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m Agenda
®m Introductions

B Overview of prostate cancer screening

® Panel Discussion with Q & A



Physicians

m Dr. Snehal Thakkar — Medical Oncology

m Dr. Richard Cambareri — Medical Oncology
m Dr. Victor Henderson — Radiation Oncology
m Dr. Peter Niemczyk - Urology



Why not simply screen everyone?

m Complications
® Anxiety
m Overdiagnosis

B HEconomics



Prostate

part of the male reproductive system.
It is about the size of a walnut and i1s

gland

doughnut shaped and surrounds _—

the urethra.
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Prostate Cancer

m Most frequently 2006 Estimated US Cancer Cases*
diagnosed

Men Women -
e f Prostate 33% 675,300 658,800 31% Breast
mahgnancy arter Lung & bronchus  13% 12%  Lung & bronchus
: Colon & rectum 10% 11% Colon & rectum
Skln cancer Urinary bladder 6% 6% Uterine corpus
- Melanoma of skin 5% 4%  Non-Hodgkin
m [eading cause of G Lymphons
d h . 1 lymphoma 4% 4% Melanoma of skin
cancer €ath 1n male Kidney 3% 3%  Thyroid
Oral Cavity 3% 3% Ovary

| II]CIdCIlCe - 2%  Urinary bladder

166/1OOI< men Sk ki 2% Pancreas

0
Pancreas 2% 22%  All Other Sites

m Mortality _ All Other Sites 18%
2 4 / 1 O O I< men *Excludes basal and squamous cell skin cancers and in situ carcinomas except urinary bladder

Source: American Cancer Society, 2006




Prostate Cancer Risk Factors

m Age
® Median age diagnosis - 67 years
® Median age death - 81 years

m Race
® AA with highest incidence

m Family History

® Risk increase by 2X with 1st degree relative
diagnosed with prostate cancer



What’s next?

m Identity people with the disease

B Screening test

m Identity as many people as possible that may have
the disease and have very few false negatives



How do we screen?

B Rectal Exam (DRE)

= Advantages
m [nstant information

= Disadvantages
m Unpleasant for the patient
m Interexaminer variability
m Diagnosed cancers via this method are typically advanced stage

m PSA

= Advantages
m Farlier diagnosis

® Disadvantages
m [ab draw
m What to do with the information



How important is screening?

m 90% prostate cancers diagnosed with screening

m [ifetime risk of developing prostate cancer
increased from 9% (1985) to 16% (2007)
m Decrease mortality

® Supported by case control data
m SEER results
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Not So Fast

m Results from 2 large multicenter studies were
less than conclustve

B PLCO study — no benefit from screening

= HRSPC — minimal benefit from screening

ERSPC — European Randomized Study of Prostate Cancer

PLCO — Prostate, Lung, Colorectal, and Ovarian Cancer Screening



Randomized Controlled Trials

ERSPC PLCO

Screening | Control Screening | Control
Age 55-69 55-74
Subjects 72890 89353 38343 38350
Screening PSA every 4 years PSA annually
Follow up |9 years 7 years
Prostate 214 526 50 44
cancer
deaths
Number to diagnose | 4@ -

to prevent one
prostate cancer death

ERSPC — European Randomized Study of Prostate Cancer

PLCO — Prostate, Lung, Colorectal, and Ovarian Cancer Scree

ning




Results

m ERSPC

B Diagnosis of prostate cancer was different in two
groups - 8.2% (screened) v 4.8%0 (not screened)

® Mortality diminished 20% in screened group
(p=0.04)
m Absolute difference was 0.71 deaths per 1000 men

m 48 new diagnosis to prevent 1 death

m PI.CO

® No mortality benefit from screening



Guidelines

Table 2. Prostate-Cancer Screening Guidelines.®

Recommendation

Shared dec sion mak ng hetoere =

|,:.:I||-n'! and climician
Age 10 begn offering screening —yr
r'i'-"l"'.:t:r risk patients

Higr-risk patients (black patients
and ™ose with frst-degree
relative with prostate cancer)

Discontinuation of screening

Screening tests
Frequency of screening

Crtern +.|‘_ # hu‘.pl_‘f -_-l'fuhl_|

Amencan
Urological Association

Yes

&0
40

Life expectancy <10 yr
PSA, digtal rectal examination

Annual (poss bly less oflen for
men in thea 40s)

Age fam ly history, race or ethnic

growp. findings on digital rec

tal pearminat on, total PSA frer

m&'ﬂ Fb:‘t WPl rl.:r P\-F’: :.!1"'I$
b, DievOuUs hll,:u[.'\'; findings,
Cotntting Condilions

Amoncan
Cancer Society

'f,pu._

{comiider use of decinon aid

%0
40-45

Life expectancy <10 yr

PSA, optional digital rectal
CXaMmmatnn

Arnual (every other year when

PSA <2.5 ng/mi)

PSA »4.0 ng/ml, abrormal
d El'ﬂ-l rectal cxamination:
ndreduabized rnk avveas
mert fP5A is 2.5-4.0 ng/ml

U.5. Prevontive Sorvicos
Task Force

Yes

[wher petiert requests screen ng)

Mot applicable

Mot applicable

Mot applicable

Mot applicable

Not applicable




Summary

m Decision to undergo screening should be made
after thorough discussion between patient and
primary provider

m Average risk — begin screening between 40-50
m High risk — begin screening at age 40
m Annual screening initially

m Discontinue when life expectancy less than
1Oyears



Questions?
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