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 the evolution of Prostate Cancer Screening 
Guidelines (how to proceed when there is 
apparent incongruity). 

 how to translate Weak Recommendations and 
Strong Recommendations for your patients  

 what happens to your patient when referred 
to pDAP (prostate diagnostic assessment program)

 the referral process for pDAP > what we have 
learned during the first year of operation

Learning Objectives:
To understand ….



 Lifetime risk of being diagnosed with prostate 
cancer is 14.3% but risk of dying of prostate 
cancer is only 3.6%

 Presentation
 Early stages usually asymptomatic
 Most cases detected by serum PSA or 

abnormal DRE

Prostate Cancer



No clear cut-point between normal and abnormal PSA . 
Even PSA cut-off of 2.0ng/ml miss some prostate cancers.
(The Cancer Prevention Trial - 2003) 

Positive predictive value for PSA > 4ng/ml = 30% (about 1 in 
3 men with elevated PSA have prostate cancer detected at time of biopsy) 

PPV increases to 45-60% for PSA > 10ng/ml

Nearly 75% of cancers detected in the grey zone (PSA 4-10) 
are organ confined; potentially curable.
<50% of prostate cancers organ confined if PSA >10

Prostate Cancer Screening
PSA Challenges …..
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Causes of PSA elevation other than Ca
BPH/larger prostate glands
UTI/prostatitis
Instrumentation (cystoscopy, prostate biopsy)
Ejaculation?
Causes of PSA elevation other than Ca
BPH/larger prostate glands
UTI/prostatitis
Instrumentation (cystoscopy, prostate biopsy)
Ejaculation?
Causes of PSA elevation other than Ca
BPH/larger prostate glands
UTI/prostatitis
Instrumentation (cystoscopy, prostate biopsy)
Ejaculation?
Causes of PSA elevation other than Ca
PSA elevation can be caused by: BPH, UTI/prostatitis, instrumentation (cystoscopy, biopsy), ejaculation?



 PLCO (Prostate, Lung, Colorectal, Ovarian) Cancer Screening Trial     
N Engl J Med 2009;360(13):1310-19

 US trial 76,693 men randomly assigned to annual screen with 
PSA & DRE or to “usual care”; median follow-up of 11yrs 

 No difference in prostate-specific mortality between the 2 groups 

 Screening and Prostate Cancer Mortality in a European RCT 
(ERSPC) N Engl J Med 2009;360(13):1320-28

 162,243 men from 7 countries randomized to screening with PSA  
(q 4yrs) or no screening; median follow-up of 9yrs

 20% reduction in prostate cancer mortality in the screening arm 
(p=0.04)

 Goteborg Prostate-Cancer Screening Trial Lancet Oncol 2010;11:725-732 

 20,000 men age 50-69; PSA screen(q 2yrs) or no screen, (1995>2008)
 44% reduction in prostate cancer specific mortality (p=0.002)

Prostate Cancer Screening
the evidence …..





Strength of Recommendation:

The recommendation would 
apply to most individuals. 

Different choices may be 
appropriate for individual 
patients. Clinicians should 
support each patient in reaching a 
management decision consistent with 
their values and preferences  Decision 
aids may support individuals in 
reaching such decisions.
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Strong Weak

GRADE Working Group 2011



 Canadian Task Force on Preventive Health: Prostate Cancer 
Screening Recommendations 2014. CMAJ 186(16),1-10, 2014.

 U.S. Preventive Services Task Force: Prostate Cancer Screening 
Recommendation; March 2012.        USPSTF 2017 Draft Statement. 
JAMA 2017; 317(19):1949-1950.
*Men 55-69yrs: Change No screen (Grade D)         To screen (Grade C) 2017.

 American Urological Association: Prostate Screening Guideline       
May 2013  >  *Reviewed and Validity Confirmed 2015.            

 Canadian Urological Association recommendations on prostate cancer 
screening and early diagnosis. Can Urol Assoc J 2017;11(10):298-309. 

*Men who choose screening > start at age 50, screening interval based on level of PSA

Prostate Cancer Screening:
An Evolving Concept
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Presentation Notes
Canadian Task Force – Weak recommendation against screening men 55-69. Strong recommendation against screening men <55 & >70yrs.
USPSTF – changed from Grade D recommendation against screening in 2012 to Grade C recommendation for PSA screening in 2017. 
AUA – strongly recommends shared decision-making for men age 55-69yrs. (Grade B)
CUA – for men electing to have PSA screening, recommends start at age 50yrs; screen q4 yrs if PSA<1, q 2yrs if PSA 1-3, more often if PSA >3. 



Practising Wisely: Reducing Unnecessary Testing and Treatment

Screening for Prostate Cancer: 
CTF Recommendations

• For men aged less than 55 years, we recommend not 
screening for prostate cancer with the prostate-specific 
antigen test. (Strong; low quality evidence)

• For men aged 55–69 years, we recommend not screening
for prostate cancer with the prostate-specific antigen test. 
(Weak; moderate quality evidence)

• For men 70 years of age and older, we recommend not 
screening for prostate cancer with the prostate-specific 
antigen test. (Strong; low quality evidence)
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Canadian Task Force,  2014





Practising Wisely: Reducing Unnecessary Testing and Treatment

Benefits and Harms of PSA Screening: 
(men age 55-69 yrs, screened for 13 yrs, PSA threshold of 3.0 ng/ml)

Of 1000 men screened with PSA:
• 720 men test negative
• 178 have false positive results
• 4 have biopsy complications
• 102 diagnoses of prostate cancer

– 33 do not cause illness or death
• 5 die of prostate cancer despite 

PSA screening
• 1 escapes death because of PSA 

screening (actually 1.28 >782 to save 1) 

Canadian Task Force on Preventive Care (2014) Recommendations for PSA screening 
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(age 55-69 years, screened over a 13-year period, and with PSA screening threshold of 3.0ng/mL)
These numbers are from analysis of combined studies 
Incidence of prostate cancer in screened group is 10%, and in unscreened is 6%.  Death prostate cancer in screened group is 0.5% and in unscreened 0.6% (ie  1/1000) 




Practising Wisely: Reducing Unnecessary Testing and Treatment

Benefits and Harms of Screening 
Mammography: Women Aged 50-69

(average risk; screened every 2yrs for 11yrs)

720 women screened:

• 204 have false +ve result 
requiring further imaging

• 26 have biopsy

• 4 have part or all of a breast 
unnecessarily removed

• 1 escapes death from 
breast cancer

http://canadiantaskforce.ca/ 
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At average risk; screened every  yrs for 11 yrs.



 Discuss issues regarding prostate cancer screening with 
men age > 50yrs. Patients need to be informed about risks 
and benefits of screening in order to make informed decision

 If patient decides to be screened ……
 Offer PSA and DRE for men age 50/55-69yrs every 2yrs 

 No routine screening for men age 40-50/54yrs 
 No screening for men age > 70yrs
 No screening if life expectancy < 10yrs 

 Men at increased risk, recommend start screening ~ age 45 

Prostate Cancer Screening 
Current Recommendations:



London Prostate Cancer 
Diagnostic Assessment 

Program 
Stephen E. Pautler, MD FRCSC
SWRCP Surgical Oncology Lead
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December 6, 2017



www.southwestcancer.ca

CCO Diagnostic Assessment 
Programs
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What is the problem?





www.southwestcancer.ca

CCO Strategic Priorities

21

• Align and define the scope of DAPs
• Develop models of navigation for patients in 

the diagnostic phase
• Improve patient transitions from suspicion to 

diagnosis then treatment
• Drive continuous quality improvement in 

diagnostic phase

Goal is to improve the diagnostic 
phase for all individuals undergoing a 

potential cancer diagnosis



www.southwestcancer.ca

DAPs
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• Developed by Cancer Care Ontario (CCO) to improve 
the diagnostic phase of cancer care

• Serve as a single point of access to diagnostic services 
allowing coordination of testing 

• Guided by best practice and evidence-based literature
• Provide information and support for patients and their 

families throughout their cancer journey
• Assist primary care physicians in seeking timely referral 

access to cancer care specialists



DAPs in Ontario



www.southwestcancer.ca
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Surgical Wait 1

Surgical Wait 1
Time from 
Referral to First 
Surgical 
Consultation

Wait 2
Time from 
Decision to Treat 
to Procedure Date



Access To Care/CCO Wait 1



London pDAP





www.southwestcancer.ca

London pDAP Data

28

• 291 patients seen thus far
• 134 TRUS+bx
• 88 diagnosed with prostate cancer
• 18 referred for surgery
• 41 referred for radiation
• 4 with metastatic disease
• Active surveillance/WW 21



www.southwestcancer.ca

Wait Times
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www.southwestcancer.ca

Wait Times
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www.southwestcancer.ca

Declined Referrals

• 46 Declined referrals

• Out of Area: 11
• Patient Declined Investigation: 1
• Health Status changed/GP cancelled: 4
• Patient non-compliant 1
• PSA Within Normal Limits with normal DRE 15
• Patient was seen by urologist outside of program 9
• Patient was already diagnosed with cancer 4
• Other 1
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www.southwestcancer.ca

Patient Experience
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• All patients given opportunity to survey about 
experience

• Positive feedback for organization of 
appointments

• Navigation found to be a strong asset 
• Wait times were rated as excellent

• No voiced concerns on shared care model
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www.southwestcancer.ca

London pDAP Challenges
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• One hurdle is “completeness of referral”
• Shared care model

– Active surveillance patients
– Metastatic patients logistics
– No CaP diagnoses that require urologic care

• Re-referrals of patients seen previously
• Inpatient consults 
• Clinical Trials research 



Questions?



www.southwestcancer.ca

Optimal DAP
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• Standardized patient care throughout the referral 
and diagnosis phases

• Reduced wait times for initial referral and 
treatment

• No disease progression where possible
• Improved patients’ experiences through this initial 

complex and important phase of their cancer 
journey



Practising Wisely: Reducing Unnecessary Testing and Treatment

Over-Screening: Breast Cancer
Women Aged 40-49

(average risk; screened every 2 yrs for 11 yrs) 

2,100 women screened:
• 700 have false +ve result 

requiring further imaging
• 75 have biopsy
• 10 have part or all of a 

breast unnecessarily 
removed

• 1 escapes death from 
breast cancer

37

http://canadiantaskforce.ca/ 
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At average risk; screened every 2 yrs for 11 yrs.
For women age 50-59, screened every 2 yrs for 11 yrs: 720 have to be screened to save 1 woman from dying of breast cancer.
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