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The article “Prostate cancer screening in Switzerland: a lit-
erature review and consensus statement from the Swiss So-
ciety of Urology” by Wiirnschimmel and colleagues [1]
reviews guidelines and clinical trials of prostate-specific
antigen (PSA) screening conducted subsequent to the is-
suance of the US Preventive Services Task Force (USP-
STF) statement. Urologists, while cautiously accepting the
USPSTF statement, identify challenges with the three pri-
mary randomised controlled trials (RCTs) and offer their
interpretations. They advocate for further investigation in-
to risk factors such as pathological findings, MRI and bio-
markers to mitigate the harms associated with overdiagno-
sis.

The article represents a consensus expert opinion from
the Swiss Society of Urology regarding PSA screening.
RCTs constitute the highest level of evidence, followed by
prospective cohort studies and case-control studies, while
case reports and expert opinions are not considered evi-
dentiary. In contrast, public health physicians specialise in
evaluating evidence, albeit not specifically in the context
of prostate cancer. Therefore, the USPSTF statement is re-
garded as an evidence-based guideline rather than an ex-
pert opinion, meriting greater respect than guidelines from
urology societies, which are grounded in expert consensus
rather than robust evidence.

Unlike clinically apparent prostate cancer, characterised
by detectable tumours with symptoms such as local inva-
sion and metastasis, screen-detected prostate cancer is di-
agnosed exclusively through histopathology. This concept
traces its origins to the Bowery series in the 1950s, where
diagnostic criteria were established based on latent cancers
identified posthumously through autopsy [2, 3], originally
proposed by a pathologist at that time [4]. The malignant
potential of screen-detected cancers remains scientifically
unvalidated. Dr Chadok’s review of prostate cancer screen-
ing in the 1980s, prior to the introduction of PSA testing,
cautioned, “Prostate cancer screening should be consid-
ered investigational until definitive evidence is available”
[5]. Consequently, the foundation of PSA screening, en-
compassing criteria such as Gleason grade, PSA screen-

ing thresholds and the introduction of the Tlc stage in
the TNM classification, remains experimental. Subsequent
imaging modalities and treatments are empirically applied,
despite widespread adoption. Clinical research papers on
these modalities are typically case series, as the natural his-
tory of screen-detected cancers, which should ideally serve
as the control group, remains unknown.

Public health physicians raised questions about this situa-
tion [6, 7]. Efforts to elucidate its natural history through
active surveillance underscore the necessity for a no-treat-
ment control group, pending conclusive outcomes from
RCTs [8, 9].

In 2018, the USPSTF reviewed three RCTs (PLCO, ER-
SPC, CAP), finding no reduction in all-cause mortality
and inconsistent impacts on cancer-specific mortality [1].
PSA screening received a Grade C rating with no recom-
mendation, with authors citing inadequate evidence to sup-
port benefits outweighing harms. Urologists have contest-
ed this, highlighting issues such as contamination in the
non-screening group of the PLCO and a subgroup of the
ERSPC resulting in a 20% reduction in cancer mortality
[1]. However, the USPSTF review determined the RCTs’
quality as fair after addressing these concerns, and not-
ed consistent statistical errors accounting for discrepan-
cies among RCTs and their subgroups. Public health pro-
fessionals provide an impartial and objective evaluation
of RCT findings, contrasting with urologists’ expert opin-
ions. At the very least, the results of these RCTs do not
provide definite evidence of what Dr Chadok says. It is
urologists who advocate for prostate cancer screening, as-
suming the responsibility to provide the conclusive evi-
dence, rather than public health professionals [10]. Addi-
tionally, the SPCG4 RCT evaluating clinical cancer treat-
ments demonstrated superior outcomes with surgery than
with surveillance. Conversely, the ProtecT trial focused on
screen-detected cancers revealed no advantage of surgery
over radiation therapy or surveillance. Therefore, surveil-
lance may be considered equivalent to no treatment, and
radiation therapy comparable to placebo surgery. Thus,
achieving a 10-year cancer-specific survival rate as high
as 99%, with no significant disparities among treatment
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arms, characterises the natural progression of screen-de-
tected cancer, analogous to that of normal tissue [11].

Therefore, from PSA thresholds and Tlc categories to
pathological findings like Gleason score, biomarkers such
as PHI, 4Kscore, Stockholm3, etc, as well as imaging
modalities including ultrasound and MRI, and treatment
modalities such as surgery, radiation therapy and surveil-
lance therapy — all aspects of clinical practice concerning
prostate cancer screening remain empirical and experimen-
tal. Furthermore, these clinical studies predominantly con-
stitute case series lacking a control group, precluding com-
parative statistical analysis and detracting from their ev-
identiary value. Claims regarding the use of prognostic
factors to stratify risk and mitigate the harms of overdiag-
nosis lack substantiation [1].

Prostate cancer diagnoses continue to rise, with 90% de-
tected through screening [12]. Can we simply observe pas-
sively? Diagnosis and treatment approaches for prostate
cancer have not been uniformly guided by scientific ev-
idence, often relying on case series outcomes and expert
opinions. While Switzerland lacks a national prostate can-
cer screening programme, the matter of insurance coverage
warrants consideration. In countries with private insurance
coverage, such as the United States and the United King-
dom, subjects are fully informed before undergoing PSA
testing and subsequent treatment, with costs borne by ei-
ther the subject or the study sponsor, posing no significant
issues. In contrast, in nations with public health insurance
systems, including many European countries, Japan and
Australia, subjects may be less resistant to testing and
treatment due to lower costs, potentially influenced by au-
thorities promoting the scientific validity of PSA screen-
ing, though achieving inadequate shared decision-making
[2]. Therefore, if research presented in this review by
Wiirnschimmel and colleagues aims to mitigate the harms
of PSA screening within a medically insured practice, eth-
ical concerns under the Declaration of Helsinki may arise,
alongside substantial national health economic implica-
tions. Urologists in Switzerland must reaffirm that prostate
cancer screening remains an empirical clinical practice
grounded in hypothesis, not evidence-based medicine

Swiss Med WKkly. 2025;155:4069

(EBM), effectively communicating these points to the pub-
lic, government health officials and ethics committees
within their institutions.
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