Summary?!

rostate cancer is a common and serious matermine whether systematic, early screening for pros-
lignancy among Medicare-age menin  tate cancer extends livesThe evidence of benefit for
1995, 244,000 new cases and 40,400 deathsther preventive services already covered by Medicare
are anticipated from this disease; men age 6%e.g., breast and cervical cancer screening, influenza and
and older bear most of the burden of illness.pneumoccocal vaccines) is substantially more devel-
In recent years, the prostate cancer diagnosis rate has ghed and stronger than for prostate cancer scredgng.
creased dramatically, with a slower increase in age-spgause scientific knowledge is limited, but the conse-
cific mortality. At least in part, the increasing incidencequences of prostate cancer and its treatment are
undoubtedly reflects more aggressive efforts at earl)éerious, an informed and reasonable patient could
detection of prostate cancer, particularly through the usgqually well decide to have screening or forgo it.

of a new blood test, prostate-specific antigen (PSA). Hence, each patient, in consultation with his physician,

This background paper examines the implications . . . .
9 pap P must use his own values to weigh the potential benefits

of a potential Medicare benefit to cover prostate cancer . . . : . .
i ) o ~of screening against the risks of incontinence, impo-
screening using a combination of the PSA and digital
. _ tence, and other adverse outcomes that may result from
rectal examination (DRE), a time-honored test per-

. - , treating cancers uncovered by screening.
formed in the physician’s office. .
Given the state of current knowledge about pros-
tate cancer, it may be reasonable for Medicare to con-
KEY FINDINGS sider reimbursement of the screening test. Reim-
The Office of Technology Assessment (OTA) con- bursement could be seen as ensuring that
cludes that research has not yet been completed to de- out-of-pocket screening expenses (however small) not

The literature review and quantitative analyses discussed in this background paper are drawn from a paper prepared under contract for OTA (27). OTA’s analysis
also benefited from another contract paper that reviewed the epidemiology of prostate cancerin the United States (277), and a third contract paper that provided
the estimates of resources used and costs associated with prostate cancer screening and treatment for Medicare-age men in the United States (121). However, the
conclusions and, in some cases, the analysis are solely those of OTA and do not represent those of the authors of these contract papers.

Chapter 1 is a summary of the detailed literature reviews and quantitative analyses that follow in the subsequent chapters. References to support statements in
this chapter are noted in the relevant sections of the chapters. The structure of this chapter closely parallels the organization of the remainder of the document.
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impede well-informed discussion and decisionmak- ment. Indeed, evidence shows that patients with cancers
ing between physician and patientSuch a Medicare discovered by screening tend to do well. Furthermore,
screening benefit could be unrestricted as are similamost men who have a positive PSA test followed by sur-
benefits for cervical and breast cancer screening. Howgery that reveals the cancer has not yet spread beyond the
ever, an unrestricted, permanent benefit might implyrostate gland strongly believe that early detection and
that science actually has established the benefit of eartyeatment have saved their lives. One of the factors that
detection. An alternative would be to offer screening ormay act to strengthen this belief is the fairly large num-
a temporary basis subject to reconsideration as evidenger of men who become impotent or incontinent as a re-
from clinical trials about the effectiveness of screeningsult of surgery. The belief that surgery was necessary to
and treatment becomes available. Such a benefit coulgloid a fatal illness could be an important means of ac-
also be coupled with efforts by the federal governmengepting these troublesome symptoms.
to involve as many patients as possible in effectiveness However, it is not clear that these outcomes are the
research and to ensure patients and physicians are wgdlsult of screening and subsequent treatment. Good out-
informed about potential benefits and risks of treatingdcomes may reflect the fact that screening advances the
cancers discovered by screening. point of diagnosis, without changing the destined course
The technical analysis in this background papebf the cancer (lead-time bias); or that screening may
shows that in terms of the expected cost per life-yeagreferentially find slower-growing cancers already des-
saved, prostate cancer screening could indeed be as cG§led to do well (length bias). Because of these biases,

effective as other disease screening services already CQ¥%rly diagnosis wouldppearto improve survival, even
ered by Medicare. However, this conclusion is extremes (raatment were worthless (or harmful).

ly sensitive to assumptions about: 1) the effectiveness of These problems are compounded by the fact that in

treating prostate cancer, and 2) the rate at which ur?T]ost cases, prostate cancer is a slow-growing disease.
treated cancers spread to other parts of the body and ul&'/l_ost men whose localized prostate cancers are discov-

mately cause death. Relatively small changes in theseered by screening might never suffer any effects of their

assumptions make the same prostate cancer screenin% . .
disease, ultimately dying from some other cause. Hence,

benefit appear very expensive without any health bene- , | . -

i ) even if treatment is ultimately proven to be beneficial for

fit, and the true values for these assumptions are un- . . . .
} L .men with very aggressive localized prostate cancers, it

known to medical scientists due to the lack of appropri- _ _

would still be unnecessary for most. The dilemma for po-

ate research noted above. As also indicated above, . . ]
. . __licymakers arises from the fact that current diagnostic
treatment of detected cancers would result in complica-

tions including death, substantial rates of impotence angeasures are not sufficient to deternaniori and pre-
cisely which cancers are likely to cause harm. Were there

incontinence, and heart disease.
no risks or costs associated with treatment, it might more

Why Might Screening Not Be Beneficial? clearly make sense to treat all cancers found. However,
Intuitively, one would expect that early detection ef-in light of these treatment risks and the current uncertain-
forts should find more prostate cancers before they hawy about treatment benefit, the decision about screening
spread outside of the prostate gland, which should in turand any subsequent treatment must currently rest with

lead to more prostate cancer cures with aggressive tredhe patient in consultation with his physician. As our un
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derstanding of this disease and of our ability to intervenémes of two years or more. The future course of prostate
in it grows, science will be able to provide more defini-cancer is predicted by tumor grade (the extent to which

tive guidance to both clinical and policy decisions. cancerous cells are different from normal cells) and
stage (extent of cancer spread); patient age does not
PROSTATE CANCER IN OLDER MEN seem to influence the rate at which tumors spread and be-

Screening Recommendations come life-threatening. Determining the stage of prostate
While the American Cancer Society (ACS) and thecancer without surgery is unreliaBi@nce prostate can-

. , i . __cer spreads to bones or other organs, hormonal treat-
American Urological Association recommend adding P 9

PSA to annual digital rectal examination for early detec™ ents can only achieve temporary remissions often

tion of prostate cancer, the U.S. Preventive Servicersneasured in montffs.

Task Force and Canadian Task Force on the Periodic Those most at risk for prostate cancer are African

Health Examination, citing lack of evidence of beneﬁtAmencan men and men with a family history of prostate

from controlled studies, do ndtAll of these groups cancer. Recently, prior vasectomy and a high-fat diet

agree that research has yet to document that on a popuﬁ]a?-ve been proposed as possible additional risk factors.

tion-wide basis, PSA testing reduces the risk of dyingIn addition, the probability of harboring an asymptomat-

: . IC prostate cancer increases as men age: about 22 percent
from prostate cancer. The differences in recommenda-

tions reflect different philosophies about whether clini-Of men in their 60s and 39 percent of men in their 70s.

cal medicine and public policy should encourage the usléor those cancers greater than 0.5 mL in volume (which

of potentially beneficial, but unproven, cancer preven-are more likely to cause future problems), the age-spe-

tion strategies before controlled studies definitively es-CIfIC probabilities of having prostate cancer are about 9

tablish that they do more good than harm. and 15 percent, respectively.

Prostate Cancer Biology and Risk Factors TECHNOLOGIES TO DETECT
The prostate is a golf-ball-sized gland that helpPROSTATE CANCER

produce semen, the fluid ejaculated with sperm. It is DRE and PSA are both feasible tests for early detec-
found below the bladder and surrounds the urethréion of prostate cancer. Transrectal ultrasound (TRUS)
through which urine passes as it is voided. Most earhand transrectal needle biopsy (TRNB) are followup tests
prostate cancers seem to be slow-growing, with doublingsed to further investigate suspicious results on DRE or

2The National Cancer Institute (NCI) previously recommended that men over age 50 receive a digital rectal examination, but not a prostate-specific antigen test.
Recently, however, NCI has decided not to make any recommendations concerning cancer screening, deferring instead to the evidence-based policy guideline
development processes used by the U.S. Preventive Services Task Force and the U.S. Agency for Health Care Policy and Research (AHCPR). AHCPR has not issued
any guidelines concerning prostate cancer screening. NCl does summarize evidence on prostate screening effectiveness in its Physicians Data Query (PDQ) data-
base, noting the existence of only one, negative case-control study of DRE and the lack of evidence from well-controlled research concerning the use of PSA for
early detection (199). The College of American Pathologists recommends that PSA not be used for screening among the general asymptomatic male population,
reserving its use in cases where prostate cancer is suspected (200).The American Association of Family Physicians and American Society of Preventive Oncologists
currently have no guidelines or recommendations concerning prostate cancer screening (31, 43). The College of American Physiciansis currently developing such
guidelines (26).

3Many cancers felt to be confined to the prostate preoperatively will be found to have already spread through the prostate capsule once surgery is performed.

4However, a significant minority (about 15 percent) of men with advanced prostate cancer have long-term survival measured in years (199).
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PSA. The true false-negative rate$ DRE and PSA are ter (ng/mL) of blood are often considered abnormal.
unknown, because studies have generally not detefvailable data suggest that a PSA elevation from 4.1 to
mined what proportion of men with nonsuspicious DRE10.0 nanograms per milliliter (ng/mL) of blood raises the
and PSA results in fact harbor cancer. likelihood that a man harbors an intracapsular prostate
cancer one and one-half to threefold above the average
risk for men his age. Methods to improve the ability of

) L PSA to discriminate between men with and without can-
less likely to detect small and probably insignificant can- o . )

. ) cer are under active investigation; at present, there is no
cers than PSA, but it is more likely to detect cancers that i ,

i consensus on an optimal method. PSA does a particular-

have already spread beyond the prostate. Available data ) . ) ) )
o . ) o I%/ poor job at separating men with benign prostatic hy-
indicate that a suspicious DRE raises the likelihood tha . ) )
perplasia (BPH), a common nonfatal disease of aging,

a patient has intracapsular (and possibly curable) pro?fom men with intracapsular, possibly curable prostate

tate cancer 1 1/2- to 2-fold above the average risk faced
cancer.

by men of the same age. In a recent large study, DRE was

suspicious in 15 percent of male volunteers over age 5(&20mbined DRE and PSA Screening
and 21 percent of men with a suspicious DRE had pros-

Digital Rectal Examinations
Among older men, digital rectal examinations are

) i What is gained by doing both DRE and PSA rather
tate cancer at biopsy. However, these high percentages . oo .
L than just DRE? Research indicates that by adding PSA
were dependent upon a low threshold for considering the ) . .
~testing to DRE in a one-time screening program, and by
DRE abnormal, and upon the performance of multiple ) ) ) :
adopting an aggressive strategy of systematic prostatic

o biopsies for suspicious results on either test, prostate
about half the cancers found by TRNB in this study were .

i cancers can be found in about 4.2 percent of men age 65
found elsewhere in the prostate than the palpably suspj- )

(as opposed to about 2.4 percent with DRE alone), at a
cost of performing multiple biopsies in 19 percent. At
Prostate-Specific Antigen age 75, cancer would be found in about 7.2 percent of

The prostate-specific antigen is a protein producednen (as opposed to 3.5 percent with DRE alone), with
by prostate tissue and measurable in blood. It can be el27 percent of men requiring biopsy. Some of the cancers
vated in men both with and without prostate cancer, anthat are found in screening programs are discovered be-
the level at which a PSA measurement should be considause of the high percentage of men who undergo multi-

ered suspicious is controversial. On the two most comple systematic biopsies, rather than because of the dis-

biopsies on volunteers with a suspicious DRE. In fact

cious ared.

monly used assays, levels above 4 nanograms per millilcriminating capacity of the tests themselves.

5The false-negative rate is the probability that someone with a negative screening test actually has prostate cancer. See box 3-1 for fuller description of concepts
used to describe the accuracy of screening technologies.

6Given the inaccuracies of DRE (and PSA) along with these results, screening may behave something like a lottery in determining who receives the more accurate
detection technology, TRNB.

7Alternatively, some experts recommend age-specific reference ranges, which take into account the rise in PSA levels seen with aging. For example, one study
suggests a PSA should be considered abnormal if it is above 4.5 ng/mL for men in their 60s or 6.5 ng/mL for men in their 70s.



CHAPTER 1 SUMMARY o

Followup Testing Controversy about treatment effectiveness exists

TRUS is not accurate enough to serve as a primaryecause of a lack of well-controlled studies comparing
screening test. TRNB is the test usually used to confirfhe main strategies for managing localized prostate can-
whether cancer is present, and TRUS is often used ®&£!- To date, the only completed studies are based on ob-
help direct where tissue samples are taken during biopsyervational studies. To the extent that any of these studies
Many experts now recommend that patients with a suspfihow that patients receiving a particular treatment op-
cious DRE or PSA undergo multiple (four to six) prostat-tion do better than those receiving another treatment,
ic biopsies (usually done in a single session). TRNB i€ne cannot definitively conclude that the observed result

uncomfortable and has a low but finite risk of bleedingvas due only to treatment and not due to other differ-
and infection. ences between the patient groups.

Determining Cancer Stage

THE EFFECTIVENESS OF TREATMENT Before men begin treatment for a prostate cancer

For the early detection of prostate cancer to improvejiscovered by DRE or PSA, they would often undergo
outcomes, treatment for cancers found at screenin§ome staging tests to help determine the best treatment
needs to be effective. In other words, knowledge of thgtrategy. Patients with cancers that have already spread
presence of cancer will not save any lives unless treatingutside the capsule of the prostate gland, and particularly
those cancers makes a difference. There is consideraligncers that have spread to lymph nodes in the pelvic
controversy regarding optimal treatment for cancer thagrea or to bones are much less likely to be helped by
does not appear to have spread beyond the prostaiggressive treatments with curative intent. Computer-
gland. Urologists generally argue that radical prostatecGzed tomography (CT) or magnetic resonance imaging
tomy, a procedure to remove the entire prostate gland, révRI) scans and surgical examination of pelvic lymph
sults in the best outcomes for these men. As a result, ratgrinds, commonly employed to determine if the cancer
of this procedure have risen dramatically in recent yearshas spread, are not particularly accurate for this purpose.
in response to the precipitous increase in diagnosis ¢fs a result, even if a CT or MRI scan suggests spread,
early prostate cancer. However, expectant managemegiinicians often proceed to treatment out of fear of with-
(also called “watchful waiting”), in which the clinician holding a potential cure. Despite some substantial mis-
treats symptoms and complications without attempting|assification rates, recent mathematical models de-

a cure, and radiation therapy are two other commonl¥jgned to predict cancer spread suggest clinicians could
used treatment strategies. Prostate cancer managemest some staging tests more sparifigly.

tends to be more conservative in Western European

countries than in the United States. No trial that show&Xpectant Management

which of the various treatment strategies saves the most Expectant management is a strategy of reserving
lives (if any) has yet been completed. treatment for symptoms or complications related to

8For example, some patients with prostate cancers discovered by screening have a low enough risk of metastasis that they do not need bone scans or surgical
removal of their pelvic lymph glands before proceeding with curative treatment.
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prostate cancer, without necessarily attempting a cure. ftot been well studied. The medical literature suggests
is commonly used in Western Europe, and until recentlyyworse outcomes for patients with localized prostate can-
for many men with cancers found incidentally duringcer treated with radiotherapy compared with these other
surgery for BPH. Men treated expectantly risk developiwo strategies, but results are confounded by radiothera-
ing symptoms due to local progression of their cancepy series including more older patients whose tumors
(such as bladder outflow obstruction) or from spread ohave less favorable prognostic characteristics. While
the prostate cancer to other parts of the body (which mayrologists have raised concerns about the high propor-
lead to death.The prognosis for men with clinically lo- tion of patients treated with radiotherapy having subse-
calized prostate cancer depends on the aggressivenes$lBgntly positive biopsies for cancer or rising PSA levels
the cancer, particularly its grade. A recent synthesis dpost-treatment, selected series suggest very good out-
data from several studies of expectant management sugR™Mes in terms of rate of future metastatic disease and

gests a 10-year cancer-specific death rate of 13 percefRNCer death. Although radiation therapy is more likely

for men with well and moderately differentiated prostatet0 result in bowel injury than is radical prostatectomy,

cancer (the most common types found by early detectio
with DRE and PSA) compared with a 66 percent deatN‘"th prostatectomy.
rate for men with poorly differentiated cancé?s.

ﬂther side effects are less common than those associated

Radical Prostatectomy

Radiation Therapy Radical prostatectomy entails removing the entire
Radiation therapy for prostate cancer, most comprostate with its fascial coverings and the seminal vesi-
monly delivered as external beam x-irradiation, at-cles. More aggressive early detection efforts for prostate
tempts to deliver a maximal dose of radiation to the tucancer in recent years have been accompanied by precip-
mor while minimizing the side effects from exposure toitous rises in population-based rates of radical prostatec-
other, nearby radiation-sensitive tissues. Patients usualtpmy. Recent modifications in surgical technique, result-
receive five weekday treatments over six or seven weeksg in an *“anatomic” radical prostatectomy, have
(i.e. 30 to 35 treatments total). Although much recent litteduced the risk of surgical complications in some cen-
erature has focused on surgical treatment of prostate caters. While some men with prostate cancer treated surgi-
cer (radical prostatectomy), as late as 1990 radiotheramally have done extremely well, the benefit of radical
was the most common treatment administered for evengrostatectomy is unclear; only one controlled study has
stage of prostate cancer in the United Sthkes. compared its outcomes against other treatment strate-
The comparative effectiveness of radiotherapy vergies. This single randomized trial, which showed no dif-
sus radical prostatectomy or expectant management héerence in mortality between radical prostatectomy and

90bstructions of the bladder or urinary tract may require surgery, and distant spread of the canceris usually treated with hormonal therapy ("androgen deprivation”).

10The data did not stratify men by age, but the estimates do adjust for other potential causes of death that do vary by age. The mean age in the sample was 70.
Age was not predictive of cancer-specific survival in this study.

11Recent data suggest that this trend reversed in 1991 with radical prostatectomy become the more common treatment strategy.
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expectant management, was too small to detect a clinfhan harm, this analysis used a quantitative decision
cally important benefit from surgery, if it really existed. model to estimate risks, benefits, and costs of an early
The risks of radical prostatectomy include operativedetection program under different sets of assumptions.
death, perioperative medical complications, inconti-lt examined the implications of aitlustrative, one-
nence, impotence, and urethral stricture formation. In #ime screening programfor three cohorts of 100,000
recent survey of a random sample of all Medicare pamen, ages 65, 70, and 75, respectively.
tients who underwent this procedure in the United States Realistically, a Medicare benefit would most likely
between 1988 and 1990, 31 percent of men were wearirgpver periodic screening, for example, a DRE and PSA
pads to help deal with wetness, 60 percent reported revery year as the ACS currently recommends, or every
full or partial erections since the surgery, and 20 perceriwvo or three years as Medicare currently does for breast
indicated they had been treated for a stricture. The attritRnd cervical cancer screening respectively. Understand-
utablé'2 30-day postsurgical death rate was 0.6 percenting the true effects of an actual Medicare benefit would
also require accounting for the fact that some men would
Followup Treatment have already received screening before their 65th birth-
Men whose initial cancer has spread to other partgay. However, as this analysis demonstrates, current un-
of the body, or men who are found to have cancer that hagrstanding does not allow a definitive assessment of the
spread postoperatively can be treated with hormonajost-effectiveness of even a one-time benefit with its rel-
(androgen deprivatidr) therapy. After initial treatment  atively simplified set of assumptions, much less a more
by radical prostatectomy, clinicians also often considetomplex, but realistic periodic benefit. The uncertainty
adjuvant radiation or androgen deprivation therapy fokconcerning treatment effectiveness and the true rate at
men considered at higher risk of harboring residual canwhich smaller cancers eventually spread and cause death
cer. Cancers that have spread to other parts of the bodyerwhelm other assumptions in the model.
tend to be responsive initially to hormonal treatment, but
then become unresponsive (“refractory”). There are ndlodeling an lllustrative Screening Benefit
data from well-controlled studies that indicate that any =~ The model employs a guantitative tool known as a

adjuvant therapies improve survival. Markov proces¥ to calculate what happens to men in
each of the three age groups examined once they are

BENEFITS, RISKS, AND COSTS screened for prostate cancer. It initially incorporates

OF SCREENING many assumptions favorable to early detection and treat-

In the absence of controlled studies documentingnent, including: 1) relatively high metastatic rates (that
that early detection of prostate cancer does more goqaredict a higher-than-actually-observed lifetime proba-

127he “attributable” death rate is the total death rate minus deaths that would have been expected to occur during the 30 days even if patients had not received
surgery.

13Clinicians can accomplish androgen deprivation through drugs or by orchiectomy (surgical removal of the testes).

l4Chapter 5 provides more detail about the model and Markov processes.
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bility of prostate cancer death in the cohotsind 2)  cohort, and 1,415 life-years in the 75-year-old colort.
a 100-percent cure rate by surgery for cancers that havée benefits diminish considerably as the assumption of
not spread beyond the prostate (resulting in overall cuneelatively high rates of metastasis and treatment effec-
rates of 97, 70, and 56 percent for all well-, moderatelytiveness are relaxed.
and poorly differentiated cancers respectively). The
analysis estimates the impacts of a one-time screenirfgost-Effectiveness
program under these assumptions, and then examines The analysis also estimates the cost-effectiveness of
how relaxing the favorable assumptions about treatmenhis illustrative, one-time DRE/PSA screening benefit.
efficacy changes the results. Adopting a Medicare perspective to estimate costs
associated with screening and subsequent treatment, the
Health Effects of Screening model incorporates charges for physician services using
Using the baseline assumptions, the model predictthe 1992 Medicare fee schedule and appropriate diagno-
a very favorable mix of potentially curable cancerssis related group (DRG) reimbursements for hospital ser-
would be discovered by early detection efforts with DREvices. The analysis discounts both future costs and health
and PSA. A large number of prostate biopsies would bbeenefits at 5 percent annually.
performed as a result of this program; a much higher pro- The costs per year of life saved with the favorable
portion of patients would require further invasive evalu-assumptions (compared to doing no screening at all) was
ation as a result of their initial testing than for other com-competitive with other commonly-used early detection
monly used cancer screening strategies, such as guaimaneuvers ranging from $14,200 per year of life saved
testing for colorectal cancer or mammography for breasit age 65 to $51,290 per year of life saved at age 75.
cancer. The proportion of men screened who undergblowever, these results are extremely sensitive to the as-
biopsy would range from 19 percent at age 65 to 27 pesumptions made about the effectiveness of treatment and
cent at age 75. Treating cases of clinically localizedhe rate at which intracapsular cancers spread and cause
prostate cancer with radical prostatectomy would rendedeath. Reducing the estimates of future risk of metasta-
about 300 out of every 100,000 meereenednconti-  ses modestly to levels found elsewhere in the published
nent, about 1,400 to 1,600 out of every 100,000 meliterature and assuming treatment cures only half of all
screenedmpotent, and an additional 400 to 500 out ev-intracapsular cancers greater than 0.5 mL in volume sub-
ery 100,000 both incontinent and impotent. Aboutstantially raises the estimated costs per year of life saved,;
another 20 out of every 100,000 screenees would diender these assumptions, these estimates would range
from biopsy or treatment complications. from $94,458 at age 65 to $506,909 at age 75.
However, at the same time, early detection might  As indicated earlier, current scientific evidence is
save as many as 4,353 life-years in the 65-year-old carsufficient to know the true risk of metastasis or wheth-
hort of 100,000 men, 2,774 life-years in the 70-year-olcer treatment actually enhances survival, and hence,

157his includes making the assumption that metastatic rates for intracapsular (and possibly curable) cancers were as high as metastatic rates for cancers that have
spread outside the prostate.

16These results do not discount future health benefits or adjust for quality of life.
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whether or not prostate screening (even under the simpliandomized trials of adequate size to address this issue.
fied assumptions needed to analyze a one-time progranjials comparing expectant management versus aggres-
is similar to other early detection programs for Medicaresive treatment with radical prostatectomy or radiation
in its cost per life-year saved, or substantially more extherapy for men with known clinically localized prostate
pensive. Regardless of whether screening and subseancer are underway or about to start in Scandinavia, the
guent treatment extend life and regardless of the cost @fnited Kingdom, and the United States. Trials compar-
any such health benefit, it is certain that populationing intensive screening with DRE and PSA versus no
based screening would subject men to the risks of impascreening or “usual care” are being initiated in both Eu-
tence, incontinence, and other health problems causedpe and the United States. Unfortunately, from the per-

by screening and treatment. spective of policymakers, the relatively indolent nature
of many prostate cancers means that 10 to 15 years may

RESEARCH TO RESOLVE be required to see enough prostate cancer deaths among

UNCERTAINTIES men in these studies to obtain adequate comparisons of

Very little data from controlled studies are availablethe strategies being tested.

to determine whether the benefits of early detection and ~ 1his analysis of the estimated risks, benefits, and
treatment of prostate cancer outweigh the risks. On€OStS of early detection of prostate cancer highlights the
case-control study suggested that digital rectal exams d§'certainty surrounding this topic. Any decision in the
not reduce the risk of developing late-stage prostate caflortterm about whether Medicare should cover (and,
cer. And one trial of inadequate size showed no differN€NCe, encourage) prostate cancer screening must weigh
ence in the survival of men treated with expectant marthe resources required and the known complications that
agement versus radical prostatectomy. HoweveMill result from screening and treatment against an un-

researchers are now initiating a number of well-designegertain health benefit.



