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Should Canadians be offered
systematic prostate cancer screening?

YES

Yves Fradet mb Fresc

he justification for systematically screening asymp-

tomatic patients for a condition is based on the sever-
ity of the disease, the existence of an effective method of
detection, the efficacy of treatment, and a demonstrated
substantial effect on mortality.! In my view, all of these
conditions are met with prostate cancer screening, and
men have the right to be informed of the potential benefit
to their health.

Severity of disease

The severity of prostate cancer is undeniable. Every year
in Canada, some 20000 new cases are diagnosed, and
20% of these men die from prostate cancer. These hum-
bers are comparable to the numbers for breast cancer,
and mortality and health care costs will increase propor-
tionally with the rapid increase in life expectancy.

Effective method of detection

Prostate cancer screening is now possible thanks to a
combination of the prostate specific antigen (PSA) test,
which helps to identify those at greater risk of cancer,
and development of a biopsy procedure guided by trans-
rectal ultrasound. Approximately 6% of men aged 50 and
older will have PSA levels higher than 4 ng/mL, and 16%
will have levels between 2.5 and 4 pg/mL. Ultrasound-
guided biopsies are well tolerated under local anesthetic
and have a specificity of nearly 100% and a sensitivity of
about 85%. About 15% of cancers are detected during a
second biopsy.?

Efficacy of treatment

The efficacy of treatment for prostate cancer is well docu-
mented. A Swedish study® demonstrated that surgical
treatment of localized prostate cancer had reduced can-
cer mortality by more than 50% at 10 years and had had
no negative effects on quality of life. No other cancer
treatment can claim these results. Several other stud-
ies and observations show that screening significantly
reduces mortality from prostate cancer. A study con-
ducted in the Tyrol* reported a statistically significant
decrease in mortality among men who agreed to at least
one systematic screening compared with men in other
parts of Austria who were not screened. In Quebec city,
a 67% decrease in mortality was observed among 7155
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he field of prostate cancer screening is filled with

uncertainty. We are turning healthy men into patients
suffering from cancer (with all that that entails) without
any evidence that prostate cancer screening will save
their lives.! Even groups that champion screening for
prostate cancer, such as the American Cancer Society,
acknowledge this. They send out ambiguous messages
that promote early detection, but do not recommend rou-
tine screening. For our patients, however, early detection
and routine screening are one and the same!: a blood test
and a rather uncomfortable examination!

In this uncertain context, strong stands on prostate
cancer screening become indefensible, and decisions
rest as much on values as they do on facts. The current
trend is toward a joint decision-making process involv-
ing patients and their physicians. Here is the information
that must be communicated to patients who are inter-
ested in this screening.

The message

You are 60 years old. According to Canadian statistics,
out of 100 men your age, approximately 6 will have
prostate cancer detected in the next 10 years. Out of
these 6, 1 or 2 will die of prostate cancer, and 4 or 5 will
die from other causes.?

You should know that, out of 100 men your age, about
60 have prostate tumours (Figure 1).>4 The vast major-
ity of these tumours are microscopic and will never cause
any problems. Some of these tumours will grow and cause
problems, but it is impossible to determine which ones.
This is why some people recommend that tumours that are
detectable be identified through blood samples (prostate-
specific antigen [PSA] testing) and a digital rectal exami-
nation (DRE). A PSA test helps to locate prostate tumours
smaller than those that are found once symptoms appear.

Of the 100 men who undergo tests for the first time
(sensitivity 87%, specificity 80%,!° prevalence [of detectable
tumours] 3%°¢), 22 will require another test: a prostate
ultrasound, which is performed using a rectal probe and
needle to collect small tissue samples from the prostate.

Among these 22 men, 3 will have cancer detected.
When cancers are small and confined to the pros-
tate, which is usually the case, we really have no
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men (23% of 30958 who were offered screening) who
were systematically screened compared with those who
turned down screening.® Another European random-
ized pilot study of 2367 men showed a 75% decrease in
cancer mortality at 10 years.® We have also seen close
to a 25% decrease in prostate cancer mortality in both
Canada and the United States as well as in England,
Austria, and several European countries since the PSA
test was introduced, despite an increase in longevity.”
Regions in which the PSA test is used less extensively,
such as Scandinavia and Australia, continue to experi-
ence an increase in prostate cancer mortality.

Comparison with screening for other diseases

While prostate cancer screening was being made avail-
able, screening for several other cancers was introduced
on the basis of similar, even inferior data. For exam-
ple, systematic screening for cervical cancer was imple-
mented on the basis of similar observations and was
never subjected to controlled studies.! Among the many

reliable method of determining which are actually
life-threatening. We can attempt to estimate risk by
looking at the cells in tissue samples under a micro-
scope. The most definitive answer, however, can only be
found after the entire prostate is removed.

We do not know much about the other 19 men. For
the most part, they have enlarged prostates, which
explains abnormal PSA results. This does not mean that
they don't have cancer, however. If biopsy is repeated,
cancer will be detected in 4 of these men.” In the other
15 men, as in the 78 men who had normal results of PSA
tests and DRE, cancer could appear or grow and become
detectable one day. This is why some physicians suggest
these tests be redone each year.

If we find that you have cancer limited to the pros-
tate, you have 3 choices: have your prostate removed,
undergo radiotherapy, or wait for the tumour to grow.
It might also be recommended that you take hormones.
Let's take a look at what happens to 65-year-old men
with localized tumours.?

Figure 1. Results of inifial prostate cancer screening with the PSA test and DRE and of localized prostate cancer treatments in 100 men
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DRE— digital rectal examination, PSA— prostate specific antigen.
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I Urinary or rectal complications after 1 year
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studies that have evaluated the efficacy of breast can-
cer screening, only 1 Swedish study was able to dem-
onstrate a significant reduction in mortality and only in
women older than 50. Breast cancer screening, however,
is widely practised. The same is true for colon cancer;
only 1 American study has demonstrated the efficacy of
fecal occult blood screening. Even though studies are
still trying to evaluate the efficacy of colonoscopy at the
present time, it is widely used for screening purposes.

So, why isn't screening for prostate cancer being pro-
moted by family physicians as strongly as screening for
these other cancers?

Clearly, advocacy for cancers specific to men has been
much less effective than advocacy for cancers specific to
women or cancers that affect both men and women.
The biggest objection to prostate cancer screening is the
potential detection of cancers that are not clinically sig-
nificant and that will not result in death. It is becoming
increasingly evident that low-grade cancers (Gleason <6)
with a PSA of <10 carry a low risk of death, even with-
out treatment.® In Canada, close monitoring is increas-
ingly recommended for this type of low-risk cancer.’
Moreover, this type of cancer seems to respond to hor-
mone therapy and changes in diet and lifestyle, areas
in which family physicians should play a predominant
role. It would make sense to try to minimize the psy-
chological and medical effects of a diagnosis of low-risk
prostate cancer rather than to deprive some men of an
effective means of detecting and treating a high-risk
cancer just because we are afraid of adversely affecting
a whole lot of other men. %
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After 10 years, out of 100 men who had surgery,
10 will die from prostate cancer, and 17 will die from
other causes. Of 100 who chose to wait, 15 will die
from prostate cancer, and 17 will die from other
causes. Of the 100 who chose to have surgery, 80 will
become impotent, and 14 will have to wear diapers for
incontinence. Among those who chose to wait, 45 will
become impotent, and only 1 will have to wear dia-
pers.® Among 100 men treated with radiotherapy, the
mortality and risk of side effects will be somewhere
between those for men who chose surgery and men
who chose to wait.!°

When tumours are discovered by testing men in
good health, we do not know whether finding them
early increases life expectancy. In 2008, the results of 2
studies that are specifically evaluating screening should
give us this information. For now, the only thing we
know for sure is the frequency of problems that result
from treatment.

Conclusion

Undoubtedly, the way in which we present the risks
and benefits associated with prostate cancer screening
influences patients’ decisions. Men who use decision-
making tools are less likely to undergo screening.!!!2
Given the substantial uncertainties surrounding screen-
ing, the amount of information to communicate, and
the amount of thinking patients have to do on what is
most important to them, we should refrain from offer-
ing systematic screening and instead use decision-
making tools that graphically illustrate the risks and
benefits of treatment.'? L 3

Dr Labrecque is a Professor in the Department

of Family Medicine at Laval University in

Quebec. Dr Légaré is an Associate Professor in the
Department of Family Medicine at Laval University

and Canada Research Chair in the Implementation of
Shared Decision Making in Primary Care. Dr Cauchon
is an Associate Professor in the Department of Family
Medicine at Laval University.

Acknowledgment

We thank Dr Fernand Turcotte for his sound comments
and his translation of Dr H. Gilbert Welch's excellent
book, Dois-je me faire tester pour le cancer? Peut-étre pas
et voici pourquoi [Should 1 get tested for cancer? Maybe not
and here’s why]. '

Correspondence to: Dr Michel Labrecque, Evaluative
Research Unit, D1-724. Hopital Saint-Frangois d’Assise,
CHUQ, 10, rue de I'Espinay, Quebec City, Que GIL 3L5;
telephone 418 525-4437; fax 418 525-4194; e-mail
Michel.labrecque@mfa.ulaval.ca

VOL 53: JUNE « JUIN 2007 Canadian Family Physician - Le Médecin de famille canadien 991




Debates

YES

References

1. Rimer BK, Schildkrait JM, Hiatt RA. Cancer screening. In: DeVita VT,
Hellman S, Rosenberg SA. Cancer: principles and practice of oncology. 7th ed.
Philadelphia, Pa: Lippincott, Williams and Wilkins; 2004.

2. Thompson IM, Ankerst DP, Chi C, Goodman PJ, Tangen CM, Lucia MS, et al.
Assessing prostate cancer risk: results from the Prostate Cancer Prevention
Trial. J Natl Cancer Inst 2006;98:506-7.

3. Bill-Axelson A, Holmberg L, Ruutu M, Haggman M, Andersson SO, Bratell S,
et al. Radical prostatectomy versus watchful waiting in early prostate cancer.
N Engl ] Med 2005;353:1298-300.

4. Horninger W, Berger A, Pelzer A, Klocker H, Oberaigner W, Schénitzer D, et
al. Screening for prostate cancer: updated experience from the Tyrol study.
Can J Urol 2005;12(Suppl 1):7-13.

5. Candas B, Cusan L, Gomez JL, Diamond P, Suburu RE, Levesque J, et al.
Evaluation of prostatic specific antigen and digital rectal examination as
screening tests for prostate cancer. Prostate 2004;45:19-35.

6. Schroder FH, Roobol MJ, Damhuis RAM, de Koning HJ, Blijenberg BG, Van
der Kwast, et al. Rotterdam randomized pilot studies of screening for pros-
tate cancer—an overview after 10 years. J Natl Cancer Inst 2005;97:696.

7. Oliver SE, May MT, Gunnell D. International trends in prostate-cancer
mortality in the “PSA ERA.” Int ] Cancer 2001;92:893-8.

8. Albertsen PC, Hanley JA, Fine J. 20-year outcomes following conservative
management of clinically localized prostate cancer. JAMA 2005;293:2095-101.

9. Klotz L. Active surveillance with selective delayed intervention: using
natural history to guide treatment in good risk prostate cancer. J Urol
2004;172(5 Pt 2):S48-50; discussion S50-1.

KEY POINTS

« Prostate cancer is common (the most common
cancer in men) and serious (third cause of death
due to cancer).

« Effective treatment exists.

« Screening reduces mortality due to prostate cancer.

« Morbidity rates related to the detection of low-risk
cancer can be decreased through close surveillance.
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KEY POINTS

o Most men with prostate tumours will die from
causes other than prostate cancer.

« There is no reliable method for distinguishing between
screened tumours that require treatment and screened
tumours that do not (and that it probably would have
been better not to look for...and find).

» At this time, there is no proof that screening for
prostate cancer can save lives.

» Decision-making tools help men to make choices
that are based on both the best evidence and their
own values.
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