Active Surveillance for African-American Men With Prostate Cancer: Of Course! 
Of course we should offer active surveillance (AS) to African-American men with localized prostate cancer! We simply need to do it selec- tively and in a smarter way—and we need to be 

aware of some of the potential pitfalls.
Prostate cancer in African-American men has been a crit- 

ically important issue for many years. We know prostate can- cer is more common in African-American men; whether it is more aggressive has been debated for some time. We also know African-American men are at higher risk for prostate cancer, and are at risk for developing the disease at a younger age. In 1994,1 led the US Army medical team that showed that African-American men, in general, had higher prostate-spe- cific antigen (PSA) values, even with careful multivariable analysis, even including careful tumor volume assessment. [ 1 ] This study also showed, for the first time, that within clinical stage categories (Tic, for example), carefully measured tumor volumes were higher for black men than for white men; this partially accounted for the higher PSA values we observed. We then went on to develop specific guidelines to help fine- tune PSA testing and screening in this high-risk group.[2] What we are talking about now is fine-tuning AS, not aban- doning it! Our US Army team also examined a large US mili- tary hospital radical prostatectomy series and showed that African-American men have worse disease-free survival than Caucasian men.[3] 

Since our data were published, many other studies from multiple healthcare settings have generally confirmed these findings, although the cause of these racial differences remains elusive. Causation is highly likely to be multifactorial, including socioeconomic, behavioral, and biologic factors; however, sorting out the proportional contribution of the various factors remains challenging. For example, some in the field are convinced of an underlying biologic basis, while oth- ers feel that societal issues (lack of access, lack of insurance, etc) are the main culprits for the observed disparity. [4] 

AS as an accepted treatment strategy for clinically localized prostate cancer has grown in use and popularity over the last 5 years. High-profile patient series from Canada, the United States, and Europe now have longer follow-up and support the concept. [5,6] AS has now been endorsed by prominent organi- zations, such as the National Comprehensive Cancer Network 
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(NCCN), and its use has been fueled by the recognition that we are overtreating many low-risk and/or elderly men. 

Over the last several years, several groups have raised a red flag regarding AS in African-American men. Ha et al studied almost 400 patients matched by race who had undergone radical prostatectomy for low-/very-low-risk clinically local- ized prostate cancer and who also met either NCCN or the 

"Now that we are facing a backlash against PSA testing as a result of the USPSTF and AUA guidelines . . . we are entering an era of fewer men being eligible for AS. However, for those men who are eligible for AS, we still should offer i t . . . but be more cautious and work up patients more carefully." 
University of California at San Francisco (UCSF) criteria for being managed with AS. [7] The keyfindingwas that African- American men had a significantly higher rate of non-organ- confined disease (15.8% to 19.4%) compared with Caucasian men (9.4% to 10.1%). Furthermore, African-American men had more cancer-involved prostate biopsy cores and a higher percentage of prostate cancer core involvement preoperatively than did Caucasian men. Ha et al have voiced concern about using the same criteria to recommend AS in African-American men as are currently used in non-African-American men. Virtually all the current data collected on AS from the major world studies involve Caucasian men, so current entry criteria may not be applicable to African-American men. 

In addition to Ha et al, a number of groups now have reported higher progression rates in African-American men on AS. Iremashvili et al from the University of Miami and Abern et al from my group at Duke University both reported in 2012 that African-American men did not fare as well in terms of the length of time they remained on AS. [8,9] Both of these studies were preliminary retrospective reviews and used the same currently accepted entry criteria for AS. Also of note, Drs. Sundi and Schaeffer of Johns Hopkins, my "opponents" in this Pro/Con, have recently reported some excellent work 
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showing that African-American men who met the criteria for AS and who underwent radical prostatectomy had bigger and higher-grade tumors than did their Caucasians counterparts. [10,11] Unfortunately, we have no prospective randomized controlled trials of AS for any ethnic group, much less for African-American men. 

I think we need to offer multidisciplinary education to all men—including all African-American men—with localized prostate cancer, and specifically discuss AS, radical prostatec- tomy, radiotherapy, and other treatment options with them. [12] However, for the African-American man with low-risk disease who is considering AS, we may want to be a little more cautious. We may want to consider multiparametric MRI, repeat confirmatory biopsy, genomic testing (such as Myriad s Prolaris test or the Oncotype DX Genomic Prostate Score), or more conservative follow-up intervals (for example, every 4 months rather than every 6 months).[13-15] 

One problem that I am seeing more often in practice is inappropriate or ill-advised AS. A fairly typical example is the man who is not a good candidate for AS, but who insists on it for fear of treatment or treatment side effects. I have coined the term "dumb active surveillance" or "dumb AS" to charac- terize this phenomenon, and we are studying this further at my center. I think this is happening due to the uncertainty surrounding the PSA test and the news about overtreatment of some men with localized disease. I have seen this occur also in some African-American men, and in these men, the con- sequences could be grave. This phenomenon may be seen in African-American men because of underinsurance, lack of insurance, fear and mistrust of the predominantly white healthcare system, or fear of side effects (particularly erectile dysfunction resulting from active treatment). Whatever the cause or causes, we need to be cognizant of this and be espe- cially sensitive to the need to provide proper education and counseling. 

I am also concerned that the latest controversy surround- ing use of the PSA test to screen for prostate cancer will erase the progress we have made in lessening the disparity in pros- tate cancer rates between African-American and Caucasian men and may further limit the number of African-American men in whom AS would be appropriate. I am worried that primary care doctors and providers will ignore the NCCN guidelines calling for a baseline PSA test at age 40. In my opinion, getting a baseline PSA level is especially important for African-American men, since they tend to get prostate cancer at younger ages than Caucasian men, and thus may have more to lose if the disease is not detected in an early cur- able state. 

In 2012, the US Preventive Services Task Force (USPSTF) released guidelines stating that, based on the currently avail- able randomized trials, PSA screening did not reduce prostate cancer mortality and suggesting that physicians stop ordering 

the PSA test. [16] This caused a firestorm, since many groups and individuals have disagreed with the Task Force and have re-emphasized the value of PSA testing. Unfortunately, the confusion itself may cause many doctors to stop recommend- ing PSA testing to their patients, with the result that even fewer African-American men may wind up getting tested. The American Urological Association (AUA) did not help, in my opinion, when they abandoned their support of popula- tion-based PSA screening and no longer recommended base- line PSA risk stratification at age 40. [17,18] The AUA now only recommends PSA testing every other year for men between the ages of 55 and 69. This maybe too little, too late for many African-American men and may further limit the ability to employ AS in this population, since few black men will present with disease in an early enough stage to be con- sidered for AS. 

Now that we are facing a backlash against PSA testing as a result of the USPSTF and AUA guideHnes,[16-18] I am afraid but fairly confident that we will see a return to an era when up to a quarter of men presented with incurable bony metastatic prostate cancer and faced a much shortened life expectancy. For African-American men, who generally present at a young- er age, we may go from seeing men in their mid-40s to late 50s who have a mildly to moderately elevated PSA level and an early-detected, curable prostate cancer, to men who show up in their mid-to-late 50s to mid-60s with metastatic disease and a dismal prognosis. We are entering an era of fewer men being eligible for AS. However, for those men who are eligible for AS, we still should offer it in a multi-discipline context but be more cautious and work up patients more carefully to better ensure true low-volume, low-grade, and low-stage disease. O 
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täte gland, especially in tbe setting of high-grade disease. [15] This finding adds to the complexity of AS for African- American men, given that dominant tumor nodules are more likely to be in the anterior aspect of the prostate gland, a difficult location to sample with standard biopsy tecbnique (wbicb uses a posterior approach). It is not known whether prostate imaging performed in African-American men wbo are AS candidates will be able to detect large anterior tumor nodules in order to aid risk stratification, altbougb this ques- 

tion merits prospective evaluation.
It is troubling tbat current risk-stratification tools are in- 

accurate wben applied to African-American men. Men witb favorable-risk prostate cancer wbo enroll in AS programs generally bave acceptable oncologic outcomes, but African- American men bave a distinct, elevated risk profile, wbicb may be tied to innate differences in cancer biology and/or tumor location. Even among men wbo meet NCCN very- low-risk criteria, African-Americans are approximately two to three times more likely to harbor undetected high-grade disease and adverse pathologic features at surgery, and to demonstrate progression to bigb-grade disease on serial bi- opsy. Tbis is not to say tbat AS is contraindicated for African- American men. However, AS in African-Americans sbould be undertaken witb substantial caution and only after tbe patient is counseled about his elevated oncologic risks. O 
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