482 Table 100-3 Screening Recommendations for Asymptomatic Subjects NOT KNOWN TO BE AT INCREASED RISK FOR THE TARGET CONDITIONa (CONTINUED)
Cancer Type
Prostate

Skin

Test or Procedure
Prostate-specific antigen (PSA)

USPSTF
Men, all ages: “D”

Digital rectal examination (DRE)
Complete skin examination by
clinician or patient

No individual recommendation
“I”

ACS
Starting at age 50, men should talk to a doctor about the pros and cons of testing so they can decide if testing is the right choice for them. If African American
or have a father or brother who had prostate cancer before age 65, men should
have this talk starting at age 45. How often they are tested will depend on their
PSA level.
As for PSA; if men decide to be tested, they should have the PSA blood test
with or without a rectal exam
Self-examination monthly; clinical exam as part of routine cancer-related
checkup

Summary of the screening procedures recommended for the general population by the USPSTF and the ACS. These recommendations refer to asymptomatic persons who are not
known to have risk factors, other than age or gender, for the targeted condition. bUSPSTF lettered recommendations are defined as follows: “A”: The USPSTF recommends the service,
because there is high certainty that the net benefit is substantial; “B”: The USPSTF recommends the service, because there is high certainty that the net benefit is moderate or moderate
certainty that the net benefit is moderate to substantial; “C”: The USPSTF recommends selectively offering or providing this service to individual patients based on professional judgment
and patient preferences; there is at least moderate certainty that the net benefit is small; “D”: The USPSTF recommends against the service because there is moderate or high certainty
that the service has no net benefit or that the harms outweigh the benefits; “I”: The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms
of the service.

a

Abbreviations: ACS, American Cancer Society; USPSTF, U.S. Preventive Services Task Force.
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discontinued in women who have undergone a hysterectomy for noncancerous reasons.
Although the efficacy of the Pap smear in reducing cervical cancer
mortality has never been directly confirmed in a randomized, controlled setting, a clustered randomized trial in India evaluated the
impact of one-time cervical visual inspection and immediate colposcopy, biopsy, and/or cryotherapy (where indicated) versus counseling
on cervical cancer deaths in women age 30–59 years. After 7 years of
follow-up, the age-standardized rate of death due to cervical cancer
was 39.6 per 100,000 person-years in the intervention group versus
56.7 per 100,000 person-years in controls.
Colorectal cancer Fecal occult blood testing (FOBT), digital rectal
examination (DRE), rigid and flexible sigmoidoscopy, colonoscopy,
and computed tomography (CT) colonography have been considered
for colorectal cancer screening. A meta-analysis of four randomized
controlled trials demonstrated a 15% relative reduction in colorectal
cancer mortality with FOBT. The sensitivity for FOBT is increased
if specimens are rehydrated before testing, but at the cost of lower
specificity. The false-positive rate for rehydrated FOBT is high; 1–5%
of persons tested have a positive test. Only 2–10% of those with occult
blood in the stool have cancer. The high false-positive rate of FOBT
dramatically increases the number of colonoscopies performed.
Fecal immunochemical tests appear to have higher sensitivity for
colorectal cancer than nonrehydrated FOBT tests. Fecal DNA testing
is an emerging testing modality; it may have increased sensitivity and
comparable specificity to FOBT and could potentially reduce harms
associated with follow-up of false-positive tests. The body of evidence
on the operating characteristics and effectiveness of fecal DNA tests in
reducing colorectal cancer mortality is limited.
Two meta-analyses of five randomized controlled trials of sigmoidoscopy (i.e., the NORCCAP, SCORE, PLCO, Telemark, and U.K. trials)
found an 18% relative reduction in colorectal cancer incidence and a
28% relative reduction in colorectal cancer mortality. Participant ages
ranged from 50 to 74 years, with follow-up ranging from 6 to 13 years.
Diagnosis of adenomatous polyps by sigmoidoscopy should lead to
evaluation of the entire colon with colonoscopy. The most efficient
interval for screening sigmoidoscopy is unknown, but an interval of
5 years is often recommended. Case-control studies suggest that
intervals of up to 15 years may confer benefit; the U.K. trial demonstrated benefit with one-time screening.
One-time colonoscopy detects ∼25% more advanced lesions (polyps >10 mm, villous adenomas, adenomatous polyps with high-grade
dysplasia, invasive cancer) than one-time FOBT with sigmoidoscopy;
comparative programmatic performance of the two modalities over
time is not known. Perforation rates are about 3/1000 for colonoscopy
and 1/1000 for sigmoidoscopy. Debate continues on whether colonoscopy is too expensive and invasive and whether sufficient provider
capacity exists to be recommended as the preferred screening tool in
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standard-risk populations. Some observational studies suggest that
efficacy of colonoscopy to decrease colorectal cancer mortality is primarily limited to the left side of the colon.
CT colonography, if done at expert centers, appears to have a sensitivity for polyps ≥6 mm comparable to colonoscopy. However, the rate of
extracolonic findings of abnormalities of uncertain significance that must
nevertheless be worked up is high (∼15–30%); the long-term cumulative
radiation risk of repeated colonography screenings is also a concern.
Lung cancer Chest x-ray and sputum cytology have been evaluated
in several randomized lung cancer screening trials. The most recent
and largest (n = 154,901) of these, one substudy of the Prostate, Lung,
Colorectal, and Ovarian (PLCO) cancer screening trial, found that,
compared with usual care, annual chest x-ray did not reduce the risk
of dying from lung cancer (relative risk 0.99; 95% confidence interval
0.87–1.22) after 13 years. Low-dose CT has also been evaluated in several randomized trials. The largest and longest of these, the National
Lung Screening Trial (NLST), was a randomized controlled trial of
screening for lung cancer in approximately 53,000 persons age 55–74
years with a 30+ pack-year smoking history. It demonstrated a statistically significant relative reduction of about 15–20% in lung cancer
mortality in the CT arm compared to the chest x-ray arm (or about
3 fewer deaths per 1000 people screened with CT). However, the harms
include the potential radiation risks associated with multiple scans, the
discovery of incidental findings of unclear significance, and a high rate of
false-positive test results. Both incidental findings and false-positive
tests can lead to invasive diagnostic procedures associated with anxiety, expense, and complications (e.g., pneumo- or hemothorax after
lung biopsy). The NLST was performed at experienced screening
centers, and the balance of benefits and harms may differ in the community setting at less experienced centers.
Ovarian cancer Adnexal palpation, transvaginal ultrasound (TVUS),
and serum CA-125 assay have been considered for ovarian cancer
screening. A large randomized controlled trial has shown that an
annual screening program of TVUS and CA-125 in average-risk
women does not reduce deaths from ovarian cancer (relative risk 1.21;
95% confidence interval 0.99–1.48). Adnexal palpation was dropped
early in the study because it did not detect any ovarian cancers that were
not detected by either TVUS or CA-125. The risks and costs associated with the high number of false-positive results are impediments to
routine use of these modalities for screening. In the PLCO trial, 10% of
participants had a false-positive result from TVUS or CA-125, and onethird of these women underwent a major surgical procedure; the ratio
of surgeries to screen-detected ovarian cancer was approximately 20:1.
Prostate cancer The most common prostate cancer screening modalities are DRE and serum PSA assay. An emphasis on PSA screening has
caused prostate cancer to become the most common nonskin cancer
diagnosed in American males. This disease is prone to lead-time bias,
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