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BENEFITS AND HARMS OF SCREENING

 Effect on incidence

In a meta-analysis of four randomized trials including 675,232   participants, 

cancer was diagnosed more often in men who were screened

The incidence rate ratio was higher for screen-detected localized prostate 

cancers

ERSPC: Screening may reduce the risk for distant-stage prostate cancer

The absolute risk reduction of metastatic disease was 3.1 per 1000 men 

randomized

 Effect on mortality



❑ European Randomized Study of Screening for Prostate Cancer (ERSPC)

found a small absolute survival benefit with PSA screening; at 13 years

❑ The Prostate, Lung, Colorectal, and Ovarian (PLCO) Cancer Screening TriaL:

did not report a mortality benefit.

❑ GUTEBORS STUDY (sweden)

























:Risk-adjusted approach

We use Race, Age, and Family history to 

identify whether a man is at higher or average 

risk for prostate cancer





:Risk-adjusted approach

Average-risk men:.(ERSPC)

 suggest initiating discussion of screening for prostate cancer at age 50 years for average-

risk men as long as life expectancy is at least 10 years.

 some variability in the age at which expert guidelines recommend initiating discussion 

about screening for prostate cancer, mostly at age 50 or 55 years

higher-risk men:(should be informed potential benefits and risks of early screening are uncertain)

 screening at age 40 to 45 years with other men at higher risk for prostate cancer, 

including:

-Black men

-Men with a family history of prostate cancer, particularly in a first-degree 

relative who was diagnosed at age <65 years



:Risk-adjusted approach

BRCA carriers:

Men known or likely to carry BRCA1 or BRCA2 genetic mutations are at increased 
risk. Discussing screening for prostate cancer may begin as early as age 40 years



:Risk-adjusted approach

Average-risk men:.(ERSPC)

 suggest initiating discussion of screening for prostate cancer at age 50 years 
for average-risk men as long as life expectancy is at least 10 years.

 some variability in the age at which expert guidelines recommend initiating 
discussion about screening for prostate cancer, mostly at age 50 or 55 years

higher-risk men:
 screening at age 40 to 45 years with other men at higher risk for prostate 

cancer, including:

-Black men

-Men with a family history of prostate cancer, particularly in a first-degree 

relative who was diagnosed at age <65 years
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APPROACH TO SCREENING
Shared decision-making

Although the randomized trials of screening all have 
important methodological limitations, the best available 
evidence suggests that screening confers a small absolute 
benefit for reducing prostate cancer mortality and the 
risk of developing metastatic disease. However, the 
potential harms from screening that arise from false-
positive tests (eg, prostate biopsy, anxiety, overdiagnosis, 
and treatment complications) are common.



For average-risk men, many clinicians do not specifically 
advise in favor of or against screening. Men who are 
candidates for screening should be engaged in shared 
decision-making about whether they choose to be 
screened. Individual patient preferences for specific 
health outcomes are a deciding factor in determining 
whether to screen for prostate cancer. Decision aids may 
help patients receive consistent, complete, objective 
information.

Men who are being screened for prostate cancer should 
.have a life expectancy of at least 10 years
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➢ The best available evidence from randomized trials found 
that screening has at most a small benefit in reducing 
prostate cancer mortality and the risk of developing 
metastatic disease.

➢ The potential benefits of screening must be balanced 
against the potential harms to quality of life, including the 
risks of false-positive tests, prostate biopsy, anxiety, 
overdiagnosis, and treatment complications.



➢ Without screening, many cases of prostate cancer do not ever 
become clinically evident.

➢ At autopsy of men who died of other causes, prostate cancer 
detection rates (approximately 30 percent for men in their fifties 
and up to 70 percent for men in their seventies), are higher than 
the lifetime incidence of diagnosed prostate cancer in the 
population



➢ We do not perform digital rectal examination (DRE) as part 
of screening However, if a DRE is performed, men with a 
nodule, induration, or asymmetry on prostate examination 
should be referred to a urologist, regardless of the PSA level.



➢ For a man being screened for prostate cancer who is taking a 5-alpha 
reductase inhibitor (ARI) for benign prostatic hyperplasia (BPH), 
the PSA result needs to be corrected prior to interpretation. 
Additionally, a man taking finasteride or dutasteride for BPH with a 
confirmed PSA level rise >0.5 ng/mL (over any time frame) should 
be considered for urology referral.

➢ Men with a PSA level above 7 ng/mL should be referred, without 
further testing, to a urologist for evaluation.

➢ For men with a PSA level between 4 and 7 ng/mL, we repeat the PSA 
testing in six to eight weeks. Factors known to transiently increase 
PSA should be addressed prior to repeating the PSA test. Men with a 
repeat PSA level >4 ng/mL should be referred to a urologist for 

evaluation.



➢ lowering the PSA cutoff worsens specificity and 
overdiagnosis. A PSA cutoff of 3.0 ng/mL has a specificity of 
about 85 percent for detection of any prostate cancer It has 
been projected that if the PSA cutoff was lowered to 2.5 
ng/mL, the number of men whose PSA is defined as 
abnormal would double.

➢ Additionally, many of the cancers that would be detected at 
these lower PSA levels may never have become clinically 
evident, so detecting them by using a lower PSA .cutoff 
would lead to overdiagnosis and overtreatment



- There should be a suitable test or examination. 
High sensitivity, specifity, PPV) )- Has a high level of accuracy

- Disease with  High incidence

- The screening test must be acceptable to the population and cause  
.minimal discomfort

-Screening should lower specific morbidity and increase
survival. 

- cost of screening (including diagnosis and treatment of patients 
diagnosed) should be economically balanced.



:Risk-adjusted approach



• Utilizing psa better

• New biomarkers aid selection for biopsy

• Prostate MRI fusion biopsy

• New Genomic testing




