnosis - Biopsy 

 Traditionally not performed due to risks and concerns 

about pathology accuracy 

 

 Expanding role in contemporary practice 

 

 

 



 



Staging 



 



 



Management  

 Localised disease 

 Surveillance 

 Ablation 

 Surgery 

Radical nephrectomy (open/lap/robotic) 

Partial nephrectomy (open/lap/robotic) 

 

 Metastatic 

 Cytoreductive nephrectomy / Metastatectomy 

 Tyrosine kinase inhibitors 

 Immunotherapy 

 



Surveillance 



Surveillance 

 Small renal mass 

 <4cm 

 20% benign 

 Slow growth rate 

 Risk of metastasis <1% 

 Significant comorbidities 

 

 ?biopsy 





Ablation 



Ablation 

 Radiofrequency ablation 

 Cryotherapy 

 Microwave 

 HIFU 



Ablation outcomes? 

 No difference in metastasis 

 No difference in local recurrence (?) 

 

 Better side effect profile 

 

 Worse cancer specific survival 



Radical nephrectomy 



Radical nephrectomy – T1/T2 

T1  consider partial nephrectomy first 

 



Radical nephrectomy – T3a/b 

 



Radical nephrectomy – T3c 

 



Why radical nephrectomy? 

T1    95% 

T2  85% 

T3a  75% 

T3b  50% 

T3c    30% 

T4+  <10% 



Partial nephrectomy 



Partial nephrectomy 

 T1 tumours 

 Solitary kidney 

 Conditions impairing renal function 

 



DaVinci Robotic platform 

 



Partial nephrectomy 

 Safe 

 ‘Nephron sparing’ 

 Emergence of robotic technology 

 Oncological outcomes comparable to RN 



Surgery in metastatic disease 



Cytoreductive nephrectomy 

 Performing surgery in certain patients with 

metastatic RCC results in improved 

survival! 

 

-Good PS  

-Good prognostic group 

-Low volume mets 

-Resectable tumour 

 

 Culp et al. J Urol 2015 



Metastatectomy 





 



Summary 

 Increase detection of RCC due to imaging 

 

 Increasing consideration of renal biopsy 

 

 Localised disease 

 Surveillance 

 Ablation 

 Surgery (can be very radical) 

 

 Metastatic disease 

 Cytoreductive nephrectomy / metastatectomy 

 Immune agents 
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