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Meédico de familia

m Especialista en medicina general.

m Se ocupa de los problemas de salud

de la persona desde una perspectiva
global.

m Valora los problemas de salud de la
poblacion, los resuelve en una
proporcion importante y cuando no,
los deriva al especialista.



Poblaciones diferentes

Consulta urologia

Consulta m. familia
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Chequeo = Cribado

m Conjunto de pruebas diagnosticas
gue se realizan en poblacion que no
tiene sintomas.

m Ejemplo: pedir el PSA a los hombres
a partir de los 50 anos de edad.



HIPOTESIS DEL CRIBADO

m Deteccion precoz del cancer de prostata.

m El beneficio principal de esta prueba podria ser la
dismunicion (retraso) de la mortalidad.

m Riesgos: los derivados del sobrediagnostico y el
sobretratamiento
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¢Quée es el sobrediagnostico?

Es la deteccion de una anormalidad o
condicion asintomatica que:

1.Nunca progresara o de hecho puede
regresar y desaparecer o

2.S5i progresa lo hace tan lentamente
que el paciente suele fallecer de otra
causa antes de tener sintomas



¢Qué es el sobretratamiento?

m Es el tratamiento de los
sobrediagnosticos.

m Al no conseguir los efectos
beneficiosos del tratamiento solo
podremos conseqguir los efectos
adversos.



Los chequeos ...
LA Hiperplasia benigna de
prostata



Hiperplasia Benigna Prostata

La HBP es un término
fundamentalmente
histologico.

Abrams. Rev Urol 1999;1:65.



Hiperplasia Benigna Prostata
La HBP es un término No Hiperplasia * Hiperplasia
fundamentalmente

histologico.

Hacia los 70 anos
cerca del 70% tendran
una HBP histologica.

Abrams. Rev Urol 1999;1:65.



Hiperplasia Benigna Prostata

No Hiperplasia ™ Hiperplasia ® Hipertrofia

= La HBP es un término
fundamentalmente
histologico.

= Hacia los 70 anos

cerca del 70% tendran
una HBP histologica.

= De ellos el 50%
tendran prostata
agrandada.

Abrams. Rev Urol 1999;1:65.



Hiperplasia Benigna Prostata

No Hiperplasia Hiperplasia
La HBP es un término Hipertrofia mSTUI
fundamentalmente
histologico.

Hacia los 70 anos cerca
del 70% tendran una
HBP histologica.

De ellos el 50%
tendran prostata
agrandada.

De los ultimos el 50%
(aprox. 17%) tendran

sintomas y
nhstriiccian.




Aumento del
volumen

prostatico
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Tomado de: Roehrborn CG. Benign prostatic hyperplasia: an overview. Rev Urol.
2005;7 Suppl 9:S3—-S14




Sintomas del tracto urinario
inferior (STUI)

Sintomas de llenado Sintomas de vaciado Sintomas postmiccionales

Frecuencia Dificultad para iniciar la miccion | Goteo postmiccional

Incontinencia Miccidon intermitente _




Algunas cuestiones

m ¢Los pacientes con HBP tienen
mayor riesgo de presentar un cancer

de prostata?.

- NO, tienen el mismo riesgo que los que no
tienen HBP!

m¢lLos STUI pueden ser producidos

por el cancer de prostata?
_ SI, aunque es muy poco frecuente

(1). Schenk JM. Am J Epidemiol. 2011 Jun 5;173(12):1419-28



Algoritmo diagnostico

Varén > 50 afios con STUI

Historia médica
IPSS
Exploracioén fisica con tacto rectal
PSA
Urianalisis
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STUI leves

!

STUI moderados - severos

¥

Valorar (ver texto):

* Eco abdominal con VP y RPM
* Diario miccional

* Cuestionario SHIM

* Creatininay F. glomerular

+

Sospecha de
STUI / HBP

<7

:

Sospecha de
STUI / no HBP®

La patologia
sospechada se
puede manejar en

Manejo por el
Médico de familia

Derivar a
Urologia

?

Sospecha de
STUI / HBP

éCumple criterios
de derivacion a
urologia™?

Manejo por el
Médico de familia

(*) Ver tabla 1. Causas de STUI / no HBP
(**) Ver tabla 6. Criterios de derivacién de la HBP

Complicaciones de la HBP
Sospecha de Ca. Vejiga
Sospecha de Ca. prostata
Sospecha de estenosis uretral
Sospecha de vejiga neurdgena

Si persisten dudas diagndsticas




Objetivos del tratamiento
en la HBP

1. Mejorar los sintomas molestos.
2. Mejorar la calidad de vida.

3. Prevenir complicaciones en los
pacientes con sintomas molestos




Conclusiones HBP (1)

1. En los varones sin STUI
(asintomaticos) no hay que hacer
un chequeo de la prostata, ni pedir
el PSA.

2. En el estudio inicial de los pacientes
con STUI se debe solicitar el PSA,
entre otras pruebas, para descartar
un cancer de prostata.



Conclusiones HBP (11)

3. En el seguimiento de los pacientes
diagnhosticados de HBP no es
necesario repetir el PSA cada ano.

4. Sin embargo, en pacientes tratados
con finasterida o dutasterida, si que
se recomienda la monitorizacion
anual del PSA.



Los chequeos ...

El cancer de prostata
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International Agency for Research on Cancer

@) Yona oo
GLOBOCAN 2008

Estimated cancer Incidence, Mortality, Prevalence and Disability-adjusted life years (DALYs) Worldwide in 2008

Cancer de Prostata

—-25231 nuevos casos : 12 causa de
cancer en hombres.

-6062 muertes: 32 causa de muerte por
cancer en hombres (12 pulmén, 22
colon)

—-Tendencia descendente de la
mortalidad por CaP durante las ultimas
décadas

Estimated age-standardised incidence and mortality rates: men

Prostate

Lung
Colorectum

Bladder
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Larynx
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Pancreas

Brain, nervous system
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GLOBOCAN 2008. Estimated cancer Incidence, Mortality, Prevalence and Disability-adjusted life years (DALYs) Worldwide in 2008 [Internet].
globocan.iarc.fr. [cited 2013 Mar 11]. Available from: http://globocan.iarc.fr/[11/03/13 00:31:04]



Cancer e prostata y
autopsias

100%

80%

60%
®No CaP

mCaP

40%

20%

0%
40-49 anos 70-79 anos

Bell N, et al. CMAJ. 2014;186(16):1225-34



Riesgos del CaP

m Riesgo de ser diagnosticado de CaP
durante la vida: 14,3%

m Riesgo de muerte por CaP: 3,6%
m Supervivencia a los 10 anos: 95%

Es mucho mas probable morir con un CaP que
morir de un CaP.

Bell N, et al. CMAJ. 2014;186(16):1225-34



Incidencia y mortalidad por CaP
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Figure 1: Cases of and deaths from prostate cancer, with associated age-standardized incidence and mor-
tality (per 100 000 men), among Canadian men aged 45 years and older. Age was standardized to the 1991



iquée es el PSA?

m El PSA es una kalicreina producida tanto por las
celulas normales como por las malignas de la
glandula prostatica.

m Marcador prostatico-especifico, no cancer
especifico
m Aumenta en el CaP, HBP y prostatitis.

s No hay ningun nivel de PSA que excluya o
confirme el diagnostico de CaP
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ABSTRACT

BACKGROUND

The effect of screening with prostate-specific-antigen (PSA) testing and digital rectal
examination on the rate of death from prostate cancer is unknown. This is the first
report from the Prostate, Lung, Colorectal, and Ovarian (PLCO) Cancer Screening
Trial on prostate-cancer mortality.

METHODS

From 1993 through 2001, we randomly assigned 76,693 men at 10 U.S. study cen-
ters to receive either annual screening (38,343 subjects) or usual care as the control
(38,350 subjects). Men in the screening group were offered annual PSA testing for
6 years and digital rectal examination for 4 years. The subjects and health care
providers received the results and decided on the type of follow-up evaluation.
Usual care sometimes included screening, as some organizations have recommend-
ed. The numbers of all cancers and deaths and causes of death were ascertained.

RESULTS

In the screening group, rates of compliance were 85% for PSA testing and 86% for
digital rectal examination. Rates of screening in the control group increased from
40% in the first year to 52% in the sixth year for PSA testing and ranged from 41
to 46% for digital rectal examination. After 7 years of follow-up, the incidence of
prostate cancer per 10,000 person-years was 116 (2820 cancers) in the screening
group and 95 (2322 cancers) in the control group (rate ratio, 1.22; 95% confidence
interval [CI], 1.16 to 1.29). The incidence of death per 10,000 person-years was 2.0
(50 deaths) in the screening group and 1.7 (44 deaths) in the control group (rate
ratio, 1.13; 95% CI, 0.75 to 1.70). The data at 10 years were 67% complete and consis-
tent with these overall findings.

CONCLUSIONS
After 7 to 10 years of follow-up, the rate of death from prostate cancer was very low
and did not differ significantly between the two study groups. (ClinicalTrials.gov
number, NCT00002540.)

N ENGL) MED 360,13 NEJM.ORG MARCH 26, 2009

The New England Journal of Medicine

Downloaded from nejm.org on March 10, 2013. For personal use only. No other uses without permission.

Copyright © 2009 Massachusetts Medical Society. All rights reserved.
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Screening and Prostate-Cancer Mortality
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Antonio Berenguer, M.D., Liisa Maittidnen, Ph.D., Chris H. Bangma, M.D.,
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ABSTRACT

BACKGROUND

The European Randomized Study of Screening for Prostate Cancer was initiated in
the early 1990s to evaluate the effect of screening with prostate-specific-antigen
(PSA) testing on death rates from prostate cancer.

METHODS
We identified 182,000 men between the ages of 50 and 74 years through registries
in seven European countries for inclusion in our study. The men were randomly
assigned to a group that was offered PSA screening at an average of once every 4 years
or to a control group that did not receive such screening. The predefined core age
group for this study included 162,243 men between the ages of 55 and 69 years. The
primary outcome was the rate of death from prostate cancer. Mortality follow-up
was identical for the two study groups and ended on December 31, 2006.

RESULTS
In the screening group, 82% of men accepted at least one offer of screening. During
a median follow-up of 9 years, the cumulative incidence of prostate cancer was 8.2%
in the screening group and 4.8% in the control group. The rate ratio for death from
prostate cancer in the screening group, as compared with the control group, was
0.80 (95% confidence interval [CI], 0.65 to 0.98; adjusted P=0.04). The absolute risk
difference was 0.71 death per 1000 men. This means that 1410 men would need to
be screened and 48 additional cases of prostate cancer would need to be treated
to prevent one death from prostate cancer. The analysis of men who were actually
screened during the first round (excluding subjects with noncompliance) provided
a rate ratio for death from prostate cancer of 0.73 (95% CI, 0.56 to 0.90).

CONCLUSIONS
PSA-based screening reduced the rate of death from prostate cancer by 20% but was
associated with a high risk of overdiagnosis. (Current Controlled Trials number,
ISRCTN49127736.)

N ENGL) MED 36013 NEM.ORG  MARCH 26, 2005

The New England Journal of Medicine

Downleaded from nejm.org on March 10, 2013. For personal use only. No other uses without permission.
Copyright © 2009 Massachusetts Medical Society. All rights reserved.



RESULTADOS

m PLCO!: no encontro diferencias significativas en
mortalidad cancer-especifica ni en la global,
entre los grupos de placebo y cribado

m ERSPC23: disminucion relativa del 21% (95% IC
31% al 8%) de la mortalidad cancer-especifica
en el grupo de 55-69 anos de edad

___ 9afios | 11aiios 13 afios

1410 979 (95% Cl 594-2770) | 781 (95% Cl 490-1928)

“ 48 35 (95% Cl 21-96) 27 (95% Cl 17-66)

1. Andriole GL. Prostate Cancer Screening in the Randomized Prostate, Lung, Colorectal, and Ovarian Cancer Screening Trial: Mortality Results after 13
Years of Follow-up. J. Natl. Cancer Inst. 2012 Jan 17;104(2):125-32.

2. Schréder FH. Prostate-cancer mortality at 11 years of follow-up. N. Engl. J. Med. 2012 Mar 15,366(11):981-90.

3. Schréder FH, et al. The Lancet. 2014 Aug 6;:1-9.



Resultados no homogéeneos
entre paises

Country Screened Control Risk Ratio Risk Ratio
Deaths Total Deaths  Total (95% CI) (95% CI)
|PLCO trial
United States 158 38 340 145 38 345 1.09 (0.87-1.36) —1-—
|[ERSPC trial
Sweden 39 5901 70 5951 0.56 (0.38-0.83) —a—
Belgium 22 4307 25 4255 0.86 (0.48-1.52) -
Netherlands 69 17 443 97 17 390 0.71 (0.52-0.96) ——
Italy 19 7266 22 7251 0.86 (0.46-1.58) -
Finland 139 31 970 237 48 409 0.89 (0.72-1.09) —
Spain 2 1056 1 1141 2.15 (0.20-23.77) < - >
Switzerand E 4948 10 4955 0.89 (0.36-2.20) =
| | | |
02 0.5 1.0 20 5.0
Favors Screening Favors Control




RESULTADOS DEL CRIBADO DE 1000 HOMBRES CON EL PSA

(55-69 afios de edad, cribados durante 13 afios y con un umbral de PSA de 3.0 ng/ml)

¢Cudles son mis riesgos si no realizo el cribado?

I N E. * Entre los hombres cribados con el PSA, el riesgo de
muerte por CaP es de 5 entre 1000

* Entre los hombres que no son cribados con el PSA,
el riesgo de muerte por CaP es de 6 entre 1000

tendrdn un PSA negativo

""""""""""""""" ———— 178 hombres con un PSA positivo, los estudios posteriores
...................... THERRRRRERRRRERRRRRERRRIIINE no identificaran un Cap
LR AR LR AR A L A LA AR A AR R RLRdid 4 4o eston 178 o o |
..................................................  estos 178 presentardn complicaciones por la
S
PR R R PR P PR R TP TR PR RRRRRRRRIRIRIIIiIN hospitalizacién

..............................................

102 S disgnost
PEORRRERRRRRRTRRTRRTRRRRRRIRRRRRRRRiIRiRiIRf) ——— ' seréndiagnosticados de CaP

muerte

5 hombres moriran por CaP a pesar de haber realizado ]
el cribado con PSA

hombre evitard la muerte por CaP por haber realizado

el cribado con PSA
Complicaciones del tratamiento del CaP

Por cada 1000 hombres tratados por CaP:

*114-214 presentaran complicaciones a corto plazo como
infecciones, cirugia adicional y transfusiones de sangre.
*127-442 sufrirdn disfuncién eréctil a largo plazo.

*Mas de 178 sufrirdn incontinencia urinaria.

*4-5 morirdn por complicaciones del tratamiento




U.S. Preventive Services Task Force

Screening for Prostate Cancer: U.S. Preventive Services Task

Force Recommendation Statement
Moyer VA. Ann Intern Med. 2012; 157: 120-134.

servicio no tiene ningun benericio neto, o que 10s danos
superan los beneficios”, en hombres de cualquier edad.

anos e importantes danos relacionados con resultados falsos
positivos, posterior evaluacion y terapia, incluyendo
sobrediagnostico y sobretratamiento” .




Conclusiones CaP (1)

m No hay evidencias de que el cribado del CaP con
PSA disminuya la mortalidad total en hombres a
cualquier edad.

m EXiste evidencia conflictiva que sugiere una
pequena e incierta reduccion potencial de la
mortalidad por CaP en hombres entre 55 y 69
anos cribados con PSA.

m No hay evidencia concluyente de reduccion de la
mortalidad en cualquiera de los otros grupos de
edad.

m EXxiste evidencia consistente de que el cribado vy
el tratamiento activo producen dafnos



Conclusiones CaP (1)

m Recomendaciones:

1. No se recomienda el cribado poblacional rutinario
del CaP con el PSA.

2. En varones entre 55 y 69 anos de edad que
soliciten el cribado, informar de los danos y
beneficios del mismo.

3. Fuera de ese rango de edad, no recomendar el
cribado.

4. Aunque no existen evidencias, en general se
sigue recomendando el cribado si existe un
riesgo aumentado de CaP: antecedentes
familiares y afroamericanos.



Richard J. Ablin... y el PSA (2010)
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The Great Prostate Mistake
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SIGN IN TO E-
EACH year some 30 million American MAIL
men undergo testing for prostate-
specific antigen, an enzyme made by
the prostate. Approved by the Food
and Drug Administration in 1994, the
P.S.A. test is the most commonly used
tool for detecting prostate cancer.
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The test’s popularity has led to a hugely expensive public
health disaster. It’s an issue I am painfully familiar with — I
discovered P.S.A. in 1970. As Congress searches for ways to
cut costs in our health care system, a significant savings

André da Lob;

could come from changing the way the antigen is used to
screen for prostate cancer.

Related

‘Times Topics: Prostate Gland

Americans spend an enormous amount testing for prostate
cancer. The annual bill for P.S.A. screening is at least $3 billion, with much of it paid for by
Medicare and the Veterans Administration.

Prostate cancer may get a lot of press, but consider the numbers: American men have a 16
percent lifetime chance of receiving a diagnosis of prostate cancer, but only a 3 percent
chance of dying from it. That’s because the majority of prostate cancers grow slowly. In
other words, men lucky enough to reach old age are much more likely to die with prostate
cancer than to die of it.

Even then, the test is hardly more effective than a coin toss. As I've been trying to make
clear for many years now, P.S.A. testing can’t detect prostate cancer and, more important,
it can’t distinguish between the two types of prostate cancer — the one that will kill you
and the one that won't.

Instead, the test simply reveals how much of the prostate antigen a man has in his blood.
Infections, over-the-counter drugs like ibuprofen, and benign swelling of the prostate can
all elevate a man’s P.S.A. levels, but none of these factors signals cancer. Men with low
readings might still harbor dangerous cancers, while those with high readings might be
completely healthy.

In approving the procedure, the Food and Drug Administration relied heavily on a study
that showed testing could detect 3.8 percent of prostate cancers, which was a better rate
than the standard method, a digital rectal exam.

Still, 3.8 percent is a small number. Nevertheless, especially in the early days of screening,
men with a reading over four nanograms per milliliter were sent for painful prostate
biopsies. If the biopsy showed any signs of cancer, the patient was almost always pushed
into surgery, intensive radiation or other damaging treatments.

my discovery four
decades ago would lead
to such a profit-driven
public health disaster”.
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