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Prostate Cancer Screening: Do USPTF 
recommendations risk advance disease?

• Opening remarks and Overview  of the issues Dr Bulova
• Discussion: the 2012 USPTF recommendation changes and in particular 

European trial vs flaws in PLCO study-Harms in 2012 vs 2022
• Was there associated harms from the recommendation

Advanced cancers/Staging shift
Increases in mortality

• MRI in detecting cancers and transperineal biopsy vs transrectal-game 
changer?

• Screening beyond 70- how to get patients to quit
• Screening in men with a family history of prostate cancer
• Dr Appleman’s synopsis of how to screen/PSA velocity etc



The Conundrum of Prostate Cancer screening

• USPSTF Guidelines:
– Grade C for screening with PSA in men between 55-69 with periodic 

prostate-specific-antigen (PSA) screening

– Grade D after age 70

– Men should have the opportunity to discuss the potential benefits and 
harms of screening
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Benefits:

4

Screening offers a small 
potential benefit of 

reducing the chance of 
death from prostate 
cancer in some men

Can prevent an 
estimated 1.3 men 

from dying of prostate 
cancer over 13 years 

per 1000 men screened

PSA screening may 
prevent approximately 
3 cases of metastatic 
prostate cancer per 
1000 men screened.



Benefits
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Troubles with the studies:
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• Nearly 90% of the control arm had received PSA 
screening before or during the trial

Prostate, Lung, 
Colorectal, and 
Ovarian (PLCO) 

Cancer Screening Trial

• Showed benefit – but not enough to support 
screening

• Could have benefited from longer follow up 
(under ten years)

European 
Randomized Study of 
Screening for Prostate 

Cancer
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ERSPC 13 Year Follow up
• Age 50-74. Median 60.
• 162,388 patients randomized (blinded)
• PSA screening every 4 years.  (median 2.3 times
• PSA threshold 3
• Primary endpoint- Prostate cancer specific 

survival

8



ERSPC 13 Year Follow up

• HR for Prostate cancer mortality 0.79 (0.73 
adjusted for non-participation)

• 781 screened to prevent one death from 
prostate cancer.

• No overall survival benefit.
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Ilic et al. Meta-analysis
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Ilic et al. Meta-analysis
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Benefits
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Results from 22 years of Followup in the Göteborg Randomized 
Population-Based Prostate Cancer Screening Trial
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• Screening group: prostate cancer mortality rate ratio of 0.71 
(95% CI, 0.55–0.91)

J Urol Aug 2022



Prostate CancerSEER Data trend
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Potential Harms:

• False Positive Results
• Overdiagnosis and Overtreatment
• Common treatment complications of 

incontinence and erectile dysfunction
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Potential Harms
• About 4 out of 5 men with an elevated PSA who are found on biopsy to have 

cancer have a low-risk form of the disease that is unlikely to kill them before 
something else does.

• Prostatectomy carries about a 40% risk for impotence and/or urinary 
incontinence and a 0.5% chance of dying from the operation, while pelvic 
radiation can lead to bladder and bowel irritation and bleeding.

• PSA values do not have clear outcomes
• Treating later stage cancers is getting better.  Does that mean the benefit of 

early screening goes down?
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Potential Harms
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Potential Harms
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NEJM
• The decrease in prostate cancer mortality has been achieved at significant cost: 

incidence increased to over 200 per 100,000, and more than a million men were 
diagnosed with a clinically insignificant “cancer” and received treatment for 
pathologic findings not destined to cause symptoms or death.

• Screening may more easily change the distribution of causes of death (trading off 
one cause for another) than extend life (as implied by promises to “save lives”).

• This issue is particularly relevant to PSA screening, since the median age at death 
due to prostate cancer is so high — 80 years (as compared with 72 for lung cancer 
and 68 for breast cancer)
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Questions:
• How to monitor PSA and at what interval?
• Are there advances in diagnosis to make testing more sensitive and 

specific? (MRI)
• Still doing blind biopsies and transrectal biopsies?
• How has late-stage Prostate Cancer treatment changed?
• Is the rate of later stage prostate cancer increasing as screening rates 

have gone down?
• Have the rates of impotence and incontinence changed?
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Goals

500 men randomized to:

-MRI with or without targeted biopsy
-38% clinically significant

-Standard TRUS-guided biopsy
-26% clinically significant
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