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Invited Commentary

LESS IS MORE

Talking to Patients About Cancer Screening Cessation
Alexia M. Torke, MD, MS

There has been a growing realization that many individuals
who have advanced illness or multiple medical conditions con-
tinue to receive cancer screening that is unlikely to benefit
them. Such screening tests may also cause burden owing to

the cascade of interventions
that follows a positive test re-
sult and the burdens of the
tests themselves. This has led

to an important movement to stop unnecessary cancer screen-
ing by considering risks and benefits for individual patients and
communicating effectively with the patient when the ben-
efits no longer outweigh the risks.1,2 Screening guidelines are
also beginning to consider when cancer screening should be
individualized based on factors such as age, comorbidity, or
life expectancy. Other guidelines note that evidence is insuf-
ficient to recommend a screening test for those older than a
certain age.

Public health efforts to promote screening for cancer have
been highly effective in raising awareness of its importance.
However, the positive messages about screening from clinicians
and the media may pose a major challenge to reducing rates of

unnecessary screening. Screening tests may also be prompted
by form letters or postcards sent directly to a patient’s home that
may not be individualized based on factors such as advanced
illness or age. Turning the tide on nonbeneficial testing will in-
volve communicating effectively with patients and families to
explain why, after years of hearing that screening is essential
to health, the risks and benefits might have changed for the pa-
tient owing to advanced age or serious illness.

Prior research confirms that older adults view cancer screen-
ing very favorably and may even be suspicious of messages to
stop.3,4 Unfortunately, there has been little evidence about as-
pects of communication that are effective and well received by
patients when a screening test is no longer likely to be benefi-
cial. The study by Schoenborn et al5 published in this issue of
JAMA Internal Medicine provides important new information
about what older adults do want to hear and situations in which
they would consider cessation of cancer screening.5 The study
found that many patients are amenable to stopping cancer
screening in the context of a trusting relationship and when they
hear messages addressing their own concerns, such as advanc-
ing age and declining health status.

Related article page 1121

Research Original Investigation Older Adults’ Views About Cancer Screening Cessation

1128 JAMA Internal Medicine August 2017 Volume 177, Number 8 (Reprinted) jamainternalmedicine.com

© 2017 American Medical Association. All rights reserved.

Downloaded From: http://jamanetwork.com/ by Edward Stehlik on 08/08/2017

https://www.ncbi.nlm.nih.gov/pubmed/25605531
https://www.ncbi.nlm.nih.gov/pubmed/16918745
https://www.ncbi.nlm.nih.gov/pubmed/23478883
https://www.ncbi.nlm.nih.gov/pubmed/23478883
https://www.ncbi.nlm.nih.gov/pubmed/16887040
https://www.ncbi.nlm.nih.gov/pubmed/16887040
https://www.ncbi.nlm.nih.gov/pubmed/25544380
https://www.ncbi.nlm.nih.gov/pubmed/20407841
https://www.ncbi.nlm.nih.gov/pubmed/27687535
https://www.ncbi.nlm.nih.gov/pubmed/22517310
https://www.ncbi.nlm.nih.gov/pubmed/22517310
https://www.ncbi.nlm.nih.gov/pubmed/27064895
https://www.ncbi.nlm.nih.gov/pubmed/27064895
https://www.ncbi.nlm.nih.gov/pubmed/14962162
https://www.ncbi.nlm.nih.gov/pubmed/14962162
https://www.ncbi.nlm.nih.gov/pubmed/9023528
https://www.ncbi.nlm.nih.gov/pubmed/23462780
https://www.ncbi.nlm.nih.gov/pubmed/21797837
https://www.ncbi.nlm.nih.gov/pubmed/21797837
https://www.ncbi.nlm.nih.gov/pubmed/15343421
https://www.ncbi.nlm.nih.gov/pubmed/25878195
https://www.ncbi.nlm.nih.gov/pubmed/12205830
https://www.ncbi.nlm.nih.gov/pubmed/12205830
https://www.ncbi.nlm.nih.gov/pubmed/16204405
https://www.ncbi.nlm.nih.gov/pubmed/16204405
http://dx.doi.org/10.1023/A:1020909529486
https://www.ncbi.nlm.nih.gov/pubmed/27627186
https://www.ncbi.nlm.nih.gov/pubmed/27627186
https://www.ncbi.nlm.nih.gov/pubmed/24165826
https://www.ncbi.nlm.nih.gov/pubmed/24165826
https://www.ncbi.nlm.nih.gov/pubmed/23312392
https://www.ncbi.nlm.nih.gov/pubmed/23312392
https://www.ncbi.nlm.nih.gov/pubmed/26502220
https://www.ncbi.nlm.nih.gov/pubmed/27064677
http://jama.jamanetwork.com/article.aspx?doi=10.1001/jamainternmed.2017.1778&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2017.1795
http://www.jamainternalmedicine.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2017.1795


These findings suggest a way to move forward in devel-
oping interventions that may resonate with adults with seri-
ous illness or advanced age who should reconsider the ben-
efits of screening. These findings were based on a small sample
of patients from 1 health system and are therefore only 1 im-
portant step in this research. Further work could develop and
test messages based on these findings with larger groups of
patients and could aid in the design of new interventions to
reduce nonbeneficial screening.

Patients also reported that they would prefer to have dis-
cussions about screening cessation in the context of a trusting
relationship, suggesting that communication would ideally take
place in a longitudinal setting, such as primary care. This is chal-
lenging given the complexity of this communication. Primary
care visits tend to be brief and must address many issues in pa-
tients with complex medical conditions. In such cases, one-on-
one communication between the patient and clinician may
be supported and augmented by decision aids that could be
delivered in the primary care setting or even at home.

The present study by Schoenborn et al5 also provides evi-
dence that most patients are resistant to messages that di-
rectly address their limited life expectancy. The growing field
of prognosis has led to the availability of numerous instru-
ments to determine life expectancy and strategies for com-
municating this information.6 Authors have advocated incor-
porating these measures into screening decisions. One
prognosis scale has been incorporated into a decision aid for
women considering whether to continue mammography
screening.7 While this marriage of screening decisions and
prognosis may seem logical, there has been inadequate data
about how it is received by patients. The present study helps
to inform this discussion by showing that messages that
directly address individual life expectancy may not be well
received by many older adults.

Why are patients resistant to hearing about life expec-
tancy received in this context? It may be that it turns what
would have previously been a discussion about maintaining
health (“Let's check for cancer to keep you healthy.”) into an
unexpected discussion about the end of life (“You don't need
this colonoscopy because you have a greater than 50% chance

of death in the next 5 years.”). Such prognostic conversations
are difficult even when patients are aware that they have a life-
threatening disease such as cancer, but may be a shock in the
primary care setting at a routine visit. As one participant said,
hearing about such a prognosis might feel “like hitting you over
the head with a hammer.”

This may leave clinicians in a challenging ethical posi-
tion. Informed consent generally involves being transparent
with our patients about our clinical reasoning. If I have a pa-
tient who has not had a mammogram in 2 years, I would con-
sider whether to order another one. If the patient is 93 years
old with chronic obstructive pulmonary disorder, diabetes, and
severe osteoarthritis that limit her ability to care for herself in-
dependently, I might wonder if she would benefit from this test.
To inform my decision, I might calculate her life expectancy
using a prognostic index. I may conclude that this patient would
not benefit from a mammogram because she will likely die
in 4 or 5 years. Should I explain this to her? Or should I craft a
message that focuses more on alternative treatments or qual-
ity of life because she will be more receptive to it, even if it is
not how I arrived at my recommendation? Even in the setting
of life-threatening disease, patients should always be given a
choice about whether they hear numerical predictions about
their own prognosis. Many may refuse this information and
may even object to my use of it to make screening decisions.

Schoenborn et al5 found that messages about prognosis
that are less direct may work better, such as “This test would
not help you live longer.” Such language would allow the
clinician to communicate about the use of prognostic tools
without losing trust. Fortunately, their study also provides
several alternatives that will address concerns that are also
important to the patient, such as risks, burdens, and health
status.

High-value care involves the right treatment for the right
patient at the right time. Screening tests in the setting of other
complex illnesses may lead to interventions that are poorly
timed and do not help the patient. Despite the complexity of
the task, the provision of quality medical care requires that we
find effective approaches to address this complex issue with
patients and their families.
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