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The management of localized prostate cancer has changed
dramatically since prostate specific antigen (PSA) screening
was first proposed in 1991 [1]. Prior to that clinicians
assumed that most prostate cancers would eventually pro-
gress to metastatic disease although many older men often
died with not of prostate cancer. Within 3 years of intro-
ducing PSA testing the incidence of this disease more than
doubled in the US. Many of the men with newly diagnosed
disease were urged to undergo either surgery or radiation to
prevent cancer from metastasizing.

Hoffman et al. recently explored trends in the use of
expectant management, active surveillance and active
treatment in the management of men with newly diag-
nosed, localized prostate cancer [2]. They used the SEER-
Medicare database to identify all men age 66 and over
who were diagnosed with low-risk prostate cancer. They
captured prostate cancer treatments including surgical
procedures, radiation, hormonal therapy and whether
patients elected expectant management and/or active
surveillance. The time period they studied was 2010–2013
and they found that expectant management had increased
from 29 to 49%.

Since 2013, several important studies have accelerated
changes in prostate cancer management. Three major
screening studies have shown us that PSA testing pri-
marily identifies low volume, low grade disease [3]. The
CAP trial revealed that three quarters of men in a screen
naïve population will be diagnosed with Gleason Grade 1
disease [4]. Most of these cancers rarely progress to
metastatic disease. Another 20% will be diagnosed with
Gleason Grade Group 2 or 3 disease. Many of these
cancers will growly slowly over a period of 15–20 years
or longer. High grade prostate cancers are rare. Three

treatment trials have shown us that men with low volume,
low grade cancers are not likely to benefit from either
surgery or radiation because the vast majority of these
men have indolent disease. As a consequence many
clinicians now counsel patients about expectant manage-
ment and active surveillance.

A careful review of Hoffman’s article shows a number of
specific findings. Men on expectant management tended to
be under age 77. This makes sense because PSA screening
declines as men age into their late 70’s. PSA testing in men
over age 77 is increasingly used to confirm suspected
metastatic disease and not to screen for localized disease.
Married men and men in higher socio-economic groups are
more likely to follow current medical trends and inquire
about expectant management. Finally, men with low PSA
values and normal rectal exams are most likely to have
indolent disease.

Hoffman et al. made another important observation.
Within 3 years of diagnosis, 21.3% of the men in the
expectant management cohort had switched to active
treatment. They suggest that this decision is based upon
evidence of disease progression, but they neglect to
mention another important factor: patient (and likely
physician) anxiety. Fear of cancer progression is a pow-
erful motivator. Patients on active surveillance must be
confident that their disease will not progress. Since 2013,
we have accumulated much more data supporting this
approach, but many patients still require a supportive
spouse and physician to remain on an active surveillance
protocol.

The future of prostate cancer screening remains uncer-
tain. The historic paradigm of relying on an elevated PSA
test has not worked. It has led to significant over diagnosis
of indolent disease and has led the US Preventive Services
Task Force to recommend against PSA screening [5]. Most
European governments have failed to endorse PSA testing
because of the lack of epidemiologic support. A recent
review of US prostate cancer mortality statistics; however,
suggests that PSA testing has been responsible for a 20%
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decline in prostate cancer mortality [6]. What treatments are
driving this decline remains unclear.

To lower the rate of over diagnosis several changes to the
PSA testing algorithm have been proposed including
increasing the PSA threshold for biopsy and relying on
more specific tests such as percent free PSA, the 4 K score
or the PHI. In the UK, MRI has dramatically altered who
gets biopsied. Our collective goal is to lower prostate cancer
mortality. Identifying clinically significant disease early is
the first critical step. If we rely on PSA testing alone we will
fail to identify primarily men with high grade disease. These
are the men who are at risk of disease progression and death
from prostate cancer. These men require treatment; not
expectant management. Expectant management is only a
strategy to prevent harming men with indolent disease.
Ideally, these men should never have been biopsied.
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