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Bloodletting and the management of localized prostate cancer
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apies for maladies of all kinds, including deadly
tumours, was bloodletting.! Multiple observations
from respected clinicians and medical centres unequivo-
cally showed that most sick patients survived after a simple
bloodletting.? It soon became a standard therapy that few
clinicians would question, especially since physicians had
few procedures to use for many of the illnesses of the day;
they all agreed that they could not just do nothing and hope
the patient could live without intervention. The clinical sci-
entists soon figured out that they could not save all their
patients with bloodletting; they learned that patients who
did the best were those who were the healthiest and had the
less severe disease characteristics.' Controversy, however,
raged between physicians and learned clinical centre, with
others believing that in severe cases, abundant bloodletting
appeared to work better than local bleeding.* The duration
of disease was on average shorter in those who had been
bled early compared to those bled late.* However, it became
apparent that more patients who had early bloodletting died
compared to those bled late. The debate, which seemed end-
less, concerned ideal patient selection, as well as perfecting
the timing, the rate, the volume, the frequency and even the
location of the procedure.’* To decrease morbidity, physi-
cians were encouraged to use a “nerve sparing” approach
to venesection.® Although relatively safe, clinician scien-
tists developed better “minimally invasive” ways to bloodlet
(“cupping” vs. “lancing”), and although not as simple or less
expensive, it seemed to provide the same benefit with less
scarring and earlier recovery.® Patients flocked to physicians
who appeared to be on the cutting edge in the art, science
and technology of bloodletting.
However, a newer generation of clinicians began to
question some of the practices of their teachers and even,
to the horror and consternation of their older colleagues,

l , p to 150 years ago, one of the most accepted ther-

wonder if bloodletting was really curing the right patients.”
Some of this younger generation of evidence-seeking phy-
sicians started reporting that patients who did not undergo
the procedure did as well as those who underwent the pro-
cedure.?? But the older respected physicians who staked
their career and reputations on bloodletting continued to
insist on the benefits of this most traditional of all interven-
tional therapies.'® Bitter disagreements and debates ensued
about the proper relationship between tradition, experience,
empirical observation and the clinical sciences in regard
to bloodletting."" Traditionalists firmly believed that results
obtained by analyses of large groups of patients were not
universally applicable to the single individual presenting
in their examining room.'? The popularity of bloodletting
started to decline when it was unequivocally shown that
patients who had the procedure may have been harmed by
it, had a slower recovery, poorer quality of life and even
hastened the death of some patients who would normally
have been expected to live."*'* A number of respected physi-
cians, including William Osler in his 1892 “The Principles
and Practice of Medicine,” believed the medical profession
was too hasty to abandon bloodletting and remained an
advocate for selected patients, particularly young healthy
patients with early disease.’ Despite being defended by
some leading clinicians, bloodletting disappeared from med-
ical practice when newer, less intrusive and more in vogue
treatments (pharmaceutical concoctions based on arsenic
and lead ingredients) became the latest therapeutic trend.
Bloodletting, once absolutely believed to be the optimal
medical/surgical procedure in terms of its perceived benefits
versus it known risks, is now only a footnote in history.

If you are asking yourself, what does this article have to
do with the early management of prostate cancer, please
reread this commentary with an open mind. Future genera-
tions of physicians will judge us by how we approach the
observations, science and paradoxes that now confront us
as we decide to do more good than harm for patients we are
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diagnosing and treating with localized prostate cancer. Let
us hope that our present strategy of prostate cancer screening
and management is looked on more kindly by history than
it did with our bloodletting predecessors.
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