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Cancer screening is appropriate for cancers that are

· common

· highly prevalent in a preclinical state

· associated with substantial morbidity and mortality

· have a long preclinical phase where the disease is detectable and not metastatic

· where early detection results in improved treatment outcome

· where screening tests are available

Evaluation of Screening Tests:

· high specificity (low false positives) and sensitivity (low false negatives)

· low cost

· low risk

· easy to administer individually

· easy to administer to mass population

· results in early treatment and reduced mortality

· low psychological and financial costs incurred from work-up of false positives

Breast Cancer

· At risk patients:

· General population: 15-30% reduction in mortality with screening, although likely due to CBE which finds about 58% of tumors.  

· Breast Self Examination (SBE)

· Clinical Breast Examination (CBE)

· Mammography:  particularly effective for women age 50-69; screening occurs at 1-3 year intervals.  Low specificity. 

Cervical Cancer

· At risk patients:  

· General population:

· Papanicolaou (Pap) smear every 1-3 years; 5-10% false negative rate which can exceed 50% depending on specimen collection.  

Colorectal Cancer

· At risk patients:  ulcerative colitis, history of polyps, 1st degree family history of colon cancer

· General population:  

· yearly digital rectal exam (DRE)

· fecal occult blood test (FOBT):  rehydration of FOBT results in higher number of positive tests.

· colonoscopy every 3-5 years in patients over age 50

Lung Cancer 

· At risk patients:  smokers

· General population:

· Chest x-ray
· Sputum cytology
Ovarian Cancer

· At risk patients:  

· General population:

Prostate Cancer

· At risk patients:  

· General population:

· Digital rectal examination (DRE):  annual for men over 50; age 40 for men with risk factors such as an upward trending PSA, PSA >4.  If the patient is on any PSA modifying medication or supplement, discontinue for one month then retest PSA to establish a baseline value.

· Prostate specific antigen levels (PSA): annual for men over 50; not specific for cancer however, although specificity increases as level increases (>10 has 90% specificity).  PSA greater than 4 indicates the need for further evaluation with ultrasound or biopsy.  

· Transrectal ultrasound (TRUS).  


PE:  hard, irregular prostate (low PPV unless combined w/ lab tests)

Labs:  screening


Prostate Specific Antigen:  BPH:  4-10 ng/ml; patients with PSA >4 should be evaluated further; cancer:  > 10 ng/ml

Prostate Acid Phosphatase:  not used as much anymore

Transrectal Ultrasound:  70% sensitivity 




TRU and PSA are generally used together if more than the PSA is done.   If abnormal labs ( repeat and monitor for 




trends



Biopsy:  gold standard; Low complication rate.  Multiple sites are usually taken with each biopsy.  
Testicular Cancer

Onset:  most common tumor of men, 20-35 yrs., undescended testes ( ( risk by 40 %;  mumps ( orchitis( ( risk

Sn/Sx:  painless lump;  other:  possibly gynecomastia, bone pain (metastasis)

Labs:  HCG, (Fetoprotein

	seminoma
	nonseminoma

	normal HCG and AFP
	( HCG, ( AFP


