
efficiency9 grounds, but—of more relevance for our
purposes—not even on equity grounds, as some studies
have shown that the public would rank older children
over younger ones.10 11 Although explicitly formulated
in some respects, this NHS policy again appears to lack
a clear reference to a guiding equity principle.

Sickle cell disease disproportionately affects certain
ethnic minority groups. The UK Standing Medical
Advisory Committee recommended the use of univer-
sal, rather than selective, neonatal screening policies
when ethnic minorities with a high risk comprise more
than 15% of the population.12 At this threshold the cost
of universal screening is as high as £430 000 to £1m
per life year saved (depending on the ethnic minority
mix) compared with selective screening.4 The adoption
of universal screening does not appear to be justified
by concerns for equity across ethnic groups, as the
benefits to the white northern European majority
would still be very small. Rather, it aims at reducing the
number of cases missed because of inaccuracies in the
selection. This NHS policy may reflect an aspiration to
equal access for equal need, but one pursued at a very
high cost. Significant efficiency gains may be sacrificed
for what seems to be an inappropriate conception of
equity in this context.

More examples of inconsistency can be found
among current NHS policies, and even greater
variation could be unveiled. But is it realistic to expect
health policymakers to develop sound and consistent
policies in the absence of evidence about the distribu-
tional effects of healthcare provision? Is it realistic to
expect them to address the equity versus efficiency
dilemma? A systematic review of the literature on
healthcare economic evaluations published in 1987-
974 shows a complete neglect of the equity dimension
within the studies surveyed. Not only did these studies
fail to incorporate equity measures in their cost
effectiveness calculations, they did not even provide
enough information for decision makers to make their
own judgments about the distributional impact of

given policies—for example, on the characteristics of
the population affected by the policy or on the policy’s
effectiveness and cost effectiveness in subgroups.

Our three case studies show the lack of a clear and
consistent definition of equity and the failure to strike
an acceptable balance between the policy goals of
equity and efficiency when these conflict. In different
ways researchers and policymakers share responsibility
for the inconsistent pursuit of equity in the NHS.
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Screening for prostate cancer in the UK
Seems to be creeping in by the back door

Screening for prostate cancer is controversial.
Findings from systematic and other reviews con-
sistently conclude that there is insufficient

evidence to recommend its introduction because of
concerns that it may not improve survival or quality of
life and may thus cause more harm than good.1–3 Cur-
rent government policy in the United Kingdom,
expressed in the NHS prostate cancer programme,
confirms this view, but adds that “any man considering
a PSA [prostate specific antigen] test will be given
detailed information to enable him to make an
informed choice about whether to proceed with a test
or not.”4 This implies that asymptomatic men may have
the test if they want, so there is now ambiguity about
whether screening is supported and confusion about
what this policy means in practice.

The assumption may be that most men will not
want to be tested once they are informed of the uncer-
tainties. In the United States several studies have shown
that informed choice can reduce prostate specific anti-
gen testing in some groups by up to one half.5–7 But this
may not apply in the United Kingdom. A systematic
review of the use of decision aids has shown that
though such aids result in higher levels of knowledge,
they have variable effects on the decisions themselves,
with reduced preferences for prostate specific antigen
testing found in two studies but no effect in two others.8

Further, close inspection of the landmark study5 shows
that though prostate specific antigen testing was
reduced by half among scheduled clinic attenders who
viewed a video, a parallel (rarely quoted) trial found
that only 3 out of 206 men attending free prostate spe-
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cific antigen clinics refused the test after viewing the
video.8 Prostate specific antigen testing in the NHS will
be free and available to those anxious about prostate
cancer. Moreover, in the feasibility study for the
ProtecT (Prostate testing for cancer and Treatment)
trial, around 90% of men given detailed information
about the implications of prostate specific antigen test-
ing and the lack of evidence about treatment
consented to a test.

Thus prostate cancer screening may creep in, even
though it does not satisfy the basic criteria for
screening.9 Though prostate cancer is clearly an
important public health problem (17 210 new cases
registered in England and Wales 1993 and 8570
deaths10), many uncertainties surround the acceptabil-
ity and efficiency of screening tests, the natural history
of the disease, and the effectiveness of treatments.

Serum prostate specific antigen testing is generally
considered to be acceptable, but confirmation of
cancer requires transrectal ultrasound and biopsy, an
uncomfortable procedure requiring prophylactic anti-
biotics. In terms of efficiency, about 10% of men aged
50-69 will have raised prostate specific antigen levels,
but only about a quarter will be confirmed to have
prostate cancer, and some tumours will be missed.

Clinically apparent prostate cancer is primarily a
disease of older men, and postmortem studies confirm
the aphorism that “more men die with prostate cancer
than of it.” Tumours are mostly slow growing and it is
not possible to distinguish with certainty between non-
fatal lesions, which probably require no treatment, and
fast growing tumours that metastasise quickly.
Although high grade tumours tend to behave
aggressively, there are uncertainties about the effective-
ness of early treatment.

Each of the main treatments—radical prostatec-
tomy, radiation therapy, and monitoring—has risks.
Radical treatments offer the potential for cure, but can
have serious side effects, including pain, hospitalisa-
tion, varying levels of incontinence and impotence,
and, rarely, death. With monitoring, men have to live
with the knowledge that they have untreated cancer
and the risk of progression that in a few cases may be
fatal.1 2

The new policy is likely to lead to increased detec-
tion of prostate cancer among asymptomatic men,
who will then be referred to specialist services. NHS
directives indicate that they must be seen within two
weeks, a speed incompatible with the degree of uncer-
tainty and which will put additional pressure on
stretched resources. What treatment should they then
receive? Studies have shown that specialists in the
United States and United Kingdom overwhelmingly
recommend the treatment they themselves deliver—
urologists radical prostatectomy and radiation
oncologists radical radiotherapy.11 12 Many of these
men will therefore be advised to receive radical treat-
ment, even though this is not based on sound
evidence.

These dilemmas illustrate the difficulties inherent
in devising evidence based policy where evidence is
weak and the options so disparate.13 The policy
outlined in the NHS programme4 is a reflection of the
confusion caused by fundamental uncertainties about
the effectiveness of early treatment for prostate cancer
in the context of consumer led demand for testing.

Clear and simple policy in this area will not be possible
until evidence shows whether or not screening can
improve survival and quality of life. In the meantime
the Department of Health should ensure that the
information to go with the new policy is accurate,
understandable, and acceptable to men who express
an interest in prostate specific antigen testing. In our
experience in the ProtecT study at least 20 minutes is
required to cover the main issues. In addition, it would
be helpful for men and general practitioners if strong
statements were issued explaining the uncertainties,
particularly that early detection and treatment of local-
ised prostate cancer is of unproved benefit and may be
harmful.

It is encouraging that there has been considerable
investment in prostate cancer research in the United
Kingdom, including the funding by the NHS Health
Technology Assessment Programme of the ProtecT
study, a randomised trial of radical prostatectomy, radi-
cal radiotherapy, and active monitoring for localised
prostate cancer. The results of this and other studies
should eventually determine the appropriateness of
prostate cancer screening, but until then the Depart-
ment of Health needs to reduce the ambiguity of its
policy to ensure that men concerned about prostate
cancer can make truly informed choices.
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