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EDITORIALS 

Improving Screening for Cancer in the Primary 
Care Setting 
Where Do We Need  to Go and How Can We Get  There? 

C ancer screening ranks  high among the preventive 

services offered by clinicians, yet impor tant  gaps re- 

main  in the delivery of appropriate screening to Ameri- 

cans. In a 1992 nat ional  survey, only 68% of women aged 

60 to 69 reported ever having a m a m m o g r a m  and more 

than  one fourth of younger  women had not had  a Pap 

smear  within the pas t  3 years. 1 With delivery of preventive 

services now used as a criterion for determining quality of 

care, both heal th  plans and individual physicians have an 

impor tant  s take in determining how to improve the deliv- 

e ly  of cancer  screening and other  preventive services to 

their  patients.  

Efforts to improve delivery of preventive services have 

traditionally focused on changing provider behavior. As 

noted in the recently released report of the U.S. Preventive 

Services Task Force (USPSTF), the Guide to Clinical Preven- 

tive Services, 2 n d  edition, 2 doctors and nurses  still face im- 

portant  barriers in delivering preventive care: uncertainty 

over the effectiveness of specific interventions; inadequate  

time or re imbursement  for preventive care; and insufficient 

training or inadequate  practice organization to deliver ser- 

vices efficiently. The first barrier, deciding what  screening 

tests  are worth doing, is less imposing for primary care cli- 

nicians in 1996, thanks  in part  to the ongoing work of the 

USPSTF, the Canadian Task Force on the Periodic Health 

Examinat ion (CTFPHE) a and the American College of Phy- 

sicians (ACP). 4 The general agreement  among the conclu- 

sions of these three independent  bodies should reassure  

doctors and nurses  seeking evidence-based recommenda-  

tions for cancer screening and other preventive services. 

As i l lustrated by several articles in this issue, how- 

ever, deciding w h a t  to do is only the first step in imple- 

ment ing  effective screening policies in the clinical setting. 

Prevention requires a working par tnership  with pat ients  

to ensure  they under s t and  the value of early in tervent ions  

and to ass is t  them in complying with recommended  tests  

and followup. Margolis and Menart  5 document  subs tan-  

tial noncompliance {25%) with recommended  mammogra -  

phy among their  female outpatients ,  despite efforts to 

counsel  women about  the value of screening. Other sur-  

veys indicate that  the reasons  for noncompl iance  (and 

thus  the solutions to improving compliance) vary among  

women: inconvenience,  expense, skept icism about  the 

value  of screening, and the perception tha t  medical  care 

is indicated only when  problems are active. ~ 

Compliance is likely to loom as an  even larger obsta-  

cle to the implementa t ion  of sigmoidoscopy screening for 

colorectal cancer.  The revised USPSTF recommendat ions ,  

which endorse periodic sigmoidoscopy a n d / o r  annua l  fe- 

cal occult  blood test ing {FOBT) in adul ts  over 50, have re- 

newed interest  in colorectal cancer  screening, and three 

bills before Congress propose adding colorectal cancer  

screening as a Medicare benefit. Increasing colorectal 

cancer  screening is likely to require substant ia l  changes  

in the way this screening is delivered. Among the solu- 

tions that  have been successfully implemented are train- 

ing nurse-endoscopis t s  to do sigmoidoscopy and estab- 

l ishing dedicated screening clinics. 7 As indicated by the 

resul ts  of Lewis and Jenson ,  s such  measures  may not 

overcome other barr iers  to screening. In their  study, per- 

ceived discomfort was  the factor most  strongly associated 

with whether  or not  pat ients  had received sigmoidoscopy. 

While clinician advice was also an  impor tant  factor, it ap- 

peared to have little effect among the subgroup of pat ients  

who indicated the greates t  concern about  pain. The diffi- 

culty of gett ing asymptomat ic  pat ients  to accept  sigmoi- 

doscopy was also evident in an earlier trial, in which com- 

pliance was only 30%, despite reinforcing measures  such  

as pamphle ts  and te lephone reminders.  9 Offering pat ients  

the option of different screening interventions (e.g., FOBT 

or sigmoidoscopy) may be the best  way to improve compli- 

ance with screening in the outpat ient  setting. 

As clinicians struggle to make proven screening tes ts  

more available and acceptable to pat ients  they face the 

opposite d i lemma in prostate  specific ant igen (PSA}, 

where demand  for screening has  outpaced conclusive evi- 

dence of its effectiveness. While we still await adequately  

controlled data  to de termine  the benefit  of screening on 

prostate  cancer  mortality, the "costs" of widespread 

screening are increasingly clear. The most  immediate  of 

these is the h a r m  from false-positive resul ts  which lead to 

unnecessa ry  biopsies and anxiety, consequences  that  are 

impor tant  to pat ients  and  which do not  necessari ly disap- 

pear  after a negative biopsy. As Meigs et al. i l lustrate, 1° an  

"elevated" PSA (> 4 ng/ml)  is present  in at  least  5% of as- 

ymptomat ic  men  wi thout  cancer, 10% of those with 

symptoms of benign prostat ic  hyperplasia  (BPH), and over 

30% of men  with documented  BPH. In these latter two 

groups, PSA level provides relatively little information to 

define which men  need biopsy, unless  we use  higher cut- 

offs [6-10 ng/ml)  tha t  may  miss  the majority of organ- 

confined cancers.  
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F u r t h e r m o r e ,  p r o b l e m s  in  t he  p e r f o r m a n c e  of  PSA are  

s e c o n d a r y  to t he  f u n d a m e n t a l  u n c e r t a i n t y  a b o u t  t h e  r i sks  

a n d  b e n e f i t s  of ear ly  d e t e c t i o n  a n d  t r e a t m e n t  of p r o s t a t e  

cance r .  Even  if ea r ly  t r e a t m e n t  c a n  improve  the  o u t c o m e s  

of  s o m e  c a n c e r s ,  t h e s e  b e n e f i t s  m a y  be  offset  by  the  

h a r m s  of  aggress ive  t r e a t m e n t  of c a n c e r s  t h a t  wou ld  have  

r e m a i n e d  cl inical ly s i l en t  in  t he  a b s e n c e  of s c r een ing .  

Given t h e  h igh  toll of p r o s t a t e  c a n c e r ,  it  is u n d e r s t a n d -  

able  t h a t  m a n y  c l in i c i ans  a n d  p a t i e n t s  a re  r e l u c t a n t  to 

wa i t  for defini t ive p r o o f  of  e f fec t iveness  f rom ongo ing  t r ia l s  

of s c r e e n i n g  a n d  t r e a t m e n t .  All pa r t i e s  s h o u l d  recognize ,  

however ,  t h a t  to s c r e e n  w i t h o u t  s u c h  ev idence  is to dec ide  

t h a t  it is j u s t i f i ab le  to m a k e  a n u m b e r  of p rev ious ly  

h e a l t h y  m e n  w o r s e  off in  a n  a t t e m p t  to provide  p o s s i b l e  

b u t  u n p r o v e n  b e n e f i t s  to a smal l  m ino r i t y  of m e n  (3-5%) 

w h o  w o u l d  o the rwi se  develop  a d v a n c e d  p r o s t a t e  c a n c e r  in  

t he i r  l ifetime. A l t h o u g h  th i s  t r adeo f f  m a y  be  a c c e p t a b l e  to 

indiv idual  p a t i e n t s  c o n c e r n e d  a b o u t  cance r ,  the  poss ib i l i ty  

t h a t  overall  h a r m s  m a y  exceed  benef i t s  led the  USPSTF, 

t he  ACP, a n d  the  CTFPHE to d i s c o u r a g e  the  r o u t i n e  u s e  

of PSA sc reen ing .  

How t h e n  s h o u l d  we  p roceed  in ou r  effor ts  to improve  

c a n c e r  screening?.  A r e a s o n a b l e  f i rs t  p r inc ip le  is to con-  

c e n t r a t e  on  t h o s e  s c r e e n i n g  t e s t s  for w h i c h  e f fec t iveness  

is  c lear ly  establ ished2-4:  per iod ic  Pap  s m e a r s ,  r e g u l a r  

m a m m o g r a p h y  in  w o m e n  age 50 a n d  older,  a n d  co lorec ta l  

c a n c e r  s c r e e n i n g  for m e n  a n d  w o m e n  b e g i n n i n g  at  age  50. 

For  widely  u s e d  m e a s u r e s  of  po ten t i a l  b u t  u n p r o v e n  b e n -  

efit, s u c h  as  m a m m o g r a p h y  in  y o u n g e r  w o m e n  a n d  p r o s -  

t a te  c a n c e r  s c reen ing ,  ind iv idua l  p r a c t i t i o n e r s  a n d  h e a l t h  

ca re  s y s t e m s  will n e e d  to develop  the i r  own pol ic ies .  

T h e s e  pol ic ies  s h o u l d  recognize  t h a t  p r i m a r y  ca re  clini-  

c i a n s  a re  b u s y ,  t h a t  h e a l t h  care  r e s o u r c e s  are  gene ra l ly  

l imited,  a n d  t h a t  we  still  have  m u c h  r o o m  for improv ing  

the  u s e  of o t h e r  p reven t ive  se rv ices  of p roven  benef i t .  At a 

m i n i m u m ,  u n p r o v e n  se rv ices  s h o u l d  n o t  be  i nd i sc r imi -  

na t e ly  p r o m o t e d  to p a t i e n t s  n o r  u s e d  as  i n d i c a t o r s  of 

qual i ty.  B e c a u s e  all c a n c e r  s c r e e n i n g  t e s t s  have  p o t e n -  

t ially s e r i o u s  c o n s e q u e n c e s  for a s y m p t o m a t i c  p e r s o n s ,  it 

is  e s sen t i a l  t h a t  p a t i e n t s  be  i n f o r m e d  of r i sks  a n d  benef i t s  

a n d  pa r t i c ipa t e  in s c r e e n i n g  dec i s ions .  2 

The good n e w s  is  t h a t  t h e  i m p o r t a n c e  of p r even t ion  

a n d  the  n e e d  to improve  t h e  delivery of effective p reven -  

tive se rv ices  are  n o w  widely  a c c e p t e d  by  ind iv idua l  pro-  

v iders  a n d  t h e i r  p r o f e s s i o n a l  socie t ies ,  by  h e a l t h  p l ans ,  

i n s u r e r s ,  a n d  h e a l t h  ca re  p u r c h a s e r s ,  a n d  by  Federa l  a n d  

s t a t e  a g e n c i e s  r e s p o n s i b l e  for h e a l t h  care .  We have  come  

a long way  in t he  p a s t  d e c a d e  in  ou r  f ight  a g a i n s t  p reven t -  

able  d e a t h  a n d  d isabi l i ty  in t h i s  coun t ry ,  a n d  we have  the  

m e a n s  to c o n t i n u e  o u r  p r o g r e s s  in to  t he  2 1 s t  c e n t u r y . -  

DAVID ATKIN$, MD, MPH,  Agency for Health Care Policy 
and Research, RockviUe, Md. 
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