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The U.S. Preventive Services Task Force’s 
(USPSTF) recent recommendation against 
PSA-based screening for prostate cancer1 has 
sparked renewed controversy over the value of 
screening. Understandably, this has put many 
primary care physicians in a difficult position to 
know what to do in advising their patients.

As a member of a large urology group that 
extensively uses PSA testing in our everyday 
practice, I believe it is ill-advised to adopt a 
“one-size-fits-all” policy that recommends 
against screening for all patients. Here’s why:

Prostate cancer is the most common cancer 
in American men after skin cancer.2 It is the 
second-leading cause of cancer death among 
American men behind lung cancer.3 This 
year, it is expected that 241,740 new cases 
of prostate cancer will be diagnosed in the 
United States, and about 28,000 men will die 
from this disease.4

In Alabama, prostate cancer is particularly 
lethal. The death rate from prostate cancer 
in Alabama is the third-highest in the nation, 
and for African-American men in this state, 
the death rate due to prostate cancer is the 
highest in the nation.5 We believe that the rea-

son for these disturbing statistics is that many 
men in Alabama don’t have the opportunity 
for early detection and treatment.

Consider this:

Since the advent of widespread screening, the 
death rate from prostate cancer has declined 
more than 40 percent.6 In addition, the reduction 
in advanced disease has been truly remarkable: 
in 1991, before PSA testing was widely avail-
able, 20 percent of men were diagnosed with 
prostate cancer that had metastasized; today, 
that number is less than 4 percent.7

A recent study published in Cancer (July 30, 
2012) concluded that, if pre-PSA-era rates were 
present in the modern U.S. population, the total 
number of men presenting with metastatic pros-
tate cancer would be approximately three times 
greater than the number actually observed.8

So why the controversy?

In May 2012, the USPSTF recommended 
against PSA-based screening for prostate 
cancer.9 The Task Force said that the reduc-
tion in prostate cancer mortality is at most 
very small and that there is a moderate cer-

tainty that the benefits of PSA-based screen-
ing do not outweigh the harms.

The USPSTF’s recommendation was based 
on two studies that appeared in The New 
England Journal of Medicine in 2009: the 
U.S. PLCO (Prostate, Lung, Colorectal and 
Ovarian) Cancer Screening Trial10 and the 
ERSPC (European Randomized Study of 
Screening for Prostate Cancer).11

The PLCO study showed no survival ben-
efit from prostate cancer screening after 
seven years of follow-up, but for prostate 
cancer, that time period is too short to see 
any meaningful difference between treated 
and untreated groups. Also, 40 percent of the 
“unscreened” patients were screened prior to 
entering the study, and at 10 years, the data 
were only 67 percent complete.

The ERSPC study showed a 20 percent 
higher death rate in unscreened patients, 
and the median follow-up was nine years. 
The study concluded that prostate cancer 
screening decreased the death rate but re-
sulted in significant overdiagnosis. Remov-
ing the data contamination in the ERSPC 
study showed that there was a 31 percent 
reduction in prostate cancer deaths.12

More recent studies demonstrate a clear ad-
vantage to prostate cancer screening. For 
example, the Gőteborg study showed that 
prostate cancer mortality was reduced almost 
by half as a result of PSA testing; this study 
involved 20,000 men during a 14-year pe-
riod and was partially funded by the NIH.13 
A 2012 update of the ERSPC study showed 
a 38 percent survival advantage in screened 
patients during years 10 and 11 of follow-up.14

Other research points to a conclusion that, 
while many prostate cancers are cured, not all 
need to be cured. A recent article in The New 
England Journal of Medicine showed that for 
some patients with low-risk prostate cancer, 
the survival without treatments was equal to 
the survival with radical prostatectomy.15

At present, being able to distinguish the ag-
gressive cancers from the “insignificant” 
cancers is somewhat problematic. We clearly 
need better methods to determine the differ-
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ence in the cancers that need to be treated 
and those that don’t.

We can certainly hasten that day by advocat-
ing more forcefully for increased funding for 
prostate cancer research. Recent data shows 
that breast cancer research is funded at a rate 
of more than twice that for prostate cancer.16

Until a better screening test is developed, more 
can be done to make PSA screening more se-
lective. For example, if a man’s PSA is less than 
1 at age 40 — the American Urological Associ-
ation’s recommended starting age for prostate 
cancer screening17 — then he probably doesn’t 
need to be screened on a yearly basis until he 
reaches age 50.

As with all things in medicine, our knowledge 
of prostate cancer and its detection is evolving. 
But should we abandon PSA-based screening 
just because it has some shortcomings?

I, along with other urologists I practice with, 
think not. We strongly believe that the PSA 
test, when properly interpreted, continues to 
be a useful test in the early detection of pros-
tate cancer and that patients should have the 
right to decide whether to be screened after 
consultation with their physician.

Should you recommend prostate cancer 
screening for your patients? Look at the objec-
tive data, and you be the judge.
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The Alabama Academy of Family Physicians will be hosting two 
events for our resident members in conjunction with our Life Stag-
es ’12 Fall Form meeting, which will be held December 8-9 at the 
Embassy Suites, Hoover, Alabama.

We will hold our fourth annual Poster Presentation program for our 
resident members on December 8. The selection of a topic is up to 
you. We will supply a mounting station for you to use to present 
your posters. Setup time will be from 8 until 8:45 a.m., and they 
will be located in the lobby outside the CME meeting rooms. Dur-
ing the lunch and afternoon break, we will encourage our attendees 
to visit the posters and discuss them with you. This is regarded as a 
scholarly activity by the Residency Review Commission.

Later on December 8, from 9 a.m. until 12:30 p.m., we will hold our 
annual “Starting Your Practice” seminar, full of information you need 
to know before going out on your own to establish your medical prac-
tice. We will present such topics as managing your money and basic 
finance information; selecting the right kind of practice for you (solo, 

group, employee, etc.); selecting insurance coverage (from medical li-
ability to coverage for your building or employees health); avoiding li-
censure problems with the Board of Medical Examiners; dealing with 
all kinds of contracts; dealing with personnel and employee issues; and 
other things that will help you. Following the seminar will be the busi-
ness meeting with the election of the 2012-2013 officers.

There is no cost to attend the seminar or to participate in the post-
er presentations, and 
we will even provide 
lunch and refresh-
ment breaks. Please 
mark your calen-
dar for December 
8-9, 2012, and make 
plans to be with us.

We look forward to 
seeing you in Hoover.

2012 Resident Member “Starting Your Practice” 
Workshop and Poster Presentation
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