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Abstract

Background: Prostate cancer is the most common internal malignancy in Australian men, and although most
patients have good survival outcomes, treatment toxicities can impair function, leading to diminished quality of life
for prostate cancer survivors. Socioeconomic disadvantage and geographical remoteness have been shown to be
related to worse oncologic outcomes, and it is expected that they would similarly influence functional outcomes in
prostate cancer.

Methods: Using data from the Victorian Prostate Cancer Outcomes Registry (n=10,924), we investigated functional
outcomes as measured by the Expanded Prostate Cancer Index Composite-26 (EPIC-26) following prostate cancer
treatment, focusing on associations with socioeconomic status and geographical remoteness and controlling for
clinicopathologic characteristics. A single composite score was developed from the five separate EPIC-26 domains for
use in geo-mapping.

Results: A total of 7690 patients had complete EPIC-26 data, allowing mapping hotspots of poor function using

our composite score. These hotspots were observed to relate to areas of socioeconomic disadvantage. Significant
heterogeneity in outcomes was seen in urban areas, with hotspots of good and poor function. Both socioeconomic
disadvantage and geographical remoteness were found to predict for worse functional outcomes, although only the
former is significant on multivariate analysis.

Conclusions: Geo-mapping of functional outcomes in prostate cancer has the potential to guide health care service
provision and planning. A nuanced policy approach is required so as not to miss disadvantaged patients who live in
urban areas. We have demonstrated the potential of geo-mapping to visualise population-level outcomes, potentially
allowing targeted interventions to address inequities in quality of care.

Keywords: Prostate cancer, Survivorship, Health policy, Geomapping, Functional outcomes, Quality of life,
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Background

Prostate cancer is the most common internal malignancy

in Australian men with 19,508 men diagnosed in 2019,

representing 25% of all male cancers [1]. Most patients

present with early-stage disease, for which prostatectomy
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the neoadjuvant, adjuvant and salvage settings, whilst
cytotoxic chemotherapy and a range of novel systemic
therapies are used for men with metastatic and castrate-
resistant disease [3].

Although most prostate cancer patients have good
survival outcomes, functional outcomes in survivors are
inconsistent and poor in some groups [4—6]. Prostate
cancer survivors can experience life-long urinary, bowel
and hormonal symptoms as well as loss of sexual func-
tion secondary to toxicities of treatment [7]. The impact
of treatment toxicities on quality of life for prostate can-
cer survivors may be mitigated through early diagno-
sis and shared treatment decision making with clearer
expectations from treatment [8]. Post-treatment, a range
of interventions can improve men’s quality of life, includ-
ing medical and surgical therapies to improve erectile
function [9], reconstructive surgery for restoration of
continence [10] as well as peer support and access to spe-
cialist nurses [11].

Despite recent progress in prostate cancer treatment
and survivorship care, outcomes for patients remain une-
qual. There are clear geographical differences in survival
outcomes, with a systematic review including six sepa-
rate Australian studies suggesting higher disease-specific
mortality in rural versus urban men [12]. It might be con-
jectured that a rural-urban divide also exists for func-
tional outcome in prostate cancer survivors. This divide
could result from a lack of specialist services being avail-
able outside major population centres, requiring men to
have to travel to receive care [13].

Apart from the challenges associated with access to
healthcare, there is Australian evidence that non-urban
residency is inversely related to socioeconomic status,
with lower educational attainment [14] and income [15].
Socioeconomic disadvantage has been associated with
worse surgical outcomes [16] and is also associated with
poorer cancer survival, with more advanced disease at
presentation, and reduced access to treatment [17]. Spe-
cific to prostate cancer, a Swedish study found that disad-
vantaged patients presented with later stage disease and
had a concomitant increase in disease-specific mortal-
ity [18]. The disparities in cancer mortality by socioeco-
nomic disadvantage have been found to be worsening in
Australia [19].

Socioeconomic disadvantage also leads to subopti-
mal survivorship outcomes. Whilst there have been no
previous prostate cancer-specific studies in Australia,
clinical follow-up and survivorship care for survivors of
colorectal cancer in New South Wales were found to be
deficient in socioeconomically disadvantaged patients,
with increasing socioeconomic advantage associated
with greater likelihood of guideline-concordant care
[20]. It must however be highlighted that considerable
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socioeconomic disadvantage can also be found in urban
areas and that non-urban areas are not homogenously
disadvantaged [21].

Factors contributing to poor survival outcomes in can-
cer are intertwined: geographical locale and socioeco-
nomic status are tightly interrelated and also influence
disease stage at presentation and treatment modality,
both of which are themselves linked [22]. It is reasonable
to expect that these factors and their interrelationships
would also influence functional outcome following pros-
tate cancer treatment. If this is indeed found to be the
case, it is imperative that these gaps are closed through
the implementation of evidence-based policy and health
service design. Interventions need to be concentrated on
patients with the worst outcomes, and there is therefore
a need to identify populations and geographic regions
where symptom burden for prostate cancer survivors is
particularly high.

In the current work, inequities in the functional out-
comes of prostate cancer patients in Victoria — Austral-
ia’s second most populous state — are examined. We aim
to identify the relative impact of geography and socio-
economic status on functional outcomes by providing a
visual illustration through geographical mapping to facil-
itate policy discussion.

Methods

Overview

This study was undertaken in Victoria, with a geographi-
cal area comparable to the United Kingdom [23] but
approximately a tenth of the population [21, 24]. A sum-
mary diagram of data sources utilised and the overall
geo-mapping workflow is presented in Fig. 1.

Anonymised patient data was retrieved from the Vic-
torian Prostate Cancer Outcomes Registry (PCOR-Vic)
which collects demographic, diagnostic, treatment and
outcome data [25]. All patients enrolled into PCOR-Vic
with a diagnosis of prostate cancer between Septem-
ber 2014 and December 2018 inclusive and a residential
address in the state of Victoria with geographic coordi-
nates (longitude and latitude) of patient residence at time
of diagnosis obtained from linkage to the Victorian Can-
cer Registry.

Gleason grade, TNM stage and initial PSA levels were
used to stratify patients into risk groups — “low”, “inter-
mediate’, “high’, “nodal” and “metastatic” — in accordance
with NCCN clinical practice guidelines [2]. Patients were
grouped by treatment modality based upon first treat-
ment received—surgery (open or robotic) or radiation
therapy (external beam radiation therapy or brachyther-
apy) and active surveillance (no interventional treatment
within the first 12 months) groups. Patients receiv-
ing androgen deprivation therapy but not having either
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Fig. 1 Schematic diagram illustrating data sources and data flow for geo-mapping of functional outcomes. IRSAD: Index of relative socioeconomic
advantage and disadvantage; EPIC-26: Expanded Prostate Cancer Index Composite 26

surgery or radiation therapy were classified into the
“ADT” group with remaining patients listed as “Other”.

Quality of life metrics

Functional outcomes in PCOR-Vic are measured by the
Expanded Prostate Cancer Index Composite 26 (EPIC-
26) questionnaire, a validated tool assessing patient-
reported quality of life in five separate domains—urinary
incontinence, urinary irritative/obstructive, sexual, bowel
and hormonal/vitality—for men with prostate cancer
[26]. This questionnaire is administered 12 months post-
treatment (or post-diagnosis for patients on observation).
The questionnaire was initially administered by phone or
sent out to patients by post but has been predominantly
administered by email since April 2018, with a minority
still completing the survey by phone or post.

Whilst a score of 100 in each of the five EPIC-26
domains indicates no decrement in function, the dis-
tribution of scores is inconsistent between domains,
does not follow a well described statistical distribution
and has strong ceiling effects, which all pose challenges
in analysis [27]. Additionally, for the purposes of policy
development, a single summary score would facili-
tate communication of findings to non-clinicians. We
therefore propose a composite score, generated by first
dividing the five domain-wise scores into quartiles and
assigning a numerical value from 1 (worst) to 4 (best).

For some EPIC-26 domains, the majority of patients had
scores of 100, leading to identical thresholds for the top 2
quartiles. In these cases, the higher value is assigned. The
sum of these values gives a derived score ranging from 5
(worst) to 20 (best), which follows a left-skewed Irwin-
Hall distribution and following from the central limit the-
orem approximates a normal distribution.

Geographic classification and socioeconomic status
Statistical Area (SA) geographic regions as defined by
the Australian Statistical Geography Standard (2016) and
published by the Australian Bureau of Statistics (ABS)
were used [28]. To summarise this classification: SA1 is
the smallest geographical unit for which census data is
available and each have a population of 200—800 people;
SA2 divisions represent amalgamations of socio-econom-
ically cohesive communities representing 3,000 — 25,000
people; SA3s are groups SA2s with similar regional
characteristics and have populations between 30,000 —
130,000 people. Remoteness was classified according to
the ABS remoteness structure, which separates the coun-
try into “Major cities’, “Inner regional’, “Outer regional’,
“Remote” and “Very remote”. As no region in Victoria is
classified as “Very remote’; and very few regions classified
as “Remote’;, these two categories have been combined
with “Outer regional”.
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Index of Relative Social Advantage and Disadvantage
(IRSAD) scores are a validated measure of relative socio-
economic advantage and disadvantage generated from
the 2016 Australian Census data and provides a sum-
mary of economic and social conditions in a geographical
area. Income and educational attainment are the primary
inputs used to create this score. A low score indicates rel-
atively greater disadvantage and lack of advantage, whilst
a high score indicates a relative lack of disadvantage and
greater advantage [29]. Patients were mapped to SAl
regions based on their geographical coordinates, with
the IRSAD score for the respective SA1 division used to
determine patient socioeconomic status.

Regression analysis, geographic mapping

and identification of hotspots

All analyses were performed in the R statistical program-
ming environment. The sf [30] and spdep [31] R libraries
were used for geospatial analysis.

For between-group comparisons, Fisher’s exact test
was used for categorical variables and Kruskal-Wallis
test for continuous variables. Univariate and multivari-
ate regression was performed to investigate the contribu-
tion of IRSAD and geography to functional outcome. In
regression analyses, NCCN risk groups were used instead
of individual clinicopathologic factors due to the high
collinearity between the individual factors.

There are drawbacks in using the raw EPIC-26 scores
for geographic visualisation of overall functional status.
Separate maps are needed for each functional domain
and the inconsistent score distributions severely lim-
its statistical analysis. We therefore used our EPIC-26
composite score to allow at-a-glance visualisation of
functional outcomes across prostate cancer patients in
Victoria, performing hotspot analysis to identify areas of
low and high composite functional score. For this proce-
dure, the map is tessellated with regular hexagons which
are assigned the median score of patients mapped to each
hexagon. Empty hexagons are assigned the median com-
posite functional score of all patients. The hotspots are
calculated from these hexagons using the Getis-Ord Gi*
statistic [32] and visualised on the map.

Results
Overview
Data for a total of 10,924 patients were identified from
the registry for the relevant time period who had a geo-
coded location of residence, of which 7690 (70% response
rate) had complete data for all five EPIC-26 domains
(Table 1). Only 14 patients self-identified as having Abo-
riginal or Torres Strait Islander ancestry.

Patients completing the questionnaire had a lower
median age, lower risk disease, were more likely to have
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Table 1 Clinicopathologic characteristics of analysed patients.
Patient characteristics for 7690 prostate cancer patients identified
from the PCOR-VIC registry with complete EPIC-26 data between
September 2014 and December 2018 inclusive

Complete (n=7690)

N (%)
Age — median (IQR) 67 (61-72)
Gleason Risk Group
ISUP1 1964 (25.5)
ISUP2 2730 (35.5)
ISUP3 1399 (18.2)
ISUP4 705 (9.2)
ISUP5 892 (11.6)
T stage
T 3299 (42.9)
T2 1875 (24.4)
T3 508 (6.6)
T4 48 (0.6)
Not recorded 1960 (25.5)
N stage
0 7262 (94.4)
1 312 (4.1)
Not recorded 116 (1.5)
M stage
0 7276 (94.6)
1 346 (4.5)
Not recorded 68 (0.9)
PSA at diagnosis 6.8(4.9-10.2)
NCCN risk group
low 1639 (21.3)
intermediate 3737 (48.6)
high 1549 (20.1)
nodal 8(2.1)
metastatic 346 (4 5)
Not classifiable 261 (3.4)
Treatment modality
Prostatectomy 3985 (51 8)
WWAS 1(23.8)
Radiation therapy 1415 (1 84)
ADT 370 (4.8)
Other 89(1.2)
Remoteness
Major Cities 5461 (71)
Inner Regional 1750 (22.8)
Outer Regional 479 (6.2)
IRSAD — median (IQR) 1038 (974-1096)

IQR interquartile range, WWAS watchful waiting active surveillance, IRSAD index
of relative socioeconomic advantage and disadvantage

had a prostatectomy, live in regional areas and have a
higher IRSAD score compared to those who did not com-
plete the questionnaire (Supplementary Table 1).
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For patients with complete data, IRSAD was evaluated
against remoteness classification. Patients from major
cities had the highest median IRSAD scores (indicating
lower social disadvantage), followed by inner and outer
regional areas, although there is significant heterogeneity
within each remoteness category (Supplementary Fig. 1).

Functional outcomes by composite score

The density distribution of the EPIC-26 composite score
was visualised and confirmed to approximate a normal
distribution (Supplementary Fig. 2). The quartile thresh-
olds for each domain are tabulated in Supplementary
Table 2.

Hotspots of poor functional outcome were identified
in the Melbourne metropolitan area (Fig. 2B) and when
viewed side-by-side with a corresponding map of IRSAD
scores (Fig. 2A), it is apparent that these areas of socioec-
onomic disadvantage contain hotspots of poor functional
outcomes and areas of socioeconomic disadvantage
contain “cold-spots” of good function. The heterogene-
ity of functional outcomes within the metropolitan area
is striking, and there are also hotspots of poor function
which fall in relatively socioeconomically advantaged
areas. A similar map has been plotted for the entire state
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(Fig. 3) but the ability of this analysis to discern hotspots
in sparsely populated regions is limited and these hot-
spots do not correspond as well to IRSAD score.

The predictors of functional outcome as measured by
composite score were evaluated in a linear regression
model (Fig. 4 and Supplementary Table 3). As expected,
older age was associated with worse functional status,
with increasing age resulting in a monotonic decrease in
composite score (e.g., mean decrease in composite score
of 1.1 points in 50—60-year-olds versus 2.0 in 70—80-year-
olds compared to patients under 50 in the multivariate
analysis). Having high risk disease (mean decrease of 1.0)
or nodal (mean decrease of 1.3) or distant metastases
(mean decrease of 1.4) was predictive for a lower com-
posite score, but having intermediate risk disease did not
independently predict for worse functional outcome. All
treatment modalities were associated with worse func-
tional outcome than active surveillance, with overlapping
error bars for all modalities in the multivariate analysis.

Worse IRSAD, indicating greater socioeconomic dis-
advantage, and geographical remoteness both predict
for lower composite score in the univariate analysis, with
IRSAD in the bottom quarter of all patients being a par-
ticularly strong negative predictor of function (mean
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decrease of 1.4 points in composite score). On multivari-
ate analysis however, only the relationship between low
IRSAD to poor functional score remains significant. This
relationship between low IRSAD and functional score is
visualised in Supplementary Fig. 3.

Functional outcomes by individual domains

To provide context for analysis of the composite score,
we analysed functional outcomes as measured by each of
the five individual EPIC-26 domains. When the domain-
wise scores were visualised on violin plots, the consider-
able variation in the range and distribution of scores can
be appreciated (Fig. 5), highlighting their unsuitability
for geographic mapping. In particular, there are very
strong ceiling effects in all except the “Sexual” domains,
with a large proportion of patients having the maximum
domain score of 100. By contrast, these ceiling effects
are not apparent in the composite score (Supplementary
Fig. 2).

Univariate and multivariate linear regression was per-
formed to assess the contribution of disease characteris-
tics, treatment modality, remoteness and socioeconomic
status to scores in each EPIC-26 domain (Supplementary
Tables 5, 6, 7 and 8).

IRSAD was the only variable found to be consistently
significant on both univariate and multivariate analysis
for almost every single EPIC-26 domain, with decreas-
ing socioeconomic status predicting for worse func-
tional outcome (e.g., mean decrease of 4.63 points in
the Urinary Incontinence domain and 7.15 in the Sexual
domain on multivariate analysis when comparing the
top to the bottom quarter of IRSAD). The contribution

of remoteness was much weaker, with regional residence
ceasing to be significant for any domain in the multi-
variate analysis. Inner regional residence but not outer
regional residence was significant in the univariate analy-
sis for most domains, which may reflect diminished sta-
tistical power due to the small number of patients from
outer regional areas.

Increasing age was a clear predictor for lower scores in
the “Sexual” domain, and to a lesser extent for the “Uri-
nary Incontinence” and “Urinary Irritative” domains, but
had no apparent impact upon “Bowel” and “Hormonal”
domain scores. High risk and nodal or distant metastatic
disease predicted for worse outcomes in the “Sexual” and
“Hormonal” domains, but had mixed results for the other
domains.

The contrasting functional sequelae of different treat-
ments became apparent when treatment modalities were
compared to active surveillance. All modalities resulted
in lower “Sexual” domain scores, albeit with impacts of
varying magnitudes. Prostatectomy resulted in poorer
“Urinary Incontinence” scores, whilst radiation therapy
and ADT were both predictive for poor “Bowel” and
“Hormonal” scores, in line with what is understood about
these treatment modalities.

Discussion

Through this analysis of PCOR-Vig, it is evident that soci-
oeconomic status and remoteness influence functional
outcomes following prostate cancer treatment. A novel
composite score has also been developed, allowing geo-
graphical mapping and identification of regions of poor
overall functional outcome.
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Despite increasing socioeconomic disadvantage and
remoteness both predicting for worse functional out-
come following prostate cancer treatment, only socioeco-
nomic disadvantage remains an independent predictor
after controlling for confounding factors: older age [33]
as well as higher risk disease and treatment [34] have
previously been linked to poor functional outcomes and
it was unsurprising to find these associated to functional
outcomes in our data. Whilst remoteness does indeed
predict worse functional outcome, our analysis suggests
that this results from the interrelation between remote-
ness and socioeconomic disadvantage, the latter being
the underlying driver of poor functional outcome. This
finding is reinforced by the identification of hotspots of
poor function within areas of socioeconomic disadvan-
tage in urban areas on geo-mapping.

The association of functional outcome with socio-
economic status is not unexpected, but this finding is

concerning. There has been recognition that there is
an ethical imperative to ensure equity in cancer care
[35] and there is an international effort to achieve this
goal, with the American Society of Clinical Oncology
formally committing to reaching cancer health equity
[36]. These inequities in functional outcomes should
be urgently addressed, although further research
to identify the causative factors in each of the hot-
spots is required to guide policy development. Poor
baseline functional status, later diagnosis as well as
access to and quality of care are possible contribu-
tors to this inequity and tailoring of interventions to
each hotspot is likely required. Advanced statistical
techniques, including supervised and unsupervised
machine learning methods, may aid in predicting poor
functional outcomes and guide the interventions most
likely to be of benefit, and will be the subject of fur-
ther research.
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The need for a single metric to evaluate functional out-
comes has been demonstrated and we have proposed a
composite EPIC-26 score to serve this purpose. Our pro-
posed score has statistical properties allowing for com-
parison between cohorts of patients and geographical
mapping, whilst retaining most of the major statistical
associations with clinicopathologic characteristics. It is
unavoidable that the nuance of individual domain scores
has been lost: for example, variations in domain-specific
outcomes between different treatment modalities are not
discernible in the composite score. This loss of nuance is
however offset by the benefit of avoiding ceiling effects
in the composite score, which are well-recognised in
the raw EPIC-26 instrument, particularly for the Bowel
domain [27]. This does not correct for the ceiling effects
in individual domains, but minimises bias and uncer-
tainty when performing statistical tests [37]. This com-
posite score will need to be validated in a wider cohort of
patients and modifications may be required. In particular,
we have weighted all functional domains equally in our
work and fine tuning of weights for different domains
may also be appropriate.

Geo-mapping and hotspot analysis has long been
used in epidemiology, in particular to visualise the spa-
tial distribution of infectious diseases [38]. However,
we have identified no other published papers using this
technique to assess quality of healthcare, and our work
highlights the potential to extend this technique beyond
its traditional role of visualisation of disease incidence.

Refinements in technique and appropriate choice of met-
rics would allow geo-mapping to be applied to assess
outcomes across other malignancies, but also all diseases
more generally.

The primary limitation of this work is the use of an
estimated measure of socioeconomic disadvantage based
on place of residence, as socioeconomic data pertain-
ing to individual patients is not captured in the registry,
risking the ecological fallacy. However, the granularity
of SA1 regions and broad use in Australia provide con-
fidence in its suitability as a surrogate measure of socio-
economic disadvantage. Pre-treatment EPIC-26 scores
were not captured, and it is therefore impossible to know
if patients in areas of socioeconomic disadvantage had
poorer function prior to treatment. Modifications to reg-
istry data collection protocols and to allow collection of
pre-treatment functional scores will help to answer this
question in the future.

As with any registry-based study, quality of registry
data and adequate representation of the population are
important caveats. The sampling fraction in this study is
estimated to be 60% [39-43], and there remain geograph-
ical regions where registry data collection is deficient,
particularly in selected regional areas in the North East
of the state. Furthermore, not all patients completed the
EPIC-26 questionnaire and there are systematic factors
determining successful questionnaire completion, which
may lead to bias in our observed associations. There
is also low coverage of the Aboriginal and/or Torres
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Strait Islander population, which may reflect prevalence
of prostate cancer in this community, but barriers to
engagement with healthcare professionals may also play
a role. The small numbers of Aboriginal and/or Torres
Strait Islander included in these results precludes mean-
ingful statistical analysis. Finally, other factors which may
contribute to poor outcome including medical comor-
bidity and non-modifiable risk factors such as family his-
tory and ethnicity were not collected in the database and
could not be included as covariates.

Conclusion

We have demonstrated that remoteness and low IRSAD
are both significant predictors of poor functional out-
come following treatment for prostate cancer, with only
the latter being an independent predictor. The utility of a
composite EPIC-26 score for the purposes of geographic
mapping has been demonstrated and we have identified
hotspots of poor functional status in Victoria. From these
results, we suggest that a more nuanced policy approach
is required so as not to miss disadvantaged patients who
live in metropolitan areas.

Finally, we suggest generalisation of our approach of
mapping post-treatment functional outcomes as cap-
tured by a population-based registry for assessment of
quality of care across diseases. Further development
could result in an effective tool for managing health care
service provision and planning, providing the capability
to monitor population-level outcomes in real time as pol-
icy adjustments are made.

Abbreviations

ABS: Australian Bureau of Statistics (ABS); ADT: Androgen Deprivation Therapy;
ASGS: Australian Statistical Geography Standard; EPIC-26: Expanded Prostate
Cancer Index Composite 26; IRSAD: Index of Relative Socioeconomic Advan-
tage and Disadvantage; IQR: Interquartile range; NCCN: National Compre-
hensive Cancer Network; PSA: Prostate Specific Antigen; SA: Statistical Area;
PCOR-Vic: Victorian Prostate Cancer Outcomes Registry; WWAS: Watchful
waiting active surveillance.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512885-022-09389-4.

[ Additional file 1: }

Acknowledgements

This paper is part of the INVAVICUS study. The authors acknowledge the
contribution of other members of the INVAVICUS study team: Dr Kate Web-
ber, Dr Karolina Lisy, Ms Nikki Davis, Mr Colin O'Brien, Dr Colin Wood and Ms
Liz Simkiss.

Authors’ contributions

Conceptualization: KK, N.P, M.E, M.J, M., VW, SME, ER, J.E, JM,; Methodol-
ogy: KK, N.P, M.E., JM,; Software, Formal analysis, Visualisation: KK.; Resources,
Data Curation: M.E., N.P, J.M,; Writing—Original Draft: K.K; Writing—Review

Page 9 of 10

& Editing: KK, N.P, M.E, MJ, M., VW, SME, ER,, JE, JM,; Supervision: N.P,
J.M.The authors read and approved the final manuscript.

Funding
This project was funded by the Victorian Cancer Agency, Department of
Health, Victoria, Australia.

Availability of data and materials

Data from the Australian Bureau of Statistics is freely available on their website
(https://www.abs.gov.au/). The other datasets analysed during the current
study are not publicly available, but applications can be made to PCOR-Vic
and Cancer Council Victoria for data access.

Declarations

Ethics approval and consent to participate

The project was approved by the Alfred Health Human Research Ethics Com-
mittee with a waiver on consent for a retrospective registry study (Ref no:
HREC/16/Alfred/98). All analysis was conducted in accordance with registry
guidelines on a dedicated secure research platform (Monash SeRP).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no relevant competing interests.

Author details

'Radiation Oncology, Alfred Health, Melbourne, Australia. >School of Public
Health and Preventive Medicine, Monash University, Melbourne, Australia.
*Department of Radiation Oncology, Peter MacCallum Cancer Centre, Victoria,
Melbourne, Australia. 4Sir Peter MacCallum Department of Oncology, Univer-
sity of Melbourne, Victoria, Australia. >Department of Health Services Research,
Peter MacCallum Cancer Centre, Victoria, Melbourne, Australia. °Centre

for Cancer Research, Cancer Health Services Research, University of Mel-
bourne, Victoria, Australia. ’School of Psychology, Deakin University, Victoria,
Australia. *Cancer Council Victoria, Melbourne, Australia. °Monash Rural Health
- Warragul, Monash University, Victoria, Australia.

Received: 6 November 2021 Accepted: 4 March 2022
Published online: 17 March 2022

References

1. Australian Institute of Health and Welfare. Cancer in Australia 2019.
https://doi.org/10.25816/5ebcc7a7fa7e9.

2. Mohler JL, Antonarakis ES, Armstrong AJ, D'’Amico AV, Davis BJ, DorffT,
et al. Prostate Cancer, Version 2 2019 NCCN Clinical Practice Guidelines in
Oncology. J Natl Compr Canc Netw. 2019;17(5):479-505.

3. Schaeffer E, Srinivas S, Antonarakis ES, Armstrong AJ, Bekelman JE, Cheng
H, et al. NCCN Guidelines Insights Prostate Cancer, Version 1 2021. J Natl
Compr Canc Netw. 2021;19(2):134-43.

4. Jefford M, Karahalios E, Pollard A, Baravelli C, Carey M, Franklin J, et al.
Survivorship issues following treatment completion—results from focus
groups with Australian cancer survivors and health professionals. J Can-
cer Surviv. 2008;2(1):20-32.

5. Jefford M, Ward AC, Lisy K, Lacey K, Emery JD, Glaser AW, et al. Patient-
reported outcomes in cancer survivors: a population-wide cross-sectional
study. Support Care Cancer. 2017;25(10):3171-9.

6. Institute of Medicine and National Research Council. From Cancer Patient
to Cancer Survivor: Lost in Transition. Washington, DC: The National
Academies Press; 2006. https.//doi.org/10.17226/11468.

7. Resnick MJ, Koyama T, Fan KH, Albertsen PC, Goodman M, Hamilton
AS, et al. Long-term functional outcomes after treatment for localized
prostate cancer. N Engl J Med. 2013;368(5):436-45.

8. Venderbos LDF, Deschamps A, Dowling J, Carl EG, Remmers S, van Poppel
H, et al. Europa Uomo Patient Reported Outcome Study (EUPROMS):
Descriptive Statistics of a Prostate Cancer Survey from Patients for
Patients. Eur Urol Focus. 2021;7(5):987-994.


https://doi.org/10.1186/s12885-022-09389-4
https://doi.org/10.1186/s12885-022-09389-4
https://www.abs.gov.au/
https://doi.org/10.25816/5ebcc7a7fa7e9
https://doi.org/10.17226/11468

Koo et al. BMC Cancer (2022) 22:283

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Bratu O, Oprea I, Marcu D, Spinu D, Niculae A, Geavlete B, et al. Erectile

dysfunction post-radical prostatectomy - a challenge for both patient

and physician. J Med Life. 2017;10(1):13-8.

Lucas MG, Bosch RJ, Burkhard FC, Cruz F, Madden TB, Nambiar AK, et al.
EAU guidelines on surgical treatment of urinary incontinence. Eur Urol.
2012;,62(6):1118-29.

. King AJ, Evans M, Moore TH, Paterson C, Sharp D, Persad R, et al. Prostate

cancer and supportive care: a systematic review and qualitative synthesis
of men's experiences and unmet needs. Eur J Cancer Care (Eng).
2015,24(5):618-34.

Obertova Z, Brown C, Holmes M, Lawrenson R. Prostate cancer incidence
and mortality in rural men-a systematic review of the literature. Rural
Remote Health. 2012;12(2):2039.

Australian Senate Standing Committee on Community Affairs. Highway
to health: better access for rural, regional and remote patients. 2007. ISBN
978-0-642-71865-5

James R. Participation disadvantage in Australian higher education: An
analysis of some effects of geographical location and socioeconomic
status. High Educ. 2001,42(4):455-72.

Australian Bureau of Statistics (2017-18 financial year). Household Income
and Wealth, Australia. https://www.abs.gov.au/statistics/economy/finan
ce/household-income-and-wealth-australia/2017-18. Accessed 1 June
2021.

Mehaffey JH, Hawkins RB, Charles EJ, Turrentine FE, Kaplan B, Fogel S,

et al. Community level socioeconomic status association with surgical
outcomes and resource utilisation in a regional cohort: a prospective
registry analysis. BMJ Qual Saf. 2020;29(3):232-7.

Woods LM, Rachet B, Coleman MP. Origins of socio-economic inequalities
in cancer survival: a review. Ann Oncol. 2006;17(1):5-19.

Tomic K, Ventimiglia E, Robinson D, Haggstrom C, Lambe M, Stattin P.
Socioeconomic status and diagnosis, treatment, and mortality in men
with prostate cancer. Nationwide population-based study Int J Cancer.
2018;142(12):2478-84.

Tervonen HE, Aranda S, Roder D, You H, Walton R, Morrell S, et al. Cancer
survival disparities worsening by socio-economic disadvantage over

the last 3 decades in new South Wales, Australia. BMC Public Health.
2017;17(1):691.

Young JM, Durcinoska I, DeLoyde K, Solomon MJ. Patterns of follow up
and survivorship care for people with colorectal cancer in new South
Wales, Australia: a population-based survey. BMC Cancer. 2018;18(1):339.
Australian Bureau of Statistics. Census of Population and Housing: Socio-
Economic Indexes for Areas (SEIFA). 2016. https://www.abs.gov.au/ausst
ats/abs@.nsf/mf/2033.0.55.001. Accessed 5 June 2020.

Afshar N, English DR, Milne RL. Factors Explaining Socio-Economic
Inequalities in Cancer Survival: A Systematic Review. Cancer Control.
2021;28:10732748211011956.

MapFight - United Kingdom vs Victoria size comparison. https://mapfi
ghtxyz/compare/gb-vs-victoria/. Accessed 21 Oct 2021.

Office for National Statistics - Population estimates for the UK, England
and Wales, Scotland and Northern Ireland: mid-2020. https://www.ons.
gov.uk/peoplepopulationandcommunity/populationandmigration/
populationestimates/bulletins/annualmidyearpopulationestimates/
mid2020. Accessed 21 Oct 2021.

Evans SM, Millar JL, Wood JM, Davis ID, Bolton D, Giles GG, et al. The
Prostate Cancer Registry monitoring patterns and quality of care for men
diagnosed with prostate cancer. BJU Int. 2013;111(4 Pt B):E158-66.

Wei JT, Dunn RL, Litwin MS, Sandler HM, Sanda MG. Development and
validation of the expanded prostate cancer index composite (EPIC) for
comprehensive assessment of health-related quality of life in men with
prostate cancer. Urology. 2000;56(6):899-905.

Axcrona K, Nilsson R, Brennhovd B, Sorebo O, Fossa SD, Dahl AA. Psycho-
metric properties of the expanded prostate cancer index composite - 26
instrument in a cohort of radical prostatectomy patients: theoretical and
practical examinations. BMC Urol. 2017;17(1):111.

Australian Bureau of Statistics. Australian Statistical Geography Standard
(ASGS). 2016. https://www.abs.gov.au/ausstats/abs@.nsf/mf/1270.0.55.
001. Accessed 5 June 2020.

Australian Bureau of Statistics. Technical Paper Socio-Economic Indexes
for Areas (SEIFA). 2016. https.//www.ausstats.abs.gov.au/ausstats/
subscriber.nsf/0/756EE3DBEFA869EFCA258259000BA746/SFile/SEIFA%
202016%20Technical%20Paper.pdf. Accessed 5 June 2020.

Page 10 of 10

30. Pebesma E. Simple Features for R: Standardized Support for Spatial Vector
Data. The R Journal. 2018;10(1):439-46.

31. Bivand R, Wong DWS. Comparing implementations of global and local
indicators of spatial association. TEST. 2018;27(3):716-48.

32. Getis A, Ord JK. The Analysis of Spatial Association by Use of Distance
Statistics. Geogr Anal. 1992;24:189-206.

33. Roth R, Dieng S, Oesterle A, Feick G, Carl G, Hinkel A, et al. Determinants
of self-reported functional status (EPIC-26) in prostate cancer patients
prior to treatment. World J Urol. 2021;39(1):27-36.

34. Tyson MD 2nd, Koyama T, Lee D, Hoffman KE, Resnick MJ, Wu XC, et al.
Effect of Prostate Cancer Severity on Functional Outcomes After Local-
ized Treatment: Comparative Effectiveness Analysis of Surgery and Radia-
tion Study Results. Eur Urol. 2018;74(1):26-33.

35. Marron JM, Charlot M, Gaddy J, Rosenberg AR. The Ethical Imperative of
Equity in Oncology: Lessons Learned From 2020 and a Path Forward. Am
Soc Clin Oncol Educ Book. 2021;41:e13-9.

36. Patel MI, Lopez AM, Blackstock W, Reeder-Hayes K, Moushey EA, Phillips J,
et al. Cancer Disparities and Health Equity: A Policy Statement From the
American Society of Clinical Oncology. J Clin Oncol. 2020;38(29):3439-48.

37. Simkovic M, Trauble B. Robustness of statistical methods when measure
is affected by ceiling and/or floor effect. PLoS One. 2019;14(8):e0220889.

38. Boulos MN, Roudsari AV, Carson ER. Health geomatics: an enabling
suite of technologies in health and healthcare. J Biomed Inform.
2001;34(3):195-219.

39. ThursfieldV, Farrugia H. Cancer in Victoria: Statistics & Trends 2014. Cancer
Counc Vic. 2015. https://www.cancervic.org.au/downloads/cec/cancer-
in-vic/CCV-statistics-trends-2014.pdf. Accessed 9 Nov 2021.

40. Thursfield V, Farrugia H. Cancer in Victoria: Statistics & Trends 2015. Cancer
Counc Vic. 2016. https://www.cancervic.org.au/downloads/cec/cancer-
in-vic/Cancer-in-Victoria_Statistics-Trends_2015.pdf. Accessed 9 Nov
2021,

41. Thursfield V, Farrugia H. Cancer in Victoria: Statistics & Trends 2016. Cancer
Counc Vic. 2017. https://www.cancervic.org.au/downloads/cec/cancer-
in-vic/Cancer-in-Victoria_Statistics-and-Trends_2016.pdf. Accessed 9 Nov
2021,

42. Thursfield V, Farrugia H. Cancer in Victoria: Statistics & Trends 2017. Cancer
Counc Vic. 2018 https://www.cancervic.org.au/downloads/cec/cancer-in-
vic/Cancer%20in%20Victoria%202017.pdf. Accessed 9 Nov 2021.

43. Victorian Cancer Registry. Cancer in Victoria: Statistics & Trends 2018.
Melbourne, Victoria: Cancer Council Victoria; 2019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://www.abs.gov.au/statistics/economy/finance/household-income-and-wealth-australia/2017-18
https://www.abs.gov.au/statistics/economy/finance/household-income-and-wealth-australia/2017-18
https://www.abs.gov.au/ausstats/abs@.nsf/mf/2033.0.55.001
https://www.abs.gov.au/ausstats/abs@.nsf/mf/2033.0.55.001
https://www.mapfight.xyz/compare/gb-vs-victoria/
https://www.mapfight.xyz/compare/gb-vs-victoria/
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/annualmidyearpopulationestimates/mid2020
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/annualmidyearpopulationestimates/mid2020
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/annualmidyearpopulationestimates/mid2020
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/annualmidyearpopulationestimates/mid2020
https://www.abs.gov.au/ausstats/abs@.nsf/mf/1270.0.55.001
https://www.abs.gov.au/ausstats/abs@.nsf/mf/1270.0.55.001
https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/756EE3DBEFA869EFCA258259000BA746/$File/SEIFA%202016%20Technical%20Paper.pdf
https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/756EE3DBEFA869EFCA258259000BA746/$File/SEIFA%202016%20Technical%20Paper.pdf
https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/756EE3DBEFA869EFCA258259000BA746/$File/SEIFA%202016%20Technical%20Paper.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/CCV-statistics-trends-2014.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/CCV-statistics-trends-2014.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer-in-Victoria_Statistics-Trends_2015.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer-in-Victoria_Statistics-Trends_2015.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer-in-Victoria_Statistics-and-Trends_2016.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer-in-Victoria_Statistics-and-Trends_2016.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer%20in%20Victoria%202017.pdf
https://www.cancervic.org.au/downloads/cec/cancer-in-vic/Cancer%20in%20Victoria%202017.pdf

	Mapping disadvantage: identifying inequities in functional outcomes for prostate cancer survivors based on geography
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Overview
	Quality of life metrics
	Geographic classification and socioeconomic status
	Regression analysis, geographic mapping and identification of hotspots

	Results
	Overview
	Functional outcomes by composite score
	Functional outcomes by individual domains

	Discussion
	Conclusion
	Acknowledgements
	References


