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I. Introduction 
I’m a medical oncologist; I treat prostate cancer patients. I’m also an epidemiologist. I’m 
a scientist who studies what happens in the population—outcomes. The reason why 
epidemiologists are important is because we need to keep an open mind. When 
individuals in medicine keep a closed mind, they get into a lot of trouble and actually 
start hurting people. We can define the scientific questions that need to be addressed, the 
treatments that are successful, and the treatments that are not successful. If we can 
convince people and doctors of the important scientific questions, we can then do the 
studies that help us figure out if something works or find out if something works better 
than something else. Those who are in medicine have a long history of adopting things 
before they are actually adequately assessed.  

II. Cancer Death Rates 
In 1975, for every 100,000 Black men alive in the United States, 325 died of cancer. Over 
time, that number increased. In 1992 and 1993 it peaked, and since then it has gone 
down. The disparity between Black and White men is decreasing as the mortality rate for 
Black men in the United States is going down faster than any other group. The death rate 
decline in Black men is overwhelmingly driven by declines in lung cancer deaths because 
Black men either stopped or didn’t start smoking in the 1960s and 1970s, and colorectal 
cancer screening was utilized. There is no debate that colorectal cancer screening saves 
lives. It clearly decreases the risk of death by 35%.  

In terms of the U.S. prostate cancer incidence in mortality from 1975-2007, there was a 
dramatic rise in the incidence in the 1990s, which was due for the most part to prostate 
specific antigen screening.  

III. Prostate Cancer 
Prostate cancer is the most common non-skin cancer in the United States. It is estimated 
that 221,094 American men will be diagnosed with prostate cancer in 2010. About 
32,912, American men will die from prostate cancer in 2010, and we know that in 
screening populations today between 20 and 25% of screen-detected men with apparently 
localized disease at diagnosis, about one in five to one in ten, ultimately die from the 
disease. We need a better screening test than PSA. It is an advancement over what we had 
before, but we still need a better test. 

IV. Cancer Diagnoses 
Prostate cancer is the most common deadly cancer diagnosed in American men in the 
U.S., and it is approximately 28% of all cancers diagnosed.  



V. Cancer Deaths 
Prostate cancer is the second most common cause of cancer death among American men.  

VI. African Americans vs. White Americans 
We have gone to Africa and found that there are huge disparities in prostate cancer death 
rates in various parts of Africa among Africans. In the United States and in the 
Caribbean, Blacks are 1.6 times more likely to be diagnosed with prostate cancer than 
Whites and 2.5 times more like to die. They are 2.1 times more likely to be diagnosed 
before the age of 50.  
In the U.S., 2.5% of Whites with prostate cancer are diagnosed before the age of 50, and 
5.2% of Blacks are diagnosed before the age of 50. That is about one out of twenty Black 
men with prostate cancer who are diagnosed before the age of 50. The median age at 
diagnosis of prostate cancer for Whites is 68, and the median age for Black men is 65.  

VII. Aggressiveness/Grade of Disease at Diagnosis 
I often hear that prostate cancer is more aggressive in Black men than White men, but 
nobody ever shows the data. In terms of Gleason scores, however, in the United States 
the proportion of men diagnosed with Gleason 3+4, Blacks and Whites, are essentially 
the same.  

VIII. Prostate Cancer Screening 
The thing about PSA screening, which is widely done, is it clearly leads to increased 
numbers of men who are diagnosed. It clearly misses as much cancer as it finds; 
however, and we need a better test.  

IX. Cancer Screening 
People make money in the business of cancer screening, and we have a moral obligation 
to tell people what we scientifically know, what we don’t know and what we believe. We 
must label these things accordingly. The quandary in prostate cancer is that there clearly 
are cancers that do not need to be cured but can be cured. There are also cancers that need 
to be cured but cannot be cured, but we do not know if we cure any disease that needs to 
be cured. We must approach the issue ethically, logically and rationally.  

Several studies have shown that PSA screening finds a lot of cancer, but these studies 
have failed to show that the screening saves lives. In an interim analysis, a French study 
showed a 20% decline in relative risk of prostate cancer death with a P value that was 
statistically significant. It was, however, an interim analysis, and the P value was very 
close to not being statistically significant. The European study showed you had to treat 48 
men in order to save one life.  

X. Prostate Cancer Prevention Trial 
More than 18,000 men were randomized to finasteride or placebo for the Prostate Cancer 
Prevention Trial. The median age was 62, and they were followed over a period of time. 
The placebo control group is the best screened cohort of men in the history of prostate 



cancer screening with eight screens over seven years in men at the median age of 62 with 
a PSA of less than 3 to get on to the trial. Ultimately, once the trial was completed 14% 
of the men were diagnosed with prostate cancer due to those eight PSA screens over 
seven years. Per protocol, anyone who had a normal screen for at least seven years got a 
biopsy of their prostate anyway, and 14% of those guys were diagnosed with prostate 
cancer. We were able to diagnose 28% of men in their late sixties with prostate cancer, 
but the epidemiologists tell us that only 3% of men who are age 60 are ever destined to 
die from the disease.  

XI. Rudolph Ludwig Karl Virchow 
Virchow was one of the first cellular pathologists. He was the person who initially 
described leukemia as a disease, and he defined cancer as uncontrolled cellular growth. 
Cancer had been around for thousands of years, but nobody realized that it was 
uncontrolled cell growth until Virchow. He did this with a light microscope, and he went 
on to make drawings of normal cells versus abnormal cells defining the rules under which 
we define cancer. We need, however, a 2010 definition of cancer.  

XII. Greatest Need in Prostate Cancer Screening and Diagnosis 
We need a better test than PSA to find cancer, and we also need a test to determine when 
a patient has cancer that is a threat to their life versus cancer that is not a threat. The 
ultimate test is likely to involve genomics, the study of the presence of genes and their 
expression.  

XIII. Consensus 
There is consensus. After the trials that were published last year, the American 
Urological Association did say that because we have one study that suggests that 
screening may save lives, they were in favor of screening, which was reasonable. They 
also said that given the uncertainty that PSA testing results in more benefit than harm, a 
thoughtful and broad approach to PSA is critical. They said patients need to be informed 
of the risks and benefits of testing before it is undertaken, and the risks of over detection 
and over treatment should be included in that discussion.  

The European Association of Urology recommends first against mass screening because 
they are for informed decision making within the physician-patient relationship. Their 
concern is that appropriate discussions can’t happen during mass screenings.  
According to the American Cancer Society 2010 Prostate Cancer Screening Guideline, 
“Men should have an opportunity to make an informed decision with their health care 
provider about whether to be screened for prostate cancer, after receiving information 
about the uncertainties, risks, and potential benefits associated with prostate cancer 
screening.” 

Every man that wants to be screened should be supported, and every man that doesn’t 
want to be screened should not be criticized. I am not against prostate cancer screening, 
but I am against over stating its possible benefits while recognizing the fact that there are 
possible benefits.  



 


