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WHEN SHOULD YOU STOP SCREENING
FOR CANCER IN OLDER PATIENTS?

Abstract

Screening has been shown to help diagnose cancer at earlier stages and
improve cancer-specific mortality for several malignancies. As patients
age, the risk of harm with screening may increase and also competing
risks for mortality reduce the benefit of screening. A patient with limited
life expectancy, for any reason, should not have screening for cancer.
For average-risk older adults, typically considered age 70-75 or older,
there is little high-quality trial data to support cancer screening.
Canadian and American guidelines provide suggested ages to stop
screening based on available data. The absence of evidence arises
primarily from lack of inclusion of older adults in trials and does not rule
out benefits of continued screening in carefully selected older patients.
Online and published tools can help facilitate discussion and decision-
making. Ultimately, the decision to undergo screening for cancer
requires a balance between the benefits, risks and patient preferences.
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Key points

1. There is very little high-quality data on screening for cancer in older adults, particularly above age 70-
75. However, absence of high-quality data does not preclude potential benefit.

2. Canadian and American guidelines provide some direction on when to stop screening for cancer.

3. ePrognosis is a validated online tool, which can provide helpful information about a patient’s estimated
life expectancy as well as information for screening for breast or colon cancer in patients over age 65.

4. Screening should be stopped for any patient at any age who (i) has a life-limiting diagnosis such as
metastatic cancer, end-stage renal disease, advanced CHF or COPD or (ii) is not willing to accept the
risks of screening or (iii) would not receive treatment if a cancer were detected.

5. Ongoing screening for some cancers beyond guideline age recommendations could be considered for
patients at higher than average risk of cancer or with a long life expectancy provided they are willing to
take on the associated risks of screening and treatment if a cancer is detected.

Introduction

Cancer is a disease of aging. Older adults have a higher prevalence of cancers and worse prognosis compared
to younger patients.'? Screening for early stage cancers has been shown to reduce mortality associated with
several specific cancers. As patients age, the benefits of screening for cancer are reduced due to competing
risks for mortality. Furthermore, older patients are more likely to experience adverse events associated with
screening or subsequent treatments thereby shifting the risk-benefit ratio. Over-diagnosis is higher in older
adults as they are more likely to be treated for a cancer that would not have caused their death.3->

Unfortunately, there are no high-quality randomized trials of screening for cancer in older adults as most trials
excluded patients over age 75. Therefore, the decision to screen an older adult for cancer can be complex. It
is necessary to consider the published literature, guideline recommendations, local resources and more
importantly, your patient’s health or functional status, life expectancy and goals of care.

The discussion in this article refers to patients of average risk of cancer who do not have any symptoms of
disease. If a patient is experiencing symptoms of cancer, they should be tested as clinically indicated. For
symptomatic patients, only those who are at the end of life or those who would decline any treatment should
not be tested.

In this article, we will review recent advances in research on screening for select cancers, guideline
recommendations, as well as provide a practical approach to the older patient when considering screening for
cancer.

Consider the patient

Before all else, consider your patient. Most patients with life-limiting diagnoses such as metastatic cancer,
end-stage renal disease, advanced congestive heart failure (see An Approach to Management of Advanced
Heart Failure in the Older Person) or advanced chronic obstructive pulmonary disease would not benefit from
detection of early stage cancers. A 2015 American Geriatrics Society Choosing Wisely statement #7
encourages physicians to only recommend cancer screening if a patient’s life expectancy has been
considered.® Life expectancy can be estimated using the validated online tool ePrognosis.” This tool uses
information about the patient’s health and functional status to provide a probability of a patient being alive at
five and 10 years based on the Schonberg and Lee indexes.8-! In the context of cancer screening, patients
are usually considered to have limited life expectancy if they have less than 50 percent probability of living for
10 years. The 10-year life expectancy threshold was chosen based on modelling data, which showed that on
average it takes 10 years for a screen-detected breast or colon cancer to affect a patient’s survival.!?
Conversely, harms associated with screening occur early.
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Therefore, patients with less than a 10-year life expectancy are more likely to experience harms than benefits
from screening.Another method of assessing competing risks, barriers to screening and life expectancy is the
Clinical Frailty Score (CFS).!3 The CFS is a validated tool that is useful for predicting need for assisted living
and mortality.

As a patient progresses into a more frail state (e.g. CFS 5-6 or higher) they are less likely to benefit from
screening as they may have a lower life expectancy or be unable to tolerate surgery or chemotherapy if a
cancer is discovered.

Most importantly, discuss the preferences of screening with your patient. An approach such as the Palliative
and Therapeutic Harmonization (PATH) framework can improve your patient’s understanding of their current
condition and their screening options to make an informed decision. For example, if they are diagnosed with
an early stage cancer, would they be willing to have a major surgery to remove it? Would they be willing to
have radiation and/or chemotherapy? Do they experience significant anxiety or discomfort with the
procedures? Or do they experience significant anxiety if they are not receiving cancer screening? These
questions will help guide discussion and decisions regarding cancer screening.

Breast cancer

Screening methods for breast cancer include self or clinician examination, mammography and MRI; however,
most evidence supports mammography. The main benefit of screening for breast cancer is identification of
disease at an early stage. A systematic review showed mixed results for reduction in the risk of dying of
breast cancer; however, if there is a benefit, it is likely low and favours women age 50 to 69. There is no
overall survival benefit for screening with mammography.# Potential harms of mammography include
discomfort with the procedure, anxiety, false positive tests (about 61 percent over 10 years for annual or

42 percent over 10 years for biennial screening®) and subsequent complications of a biopsy or other
investigations. The most significant harm is over-diagnosis of an early stage cancer that would not have
caused clinically significant morbidity.

There have been no trials of breast cancer screening with mammography in patients over the age of 75. The
Canadian Task Force on Preventative Health Care (CTFPHC) and United States Preventative Services Task
Force (USPSTF) recommend continuing mammography every two to three years for women aged 70-74.16:17
The benefit of screening in this age group appears to be similar to patients aged 50-69; however, due to low
enrolment numbers in clinical studies, the confidence margin is wide. Due to lack of data the CTFPHC and
USPSTF do not make any recommendation for or against screening women over the age of 75.

There is reason to believe that some women over age 75 may benefit from screening. The incidence of breast
cancer rises with age and the sensitivity and specificity of mammograms increases as breast density
decreases with age.'® Considerations for breast cancer screening after the age of 75 include high-risk patients
such as those with prior abnormal mammograms or prior breast cancer diagnosis, family history of breast
cancer, known mutations to BRCA1/BRCA2 and prior exposure to radiation. Screening beyond age 75 could
also be considered for average-risk patients who are very fit and have a longer than average life expectancy.
Modelling done by the National Cancer Institute’s Cancer Intervention and Surveillance Monitoring Network
(CISNET) found that women with no or few comorbidities maintained the same benefits of screening up to age
78 as average women did for screening to age 74.1° For these reasons, the American Cancer Society (ACS)
recommends continuing mammography until the patient has less than a 10-year life expectancy.2? The
ePrognosis tool also includes a decision aid to provide information for patients specifically considering breast
cancer screening.”:?!

Cervical cancer

Screening for cervical cancer has been one of the most successful cancer screening programs to date as
incidence rates dropped significantly after the introduction of widespread screening.! Benefits of Pap tests
include detecting pre-cancerous and early stage cancers and reducing the risk of dying from cervical cancer.
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Potential harms of the Pap test include discomfort with the procedure, anxiety, false positives (between 1 and
23 percent per test depending on a number of factors??) and over-diagnosis. The primary mode of screening is
the Pap test every three years. Testing for Human Papillomavirus (HPV) has been advocated by the USPSTF
and ACS to lengthen the Pap test interval to five years, but this is not the current recommendation in Canada.

The CTFPHC recommends screening for cervical cancer with a Pap test every three years up to age 70
(canadiantaskforce.ca/guidelines/published-guidelines/cervical-cancer/). They recommend to stop screening
after age 70 if the patient has had three consecutive normal tests in the last 10 years.??

If a patient has not had three consecutive normal tests then screening should continue until they have or
there is another reason to stop. The USPSTF and ACS have similar recommendations but they use the age
cut-off of 65.2923 Unlike most cancers, the risk of cervical cancer decreases with age,! and the potential
benefits of screening are reduced for older patients who have already had adequate screening. Therefore,
there must be very compelling reasons to continue screening beyond age 70.

Colorectal cancer

There are multiple methods for screening for colorectal cancer including fecal occult blood testing (guaiac-
based = FOBT or immunochemical testing = FIT), sigmoidoscopy, colonoscopy and CT colonography.
Colonoscopy should be performed as follow-up for an abnormal primary screening test. Screening for
colorectal cancer identifies pre-malignant lesions and disease at an earlier stage. Screening also reduces the
risk of colorectal cancer-specific mortality but there is no clear overall survival advantage to screening. There
are no specific harms to FOBT or FIT other than anxiety associated with the test, but there could be harms
associated with follow-up investigations. Potential harms from endoscopy include death or significant
morbidity due to perforation, infection or bleeding. Retrospective studies have shown no clear cancer-specific
survival benefit of one test over another;?* therefore, clinicians and patients should discuss which test is most
acceptable for the patient based on their preference.

Canadian guidelines recommend to stop screening for colorectal cancer at age 75
(canadiantaskforce.ca/guidelines/published-guidelines/colorectal-cancer/).?> This recommendation is based on
only one randomized trial of FOBT, which included patients up to age 80.2° All other studies excluded patients
over 75.27730 There is even less evidence for flexible sigmoidoscopy for older patients as most trials only
included patients under 65.31-3* A population-based analysis of 1.35 million average-risk American Medicare
patients age 70-79 showed that patients aged 75-79 who received a colonoscopy had an absolute reduction of
only 0.14% of their eight-year risk of colon cancer. The 30-day risk for an adverse event was 10.3 events per
1,000 individuals.3> Furthermore, retrospective studies have identified an increased risk of complications
(including perforation) for patients over age 75 who underwent screening colonoscopy with a relative risk of
1.6 to 3.2 compared to younger patients.36:37

An important consideration is whether an older patient has had any screening in the past. A modelling study
of patients age 76-90 who had never received colon cancer screening found one-time screening was cost-
effective up to age 86 for patients with no comorbid conditions and up to age 83 for patients with moderate
comorbidity, or age 80 for patients with severe comorbidity.3® The CISNET model also found that benefits of
screening extended beyond age 75.%°

If a patient is particularly fit, has a life expectancy of at least 10 years, and is willing to accept the risks of
screening, then it may be reasonable to continue after age 75. Most patients over age 75 who have never
been screened and are in reasonable health should have at least one screening test. The ePrognosis tool also
includes a decision aid to provide specific information for patients considering colon cancer screening.”

Lung cancer
In 2016, the CTFPHC published recommendations for screening for lung cancer with three annual low-dose

CT scans in patients age 55-74 with a 30 pack-year smoking history or greater who are active smokers or quit
within 15 years.3°
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Recommendations are based on the findings of the randomized NLST trial, which showed a lung-cancer
specific mortality relative reduction of 20 percent and overall survival advantage of 6.7 percent for the
screening group.4® The NLST excluded patients who were not fit for surgery but did not have specific life
expectancy thresholds. The ACS recommended continuing annual low-dose CT scans beyond three years up to
age 742%% while the USPSTF recommended continuing annual scans up to 80.4! The primary harm of screening
is false-positive results, which has been reported to be as high as 50 percent,*? and subsequent invasive
investigations or surgeries.

An important consideration for screening is that upon diagnosis of a localized cancer, the treatment (thoracic
surgery) has a high rate of morbidity and mortality; therefore, patients must be fit enough to tolerate the
procedure.

Prostate cancer

As of 2017, Canadian and American guidelines do not recommend screening for prostate cancer with PSA in
men of any age.2%4344 Although it remains controversial, the recommendation against screening with serum
PSA is strongest for men over age 70, when the potential harms of screening are highest and potential
benefits the lowest. The primary harm for screening is over-diagnosis and subsequent harm from testing; for
example, pain or infection after a prostate biopsy and treatments.

Conclusions

The net benefits or risks of screening for cancer in older adults are not known due to limited prospective
evidence. Extrapolating from data in younger patients, it is likely that screening for some cancers in fit older
adults with at least a 10-year life expectancy can reduce cancer-specific or all-cause mortality. Screening for
prostate cancer with a PSA is not recommended for patients of any age. Evidence and guidelines support a
specific age to stop screening for cervical cancer. The decision about when to stop screening for breast, colon
and lung cancers is more complex. The relative benefits and harms of screening should be individualized for
the patient understanding their life expectancy, comorbidities and personal preferences.
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Table 1. Guideline recommendations for cancer screening for older adults.

ACS 20162° and
USPSTF 200843

Cancer Endorsing Modality and Age to stop
institution frequency
Breast CTFPHC 20111 | Mammogram every Continue screening up to age 74. No recommendation for
and USPSTF 2-3 years patients >75.
2016Y
ACS 201620 Mammogram every Continue screening until life expectancy <10 years.
2 years
Cervical CTFPHC 201322 | Pap test every 3 Stop screening for women =70 if they have had three
years consecutive normal Pap tests in the last 10 years.
ACS 2016%° and | Pap plus HPV test Stop screening for women =65 if they have had regular
USPSTF 201223 | every 5 years or Pap | normal Pap testing over past 10 years.
test every 3 years
Colorectal | CTFPHC 2016%> | FOBT or FIT every 2 | Screening for ages 50 to 74. Stop screening >75.
years OR
sigmoidoscopy every
10 years
ACS 201620 Multiple options Start screening at age 50. No recommendation for when
to stop.
USPSTF 2016% | Multiple options Screening for ages 50 to 74. Individualize screening
recommendations from ages 75- 85. Stop screening after
age 85.
Lung CTFPHC 20163° | Low-dose CT scan of | Ages for screening are 55-74. Stop after age 74 or
the chest annually earlier if there have been three consecutive normal tests.
for 3 years
ACS 201620 Annual low-dose CT | Ages for screening are 55-74. Stop after age 74 or when
scan of the chest the patient is more than 15 years since they quit
smoking.
USPSTF 2016%* | Annual low-dose CT | Ages for screening are 55-80. Stop after age 80 or when
scan of the chest the patient is more than 15 years since they quit
smoking.
Prostate CTFPHC 2016%*, | Annual serum PSA PSA for screening for prostate cancer is not

recommended at any age. For men over age 70, strong
recommendation against screening with PSA.

ACS = American Cancer Society, CTFPHC = Canadian Task Force on Preventative Health Care, ACS =
American Cancer Society, FIT = fecal immunochemical test, FOBT = fecal occult blood test, HPV = human
papillomavirus, USPSTF = United States Preventative Services Task Force
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