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ÅScreening principles

ÅSources & limitations of recommendations

ÅAge and gender preventive measures

ÅExamples



ÅDoes early diagnosis improve survival, quality of life, or both?

ÅAre the early diagnosed patients willing to have treatment?

ÅIs the confirmatory testing and treatment òworth itó?

ÅDo the frequency and severity of the disease warrant effort 

and cost?

Sackett, Evidence-Based Medicine, Churchill Livingston, 2000



ÅUS Preventive Services Task Force (USPSTF) 

ÅCanadian Task Force of Preventive Health Care (CTFPHC)

ÅBoth evidence based, explicit methodology

ÅOthers:  AMA, ACS, ACOG, AAFP

ÅLiterature review and expert opinion



A Strongly recommends ïgood evidence of 

improving important health outcomes, 

benefits substantially outweigh harms

B Recommends ïfair evidence of improving 

outcomes and benefits outweigh harms

C No recommendation.  Balance of benefit 

and harm too close to justify a 

recommendation

D Recommends against ïineffective outcome 

or harm outweighs benefit

I Insufficient ïpoor quality data, conflicting, 

cannot be determined





Cervical cancer

Breast cancer

Osteoporosis

Colon cancer

Lipids

Recreational

Vaccines

Prostate cancer

Colon cancer

Lipids

Recreational

Vaccines



Cervical cancer

Breast cancer

Osteoporosis

Colon cancer

Lipids

Recreational

Vaccines

Prostate cancer

Colon cancer

Lipids

Recreational

Vaccines



ÅInvasive cervical cancer:  mean age 48

Å13,000 new cases, 4,100 deaths

ÅHuman papilloma virus + host risk factors

Åearly onset of sexual activity

Ågreater number of lifetime partners

ÅHIV

Åcigarette smoking





ÅSexually active women with cervix (A)

ÅAnnual pap 

Åage 21 or within 3 years of sexual activity

ÅAfter age 30*, if 2-3 normal annual paps, and no HPV risk 
factors

Åpap every 2-3 years

ÅStop at age 65 (D), ACS stop at age 70

http://www.ahrq.gov/clinic/uspstfix.htm(2003) *ACOG/ACS



ÅDo I screen women with a total hysterectomy?

ÅNO, if done for benign purposes

ÅDo I screen women never sexually active?

ÅUnlikely; most recommend screen >21

ÅAt what age can I stop doing pap smears?

ÅIf adequate prior screening normal, and not otherwise high risk:  >65 

USPSTF or >70 ACS
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ÅSecond cause of cancer death in women

Å211,000 new cases* 

Å40,400 deaths in women*

ÅMore common in older women

ÅRisk increases as women get older

Å1 in 25 for ages 40-59

Å1 in 15 for ages 60-79

*2005



ÅClinical Breast Exam (CBE)

ÅBreast Self Exam (BSE)

ÅMammography

ÅMRI



USPSTF

Nov 2009

biennial screening for aged 50 to 74

years (B)

CTFPHC Every 1-2 years aged 50 and older

ACS Every year aged 40 and older

AMA

ACOG

Every 1-2 years 40-49, then

every year aged 50 and older

AAFP Every 1-2 years 50-69, counsel 40-49



ÅI'm admitting that American medicine has overpromised when it 

comes to screening. The advantages to screening have been 

exaggerated.

ÅCMO ACS Otis Brawley, MD 

http://www.webadvantage.net/webadblog/wp-content/pink_ribbon.jpg


CDC



ÅDecember 4, 2009, USPSTF unanimously voted to 
update language of recommendation for women 
under 50 years to clarify original and continued intent

ÅThe decision to start regular, biennial screening 
mammography before the age of  50 years should be an 
individual one and take patient context into account, 
including the patient's values regarding specific benefits 
and harms(C)

C= moderate certainty the benefit is small



ÅEvidence is strongest for 60-69

ÅWeaker for 40-49

Åbut most studies show mortality benefit 

Åbenefit is less than in women 50-69

ÅBiennial screening achieves most of the benefit of annual 

screening with less harm 

ÅInsufficient data for CBE, BSE (I)

ÅGail Model:  risk assessment tool

Ann Intern Med2002;137:344-46; 

Ann Intern Med2009;151:727-737. Ann Intern Med2009;151:738-747 



ÅWhen can I stop screening?

ÅEvidence strongest to screen 60-69

Å>70 benefit, >75 no data of benefit

ÅAbsolute risk of breast cancer increases with age

ÅUnclear when to stop in healthy patient

ÅWhat about high risk women (family history, BRCA, previous 
abnormal breast biopsy, first childbirth >30)?

ÅStart sooner, perhaps annually, perhaps MRI
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ÅHalf of all postmenopausal women will have a fracture in their 

lifetime

ÅRisk correlates with bone density

ÅVertebral fracture increases risk of hip fracture

Å1-yr mortality after hip fracture >20%



ÅBegin screening women > 65 years (B)

ÅYounger for women with increased risk, same 10 yr fracture risk 

as a 65 year old woman (B) (9.3%)

ÅFRAX model http://www.shef.ac.uk/FRAX/

ÅLow body weight (< 70kg), tobacco, family history, alcohol or caffeine, 

low activity level

Annals of Internal Medicineon January 18, 2011 

http://www.shef.ac.uk/FRAX/




ÅWhen can I stop screening?

ÅUnclear

ÅHow often do I screen normal women?

ÅUnclear

ÅDo I screen men?

ÅInsufficient evidence (I)

ÅMen most likely to benefit have 10 year risk for fracture equal or greater 
than 65 yo woman



Cervical cancer

Breast cancer

Osteoporosis

Colon cancer

Lipids

Recreational

Vaccines

Prostate cancer

Colon cancer

Lipids

Recreational

Vaccines



ÅSecond cause of cancer death in men

Å218,000 new diagnoses (2010)

Å32,000 deaths

ÅRisk

ÅLifetime risk is 16%*

ÅDying from prostate cancer 2.9%*

ÅIncreased risk

ÅOlder age

ÅAfrican-American men

ÅFamily history

CA Cancer J Clin. 2010 Sep-Oct;60(5):277-300. Epub2010 Jul 7

Ries, LAG, Melbert, D, Krapcho, M, et al (Eds). SEER Cancer Statistics Review, 1975-2004, National Cancer Institute, Bethesda, MD 2007



ÅDoes early diagnosis improve survival, quality of life, or both?

ÅAre the early diagnosed patients willing to have treatment?

ÅIs the confirmatory testing and treatment òworth itó?

ÅDo the frequency and severity of the disease warrant effort 

and cost?

Sackett, Evidence-Based Medicine, Churchill Livingston, 2000



ÅERSPC

ÅSmall absolute survival benefit with PSA

Å48 additional patients diagnosed with prostate ca to prevent 
1 death

ÅPLCO

ÅNo benefit of DRE and PSA

ÅRisk

ÅIncontinence

ÅErectile Dysfunction

ÅBowel problems

Schroder FH, et al. Screening and Prostate-cancer Mortality in a Randomized European Study. N Engl J Med. 2009 Mar 26;360(13):1320-8. Epub 2009 Mar 18.



ÅUSPSTF
ÅInsufficient evidence men < 75 (I)

ÅRecommend againstscreening age > 75 (D)*

ÅACS does not recommend routinetesting 
ÅDiscuss R:B so patient can decide 

ÅAnnual PSA +/ - DRE, beginning 50y & life expectancy >10y

Å> 2.5 = annual testing; < 2.5 = q2 years

Å> 4.0 = refer

ÅHigh risk:  African American, 1relative before age 65

ÅBegin at age 40-45

U.S. Preventive Services Task Force. Screening for Prostate Cancer: U.S. Preventive Services Task Force Recommendation Statement. Ann Intern Med2008;149:185-191.

http://www.cancer.org/acs/groups/cid/documents/webcontent/003182-pdf.pdf 


