Is it Worth Diagnosing Early Prostate Cancer?

Vijay Naraynsingh

Recently, widespread public education about prostate cancer
has resulted in increased screening using PSA (prostate spe-
cific antigen) levels, DRE (digital rectal examination), TRUS
(transrectal ultrasound) and, where indicated, prostate biopsy.
One would assume from the popularity of these screening
programmes that early diagnosis of prostate cancer would ben-
efit the patient — but, is it really so? In the Caribbean, where
personnel and material resources are limited, it is imperative
that the value of screening asymptomatic men for prostate can-
cer be critically examined.

Apart from the actual expense of PSA, TRUS and biopsy,
there are other “costs” more difficult to quantify, such as time
off work, the discomfort and complications of biopsy, and the
stress and anxiety of the patient. Ethical considerations are
also important to us as health care professionals: these costs in
relation to the benefit for each person subjected to the screen-
ing tests; and the possibility that limited resources will be di-
verted from other areas where they could be used more effi-
ciently.

It has been estimated that the cost of diagnosing each
case of prostate cancer is about US$3,750. The failure of PSA
as a diagnostic test was impressively established in a prospec-
tive study of 22,000 men, where elevated PSA was found in
only 47% who developed prostate cancer (2). Further, for each
cancer diagnosed, two to 12 patients will have had biopsies
with their attendant costs and complications (3), leading to the
conclusion of the Canadian Task Force that “there presently is
insufficient evidence to promote the early detection of prostate
cancer in asymptomatic men”. The Canadian Task Force also
had previously recommended that PSA not be used routinely
as a screening test for prostate cancer in asymptomatic men (4).
However, if and when screening identifies the patient with early
prostate cancer, what management can he be offered?

There is as yet no compelling evidence that treating these
patients by radical prostatectomy or radiotherapy improves sur-
vival over simple observation. A study in which 223 prostate:
cancer patients were followed over a mean observation time of
12.5 years (without prostatectomy), showed a 91% disease spe-
cific survival rate after 10 years (5). In a study of 1143 patients
with radical prostatectomy, the disease specific survival rate at
10 years was 90% (6), and there was a 10 year disease specific
survival of 77% among 682 patients treated by radiation (7). A
careful review of 828 patients from six non-randomised studies
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revealed an 87% 10 year survival in selected patients managed
conservatively (8). Survival rates varied with tumour grade,
but there was no evidence that intervention produced signifi-
cant benefit. Moreover, care must be exercised in interpreting
studies that show better results with radical prostatectomy since
such patients are often highly selected (not randomised) —
younger, fitter, with well localised, well differentiated tumours.
However, in the only truly randomised trial [ could find compar-
ing radical surgery to conservative management, the mortality
was similar in each group (9). The paucity of strong data is
highlighted by a literature review of over 1,600 publications on
localised prostate cancer treatment, in which it was not pos-
sible to identify any study that was large enough, and which
had been conducted for a sufficiently long period of time, to
demonstrate efficacy of treatment unequivocally (10). Well
planned prospective randomised trials have started only re-
cently and valid results cannot be expected before 2,007 (11). It
has not yet been established unequivocally, therefore, that pros-
tate cancer specific morbidity and mortality can be reduced by
screening. An analysis of the natural history of early prostate
cancer showed a median interval of more than 15 years to me-
tastasis in men with a mean age of 67.5 years (12). None of the
patients in this study died of prostate cancer within 5 years of
diagnosis and the actuarial 15-year survival rate in these men
approximated the expected survival rates in a male population
of comparable age.

Because of the lack of evidence that a reduction in pros-
tate cancer mortality is achieved by any test or procedure, cost-
effective calculations of early prostate cancer detection are not
possible (13). Widespread screening efforts in the USA will
probably cost billions of dollars (14). Can the USA afford this?
Can the Caribbean afford such an expensive exercise that is of
unproven value? Can we tolerate the complications of screen-
ing and treatment that have well established morbidity and mor-
tality risks but are yet of unknown, unproven benefit?

The agony that patients may experience by these inter-
ventions is an unquantifiable but, potentially, more disastrous
cost as described recently by a businessman (15). He recorded
his own experience of having an elevated PSA and described
“an airline pilot who had his prostate gland removed surgically
and was bitter beyond words. He claimed that it cost him his
health, his job, his marriage and that it ruined his life” (15). He
also asserted that “the reports of incontinence and impotence
were dramatically worse” when patients were questioned di-
rectly than when one looked at data “according to the sur-
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geons who write papers”. Most cancers detected by screening
are indolent, non-aggressive and most patients with these can-
cers die with, rather than of, prostate cancer. Treatment of
these with radiation or radical prostatectomy can result in sig-
nificant morbidity, especially impotence and urinary inconti-
nence, without a proven decrease in mortality (16). In the Car-
ibbean one must be mindful of these complications that may
make patients physical or psychological cripples. The unequivo-
cal demonstration of significant benefit should become an eco-
nomical and ethical imperative before one embarks on screen-
ing and treatment for asymptomatic prostate cancer.

Considering all the evidence, I suggest that we abandon
this screening and intervention in asymptomatic West Indian
men until results show some unambiguous benefits. For the
Caribbean male, PSA continues to mean “Producer of Stress
and Anxiety”.
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