Ten Things Physicians and Patients Should Question

1

Don’t order tests to detect recurrent cancer in asymptomatic patients if
there is not a realistic expectation that early detection of recurrence can
improve survival or quality of life.
In some specific situations, the early detection of cancer recurrence (local and/or distant) may increase the likelihood of
successful subsequent curative treatment. However, in many circumstances, earlier knowledge of recurrence does not
improve outcome. As such, it is important to balance the information that can come from advanced testing with what is
best for the individual patient. Specifically, the need for patient reassurance should be balanced against the anxiety and
uncertainty provoked by extensive follow-up testing when there is not a realistic expectation that the early identification of
recurrence may improve survival or quality of life.

2

Don’t perform routine cancer screening, or surveillance for a new primary
cancer, in the majority of patients with metastatic disease.

3

Avoid chemotherapy and instead focus on symptom relief and palliative
care in patients with advanced cancer unlikely to benefit from
chemotherapy (e.g., performance status 3 or 4).

Screening for cancer can be lifesaving in otherwise healthy at-risk patients. While screening tests lead to a mortality benefit
which emerges years after the test is performed, they expose patients to immediate potential harms. In general, patients with
metastatic cancer have competing mortality risks that would outweigh the mortality benefits of screening as demonstrated
in healthy patients. In fact, patients with metastatic disease may be more likely to experience harm since patients with
limited life expectancy are more likely to be frail and more susceptible to complications of testing and treatments. Therefore,
the balance of potential benefits and harms does not favor recommending screening for a new asymptomatic primary
malignancy in most patients with metastatic disease. Screening may be considered in a very small subgroup of patients
where metastatic disease is relatively indolent, or its treatment is expected to result in prolonged survival.

Studies show that, in general, cancer directed treatments are likely to be ineffective for patients with solid organ tumours who
are markedly debilitated by their cancer (i.e., performance status 3 or 4). Exceptions may include patients with functional
limitations due to other conditions resulting in a low performance status, or selected patients with specific disease types (e.g.,
germ cell cancer) or characteristics (e.g., mutations) that suggest a high likelihood of response to therapy. It has also been
shown that appropriate symptom control and palliative care can significantly improve quality of life.

4

Don’t perform routine colonoscopic surveillance every year in patients
following their colon cancer surgery; instead, frequency should be based
on the findings of the prior colonoscopy and corresponding guidelines.
Studies have shown clearly that, in the absence of heredity syndromes, the progression from polyp to cancer (adenoma
carcinoma sequence) occurs over many years. Thus, the timing of a follow-up surveillance colonoscopy should be
determined based on the results of a previous high-quality colonoscopy. Typical colonoscopic surveillance following colon
cancer surgery consists of a colonoscopy at one year; thereafter it should not typically exceed every 3 years following
detection of an advanced polyp, or every 5 years following a normal exam or one showing small polyps. In Canada, there is
both evidence of overuse of surveillance colonoscopy following colon cancer resection and, in areas, a limited availability of
endoscopy resources.

5

Don’t delay or avoid palliative care for a patient with metastatic cancer
because they are pursuing disease-directed treatment.
Numerous studies—including randomized trials—show that palliative care improves pain and symptom control, improves
family satisfaction with care, and reduces costs. Palliative care does not accelerate death, and may prolong life in selected
populations. The benefits of disease-directed treatment (e.g., chemotherapy or radiation) can be enhanced by early
consideration of palliative care.

6

Don’t recommend more than a single fraction of palliative radiation for an
uncomplicated painful bone metastasis.

7

Don’t initiate management in patients with low-risk prostate cancer (T1/
T2, PSA < 10 ng/ml, and Gleason score < 7) without first discussing active
surveillance.

Randomized trials have established that single-fraction radiation to a previously unirradiated, uncomplicated peripheral
bone or vertebral metastasis provides comparable pain relief and morbidity compared to multiple-fraction regimens, while
optimizing patient and caregiver convenience. Although it results in a higher incidence of retreatment at a later date (20%
vs. 8 % for multi-fraction regimens), the decreased patient burden usually outweighs any considerations of long-term
effectiveness for those with a limited life expectancy.

Patients with localized prostate cancer have a number of reasonable management options. These include surgery, radiation,
as well as conservative monitoring without therapy in appropriate patients. Shared decision-making between the patient and
the physician can lead to better alignment of patient goals with treatment and more efficient care delivery. The use of patientdirected written decision aids concerning prostate cancer can give patients confidence about their choices, and improve
compliance with therapy. Discussion regarding active surveillance should include both the elements and timing of such
surveillance, and emphasize the need for compliance.

8

Don’t initiate whole breast radiotherapy in 25 fractions as a part of breast
conservation therapy in women age ≥50 with early stage invasive breast
cancer without considering shorter treatment schedules.
Whole breast radiotherapy is beneficial for most women with invasive breast cancer treated with breast conservation
therapy. Many studies have utilized “conventionally fractionated” schedules that deliver therapy over 5 to 6 weeks, often
followed by 1 to 2 weeks of boost therapy. However, more recent evidence (including a major study from Canada) has
demonstrated equivalent tumour control and cosmetic outcome in specific patient populations with shorter courses of therapy
(approximately 3 to 4 weeks). Patients and their physicians should review these options to determine the most appropriate
course of therapy.

9

Don’t deliver care (e.g., follow-up) in a high-cost setting (e.g., inpatient,
cancer center) that could be delivered just as effectively in a lower-cost
setting (e.g., primary care).
Several studies (including randomized clinical trials) have demonstrated that surveillance following definitive cancer therapy
can be performed equally well, and in a more patient-centered fashion, within a primary care setting. With the substantial
increase in cancer survivors, the traditional practice of providing routine follow-up care through specialist cancer centres is
placing rising demands and competing with other care delivery functions of such centres. Primary care providers are both
willing to provide follow-up cancer care and have repeatedly assumed such responsibility. Despite this, the transition to
primary care in Canada has been both variable and incomplete.

routinely use extensive locoregional therapy in most cancer
10 Don’t
situations where there is metastatic disease and minimal symptoms
attributable to the primary tumour (e.g., colorectal cancer).

In the past, extensive local regional therapies (e.g., surgery) were often provided in patients with metastatic disease,
regardless of the symptomatology of the primary tumour. However, recent evidence has suggested that in many cases
these therapies do not improve outcome and, at times, delay the more important treatment of metastatic disease (e.g.,
chemotherapy). In general, patients with metastatic disease from solid organ malignancies and a relatively asymptomatic
primary tumour should be considered for systemic therapy as a priority; the delay in systemic therapy and potential additional
morbidity arising from extensive locoregional therapies should be avoided in these patients.

How the list was created
To help create the cancer specific list for Choosing Wisely Canada, a Tri-Society Task Force was convened by the Canadian
Partnership Against Cancer in late 2013. The Task Force included representatives from the Canadian Association of Radiation
Oncology (CARO), Canadian Association of Medical Oncologists (CAMO) and Canadian Society of Surgical Oncology
(CSSO). Through a multipronged consensus process of the Task Force, along with broader society member engagement, an
initial list of 66 practices was generated. In addition, a framework for subsequent selection of low value/harmful practices was
established and included the following elements: (1) the size of population to which practice is relevant; (2) the frequency of
use of the practice in Canada; (3) the cost of the practice; (4) the evidence/degree of harm of practice; and (5) the potential
for change in use of the practice. Based on this framework, and after an iterative adjudication and voting process, this list was
first reduced to a long list of 41 practices, then to a short list of 19 practices, and subsequently to a final list of 10 low value,
unnecessary, or harmful practices. Many practices were considered, including cancer-related practices previously identified
in the U.S. Choosing Wisely® campaign. Recommendation 3 was adapted with permission from the Five Things Physicians
and Patients Should Question. © 2014 American Society of Clinical Oncology. All rights reserved. Recommendations 5 and 6
were adapted with permission from the Five Things Physicians and Patients Should Question. © 2013 American Academy of
Hospice and Palliative Medicine. Recommendations 7 and 8 were adapted with permission from the Five Things Physicians
and Patients Should Question. © 2013 American Society for Radiation Oncology.
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About Choosing Wisely Canada
Choosing Wisely Canada is a campaign to help physicians and patients
engage in conversations about unnecessary tests, treatments and
procedures, and to help physicians and patients make smart and
effective choices to ensure high-quality care. For more information on
Choosing Wisely Canada or to see other lists of Five Things Physicians
and Patients Should Question, visit www.choosingwiselycanada.org. Join
the conversation on Twitter @ChooseWiselyCA.
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