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PSA	
  Screening	
  RecommendaFons	
  of	
  Major	
  SocieFes	
  
Organiza(on	
   Who	
  	
  To	
  Screen	
   Screening	
  Interval	
  

USPSTF,	
  2012	
   Should	
  not	
  be	
  offered,	
  consider	
  shared	
  
decision	
  making	
  (SDM)	
  

na	
  

AUA,	
  2013	
   55-­‐69	
  y	
  or	
  ≥	
  70	
  with	
  10	
  to	
  15	
  y	
  life	
  expectancy,	
  
use	
  SDM;	
  <	
  55	
  y	
  individualize	
  approach	
  

Consider	
  2	
  y	
  interval	
  over	
  
annual;	
  may	
  individualize	
  
depending	
  on	
  iniFal	
  level	
  

ASCO,	
  2012	
   Men	
  with	
  life	
  expectancy	
  >	
  10	
  y,	
  SDM	
   none	
  

ACS,	
  2010	
   >50	
  y	
  at	
  average	
  risk	
  with	
  10	
  y	
  life	
  expectancy	
  
use	
  SDM;	
  45	
  y	
  high	
  risk,	
  40	
  y	
  very	
  high	
  risk	
  

Annual	
  if	
  ≥	
  2.5	
  ng/m;	
  
biannual	
  if	
  <	
  2.5	
  ng/ml	
  
Biopsy	
  if	
  >	
  4	
  ng/dl,	
  
individualize	
  2.5-­‐4	
  ng/ml	
  

ACP,	
  2013	
   >50	
  y	
  at	
  average	
  risk	
  with	
  10	
  y	
  life	
  expectancy	
  
use	
  SDM;	
  45	
  y	
  high	
  risk,	
  40	
  y	
  very	
  high	
  risk	
  

Consider	
  longer	
  intervals	
  
than	
  yearly	
  

EAU,	
  2013	
   Baseline	
  PSA	
  ≥	
  40	
  –	
  45	
  y	
   2-­‐4	
  y	
  with	
  PSA	
  >	
  1µg/L	
  at	
  
45-­‐59	
  y	
  and	
  up	
  to	
  8	
  y	
  if	
  
PSA	
  <	
  1µg/L	
  

	
  Hayes	
  J,	
  Barry	
  M.	
  JAMA.	
  2014;311(11):1134-­‐1149.	
  	
  



Tenets	
  of	
  Shared	
  Decision	
  Making	
  

•   Provision	
  of	
  informaFon	
  	
  
–  Balanced	
  and	
  evidence	
  based	
  
–  Harms	
  and	
  benefits	
  of	
  each	
  opFon	
  

•   ElicitaFon	
  of	
  paFent’s	
  perspecFve	
  
–  Asking	
  about	
  prior	
  experiences	
  
–  Understanding	
  and	
  discussing	
  concerns	
  
–  DelineaFng	
  preferences	
  regarding	
  screening	
  opFons	
  

•   Guiding	
  final	
  decision	
  making	
  (without	
  direcFng)	
  

Feng	
  B,	
  	
  et	
  al.	
  Ann	
  Fam	
  Med.	
  2013	
  Jul-­‐Aug;11(4):315-­‐23.	
  



The	
  Bad	
  News:	
  	
  PSA	
  is	
  not	
  a	
  great	
  Test	
  

•   PSA	
  is	
  prostate	
  specific.	
  	
  ElevaFons	
  occur	
  with	
  
•   Cancer	
  (poor	
  sensiFvity)	
  
•   Benign	
  prostaFc	
  hypertrophy	
  
•   ProstaFFs	
  

•   AnFbioFcs	
  decrease	
  PSA	
  in	
  30%	
  if	
  infected	
  

•   Trauma,	
  instrumentaFon	
  
•   Does	
  not	
  increase	
  with	
  sex	
  or	
  DRE	
  	
  

•   15%	
  variaFon	
  week	
  to	
  week	
  
•   Assay	
  variability	
  up	
  to	
  20%	
  



The	
  Dilemma	
  of	
  a	
  Limited	
  Test	
  

•   Serum	
  PSA	
  has	
  a	
  high	
  false	
  posiFve	
  rate	
  
•   Over	
  1	
  million	
  prostate	
  biopsies	
  performed	
  
annually	
  in	
  the	
  US	
  
–   75%	
  biopsies	
  have	
  low-­‐grade	
  indolent	
  (Gleason	
  6)	
  or	
  
no	
  prostate	
  cancer	
  

–   Serious	
  complicaFons	
  of	
  biopsies	
  include	
  infecFon	
  and	
  
hospitalizaFon	
  

•   Following	
  the	
  USPSTF	
  recommendaFons	
  misses	
  
an	
  opportunity	
  to	
  detect	
  and	
  treat	
  men	
  with	
  high	
  
grade	
  prostate	
  cancer	
  (Gleason	
  grade	
  ≥	
  7)	
  



Who	
  is	
  Ordering	
  PSA	
  tests?	
  

Specialty	
   Percent	
  

Internal	
  Medicine	
   64.9	
  

Family	
  Medicine	
   23.7	
  

Urology	
   6.1	
  

Hem/Onc	
   1.3	
  

Aslani	
  	
  A,	
  et	
  al.	
  J	
  Urol	
  (2013),	
  do:10.1016/j.juro.2013.12.010	
  



Patient Name       DOB      Date     
LMP   BP    Ht    Wt    Pulse     Temp    
Allergies            PHQ score              . 
Chief Complaint                      BMI     
Advance Directive Discussed   Yes    No 
 PAST MEDICAL HISTORY   PAST SURGICAL HISTORY 
1.     6.     1.        
2.     7.     2.        
3.     8.     3.        
4.     9.     4.        
5.     10.     5.        

  MEDICATIONS    PATIENT EDUCATION 
1.     6.     1.  SELF EXAM - BREAST   
2.     7.     2.  SELF EXAM -TESTICULAR  
3.     8.     3.  NUTRITION/DIET    
4.     9.                4.____SAFETY/INJURYPREVENTION 
5.     10.     
     

FAMILY HISTORY     REVIEW OF SYSTEMS 
MO      GEN       HEENT      
FA      HEME       CVS          
SIS (  )      DISEASE    PULM      
BRO (  )      NEURO       GI      
GRAND     SKIN       GU     
OTHER     ENDO       SEX     
      REPRO   _____________ MUSCUL ___________________ 
Date of last PE                                               PSYCH                                                                                      . 

  PHYSICAL     SOCIAL HISTORY 
General      Tobacco:   Current    Former    Never 
Integ       Ready to Quit:       Yes    No 
HEENT      Cessation Discussed:     Yes    No  
Neck/Bck      Length of Discussion:  3-10min   10+min 
Cardiac      ETOH:        Yes    No 
Chest                                      . Marital Status:   M   S   D   Widow     
Breasts      Employed:    Yes       No       Student 
Abdomen       Type:                                                  
Rectal        DIABETIC        YES  �      NO  �                        
Prostate      Last HgA1C   Bun       Cr                                           
Genitalia      Last Eye             Last Foot              . 
EXT       BS Range/Home            . Micro                  . 
Neuro        
         IMPRESSION  
 LABORATORY    1.    5.     
MAM              URINE    2.    6.     
EKG                                  3.    7.     
PFT                                            4.    8.     
DEXA                  Hb                   PLAN     
Sig/Col      FBS                         . 1.    5.     
Flu Vac      Td/TDaP                 2.    6.     
Pneumo Vac       TSH      3.    7.     

Chol                                PSA                          4.    8.     

The	
  Annual	
  
Check	
  Up	
  
Form	
  



The	
  PSA	
  Dilemma	
  
What	
  does	
  the	
  Value	
  Mean?	
  

Velocity?	
  

Density?	
  

4.0?	
  

Age	
  Changes?	
  



Shared	
  Decision	
  Making	
  and	
  PSA	
  TesFng:	
  	
  
Results	
  from	
  a	
  NaFonal	
  Survey	
  

55%	
  
22%	
  

10%	
   14%	
  

Received	
  all	
  	
  
tenets	
  of	
  shared	
  
decision	
  making	
  

Ever	
  had	
  a	
  PSA	
  
test	
  

(ages	
  50	
  –	
  74)	
   Understand	
  
some	
  doctors	
  
recommend	
  the	
  
test	
  and	
  others	
  

do	
  not	
  
Informed	
  that	
  no	
  
one	
  is	
  sure	
  if	
  PSA	
  
tesFng	
  saves	
  lives	
  

Leyva	
  B,	
  Persoskie	
  A,	
  O8enbacher	
  A,	
  et	
  al.	
  J	
  Cancer	
  Educ.	
  2015	
  Oct	
  26.	
  (epub	
  ahead	
  of	
  print)	
  



Understanding	
  the	
  Misunderstanding	
  
of	
  the	
  PSA	
  

•   Survey	
  at	
  the	
  2015	
  AAFP	
  meeFng	
  in	
  Denver	
  
•   153	
  parFcipants	
  

–   96	
  male	
  
–   49	
  female	
  
–   8	
  undeclared	
  

•   Years	
  in	
  pracFce	
  	
  19.22	
  
•   Type	
  of	
  pracFce	
  

–   9	
  residents	
  
–   75	
  employed	
  
–   62	
  private	
  	
  
–   7	
  undeclared	
  



Which	
  of	
  the	
  following	
  best	
  describes	
  
your	
  pracFce	
  in	
  terms	
  of	
  prostate	
  

cancer	
  screening	
  with	
  PSA?	
  
A.  I	
  do	
  not	
  recommend	
  PSA	
  based	
  screening	
   35	
  (23%)	
  

B.	
  	
  I	
  start	
  tesFng	
  at	
  age	
  45	
  years	
  as	
  a	
  baseline	
  level	
  and	
  
tailor	
  subsequent	
  screening	
  intervals	
  based	
  on	
  baseline	
  
PSA	
  

59	
  (39%)	
  

C.	
  	
  I	
  start	
  tesFng	
  at	
  age	
  55	
  –	
  69	
  years	
  of	
  age	
  or	
  70	
  years	
  
of	
  age	
  and	
  older	
  with	
  a	
  10-­‐15	
  year	
  life	
  expectancy	
  

48	
  (31%)	
  

A	
  +	
  B	
   2	
  (1%)	
  
A	
  +	
  C	
   1	
  (<1%)	
  
B	
  +	
  C	
   3	
  (2%)	
  
No	
  Answer	
   5	
  (3%)	
  



Which	
  prostate	
  cancer	
  screening	
  guideline	
  
or	
  recommendaFons	
  do	
  you	
  follow? 	
  	
  

	
  
USPSTF	
  -­‐	
  Do	
  not	
  screen	
   68	
  (44%)	
  

AAFP	
  	
  -­‐	
  Do	
  not	
  screen	
   30	
  (20%)	
  

AUA	
  -­‐	
  start	
  tes.ng	
  at	
  age	
  55	
  –	
  69	
  years	
  of	
  age	
  or	
  70	
  
years	
  of	
  age	
  and	
  older	
  with	
  a	
  10-­‐15	
  year	
  life	
  expectancy	
  

13	
  (9%)	
  

NCCN	
  -­‐	
  start	
  tes.ng	
  at	
  age	
  45	
  years	
  as	
  a	
  baseline	
  level	
  
and	
  tailor	
  subsequent	
  screening	
  intervals	
  	
  

1	
  (<1%)	
  

USPSTF	
  +	
  AAFP	
   12	
  (8%)	
  
USPSTF	
  +	
  AUA	
   4	
  (3%)	
  
USPSTF	
  +	
  NCCN	
   2	
  (1%)	
  
NCCN	
  +	
  AUA	
   1	
  (<1%)	
  
NONE	
   18	
  (12%)	
  
“their	
  own”	
   3	
  (2%)	
  



For	
  those	
  who	
  stated	
  that	
  “I	
  do	
  not	
  recommend	
  
PSA	
  based	
  screening	
  (n=35)”	
  

Which	
  prostate	
  cancer	
  screening	
  guideline	
  
or	
  recommenda4ons	
  do	
  you	
  follow?	
  

	
  
USPSTF	
   19	
  (54%)	
  
AAFP	
   3	
  (9%)	
  
AUA	
   6	
  
NCCN	
   0	
  
USPSTF	
  +	
  AAFP	
   5	
  (14%)	
  
USPSTF	
  +	
  AUA	
   1	
  
USPSTF	
  +	
  NCCN	
  +	
  AUA	
   1	
  
NCCN	
  +	
  AUA	
   1	
  

77%	
  knew	
  
the	
  

correct	
  
guideline	
  



For	
  those	
  who	
  stated	
  that	
  “I	
  start	
  tesFng	
  at	
  age	
  
55	
  –	
  69	
  years	
  of	
  age	
  or	
  70	
  years	
  of	
  age	
  and	
  older	
  

with	
  a	
  10-­‐15	
  year	
  life	
  expectancy	
  (n=48)”	
  
Which	
  prostate	
  cancer	
  screening	
  guideline	
  

or	
  recommenda4ons	
  do	
  you	
  follow?	
  
	
  USPSTF	
   19	
  

AAFP	
   13	
  

AUA	
   5	
  (10%)	
  

USPSTF	
  +	
  AAFP	
   6	
  

USPSTF	
  +	
  AUA	
   1	
  

No	
  Answer	
   4	
  

10%	
  knew	
  the	
  
correct	
  
guideline	
  



If	
  you	
  screen,	
  at	
  what	
  age	
  do	
  you	
  start	
  
screening?	
  (n=118)	
  

	
  
What	
  is	
  a	
  suspicious	
  PSA	
  in	
  a	
  pa(ent	
  age	
  59?	
  

(n=100)	
  

	
  
What	
  is	
  a	
  suspicious	
  PSA	
  in	
  a	
  pa(ent	
  over	
  60?	
  

(n=93)	
  
	
  

Average	
   48.5	
  

Range	
   1.5	
  -­‐	
  10	
  

Average	
   4.099	
  

Range	
   1.5	
  -­‐	
  12	
  
Average	
   4.68	
  



What	
  is	
  a	
  PSA	
  velocity	
  that	
  
concerns	
  you?	
  (n=52)	
  

	
  
Most	
  common	
  answer	
  (n=10)	
   0.5	
  

Second	
  most	
  common	
  answer	
  (n=5)	
   1/year	
  

See	
  raw	
  data	
  as	
  the	
  other	
  answers	
  were	
  
all	
  over	
  the	
  map	
  



Do	
  you	
  believe	
  that	
  some	
  prostate	
  cancers	
  are	
  
more	
  aggressive	
  or	
  lethal	
  than	
  others?	
  

	
  
	
  

If	
  a	
  paFent	
  had	
  an	
  abnormal	
  PSA	
  would	
  a	
  test	
  
that	
  differenFates	
  the	
  chance	
  of	
  a	
  low	
  grade	
  vs	
  
an	
  aggressive	
  tumor	
  be	
  of	
  use	
  to	
  you	
  (i.e.	
  to	
  

refer	
  to	
  a	
  specialist	
  or	
  not)?	
  

Yes	
   149	
  

No	
   4	
  

Yes	
   134	
  
No	
   12	
  
No	
  Answer	
   7	
  



How	
  have	
  the	
  current	
  guidelines	
  
impacted	
  the	
  use	
  of	
  PSA	
  for	
  screening?	
  

Men	
  ≥	
  50	
  yo	
  repor(ng	
  PSA	
  
screening	
  in	
  last	
  12	
  Months	
  

2005	
   36.9	
  

2008	
   40.6	
  

2010	
   37.8	
  

2012	
   30.8	
  

Jemal,	
  A,	
  Fedewa,	
  S.	
  Ma,	
  J,	
  et	
  al.	
  JAMA.	
  2015;314(19):2054-­‐2061	
  

Incidence	
  of	
  prostate	
  cancer	
  
per	
  100,000	
  men	
  ≥	
  50	
  yo	
  	
  

(n=446,009)	
  
2005	
   534.9	
  

2008	
   540.8	
  

2010	
   505	
  

2012	
   416.2	
  



Changes	
  in	
  Prostate	
  Cancer	
  Detec(on	
  

Jemal,	
  A,	
  Fedewa,	
  S.	
  Ma,	
  J,	
  et	
  al.	
  JAMA.	
  2015;314(19):2054-­‐2061	
  

	
  
Number	
  of	
  men	
  ≥	
  50	
  diagnosed	
  in	
  US	
  

2011	
   213,563	
  

2012	
   180,043	
  



What	
  if	
  the	
  Recommenda(ons	
  are	
  
Wrong?	
  

Jemal,	
  A,	
  Fedewa,	
  S.	
  Ma,	
  J,	
  et	
  al.	
  JAMA.	
  2015;314(19):2054-­‐2061	
  

“Both	
  the	
  incidence	
  of	
  early-­‐stage	
  prostate	
  cancer	
  and	
  
rates	
  of	
  PSA	
  screening	
  have	
  	
  declined	
  and	
  coincide	
  with	
  
the	
  2012	
  USPSTF	
  recommendaFon	
  to	
  omit	
  PSA	
  
screening	
  from	
  rouFne	
  primary	
  care	
  for	
  men.	
  	
  Longer	
  
follow-­‐up	
  is	
  needed	
  to	
  see	
  whether	
  these	
  decreases	
  
are	
  associated	
  with	
  trends	
  in	
  mortality”	
  



Dare	
  We	
  Go	
  Back	
  to	
  the	
  Pre-­‐PSA	
  Era?	
  

Welch,	
  nejm	
  2015	
  373;18.	
  Gomella,	
  LG	
  “CelebraFng	
  the	
  Death	
  of	
  PSA	
  screening”	
  CJU	
  December	
  2011	
  
,	
  	
  

With	
  the	
  introducFon	
  of	
  
PSA	
  tesFng,	
  death	
  from	
  
prostate	
  cancer	
  was	
  
reduced	
  by	
  20%,	
  
whereas	
  metastaFc	
  
disease	
  was	
  reduced	
  by	
  
nearly	
  half	
  



Do	
  I	
  screen?	
  
	
  
Does	
  it	
  ma8er?	
  
	
  
I	
  don’t	
  have	
  Fme	
  for	
  this?	
  
	
  
I	
  don’t	
  have	
  Fme	
  to	
  educate	
  myself?	
  
	
  
What	
  is	
  shared	
  decision	
  making?	
  
	
  
Am	
  I	
  liable	
  for	
  overdiagnosis	
  or	
  underdiagnosis?	
  
	
  
	
  

Screen	
  or	
  not	
  screen?	
  



Can	
  We	
  	
  
Simplify	
  	
  
This?	
  



Goals	
  Needed	
  to	
  Simplify	
  

•   Decrease	
  needless	
  evaluaFons	
  
•   Don’t	
  make	
  unnecessary	
  paFents	
  
•   Don’t	
  ask	
  the	
  PCP	
  to	
  counsel	
  outside	
  of	
  their	
  
comfort	
  zone	
  

•   Is	
  it	
  possible	
  to	
  just	
  have	
  one	
  value?	
  



Why	
  is	
  1.5	
  ng/ml	
  the	
  only	
  value	
  
I	
  need	
  to	
  know?	
  



Using PSA as a predictor 
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Aus	
  G,	
  Damber	
  JE,	
  Khatami	
  A,	
  et	
  al.	
  Arch	
  Intern	
  Med	
  2005;165:1857-­‐61.	
  Vickers	
  AJ,	
  Ulmert	
  D,	
  Sjoberg	
  DD,	
  et	
  al.	
  BMJ.	
  
2013;346:f2023.	
  

A	
  	
  single	
  PSA	
  measurement	
  of	
  >	
  1.6	
  ng/ml	
  in	
  men	
  45	
  to	
  
49	
  years	
  was	
  associated	
  with	
  a	
  5.14%	
  greater	
  risk	
  of	
  
dying	
  of	
  prostate	
  cancer	
  within	
  25	
  years	
  of	
  tes(ng	
  



IniFal	
  PSA	
  Predicts	
  Future	
  Risk	
  

Benny Holmström et al. BMJ 2009;339:bmj.b3537 

©2009 by British Medical Journal Publishing Group 



28	
  

5-­‐year	
  Diagnosis	
  Rates	
  Based	
  on	
  	
  
IniFal	
  PSA	
  Level	
  	
  

Crawford	
  ED,	
  et	
  al.	
  BJU	
  Int.	
  2011;108(11):1743-­‐9	
  

African	
  Americans	
  	
  	
  	
  	
  	
  	
  	
  	
  
19-­‐fold	
  increase	
  in	
  risk	
  12%	
  

10%	
  

8%	
  

6%	
  

4%	
  

2%	
  

0%	
  Pe
rc
en

t	
  d
ev
el
op

in
g	
  
pr
os
ta
te
	
  c
an

ce
r	
  

0.51%	
  

7.85%	
  

15-­‐fold	
  increase	
  
in	
  risk	
  

Pe
rc
en

t	
  d
ev
el
op

in
g	
  
pr
os
ta
te
	
  c
an

ce
r	
  10.39%	
  

A	
  first	
  PSA	
  test	
  threshold	
  of	
  1.5	
  -­‐	
  4.0	
  ng/mL,	
  represents	
  the	
  	
  
Early-­‐Warning	
  PSA	
  Zone	
  

Pa(ents	
  with	
  PSA	
  ≥1.5	
  ng/mL	
  have	
  an	
  increased	
  risk	
  of	
  developing	
  PC	
  

Overall	
  Study	
  Popula(on	
  
(21,500)	
  	
  

PSA	
  <	
  1.5ng/mL	
  	
  	
  	
  	
  	
  PSA	
  1.5-­‐4ng/mL	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  



	
  
	
  
	
  
	
  

Despite	
  what	
  everybody	
  thinks,	
  
PSA	
  levels	
  above	
  1.5	
  ng/ml	
  are	
  

not	
  common	
  

Data	
  courtesy	
  of	
  Bioreference	
  Lab	
  
December	
  2015	
  



Screening	
  PSAs	
  

•   PaFents	
  (age	
  40	
  to	
  75)	
  with	
  1	
  PSA	
  result	
  in	
  the	
  
past	
  12	
  months	
  
–  217,000	
  paFents	
  
–  Results	
  from	
  0.01	
  to	
  5,000	
  

•   Eliminate	
  extreme	
  results	
  
–  215,613	
  paFents	
  
–  Results	
  from	
  0.01	
  to	
  10.0	
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Result	
  DistribuFon	
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Result	
  DistribuFon	
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27%	
  



Result	
  DistribuFon	
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73%	
  



Male	
  Pa(ent	
  	
  
45	
  Years	
  or	
  Older	
  
With	
  at	
  Least	
  a	
  10	
  
Year	
  Expectancy	
  	
  

Screening	
  
PSA	
  

PSA	
  <1.5	
  

Repeat	
  
PSA	
  	
  in	
  5	
  years	
  

PSA	
  ≥1.5	
  	
  

4K,	
  PHI,	
  
PCA3	
  

Low	
  Risk	
  

High	
  Risk	
  

Consider	
  
Biopsy	
  

Further	
  
Inves(ga(o
n	
  by	
  PCP	
  or	
  
Urologist	
  

Rosenberg	
  MT,	
  Spring	
  AD,	
  Crawford	
  ED.	
  IJCP	
  2015;	
  in	
  press.	
  



Early	
  DetecFon	
  -­‐	
  A	
  Way	
  Forward	
  

•   PSA	
  treated	
  like	
  other	
  lab	
  tests,	
  lipids,	
  
electrolytes,	
  weight,	
  and	
  BP	
  

•   Shared	
  decision	
  making	
  when	
  tests	
  are	
  
abnormal	
  
–  70%	
  of	
  men	
  require	
  no	
  discussion	
  	
  

•   An	
  abnormal	
  PSA	
  can	
  be	
  further	
  evaluated	
  
with	
  a	
  biomarker	
  



Make	
  Intelligent	
  and	
  Personalized	
  
Decisions	
  

•   Avoid	
  PSA	
  tests	
  in	
  men	
  with	
  li8le	
  to	
  no	
  gain	
  
–  Focus	
  on	
  age	
  
–  Focus	
  on	
  health	
  
–  Focus	
  on	
  quality	
  measures	
  
–  Focus	
  on	
  those	
  at	
  risk	
  

•   Use	
  the	
  PSA	
  wisely	
  by	
  understanding	
  it’s	
  value	
  

Carlsson	
  S,	
  et	
  al.	
  J	
  Clin	
  Oncol.	
  2012	
  Jul	
  20;30(21):2581-­‐4.	
  Thomas	
  L.	
  Schwenk,	
  MD	
  reviewing	
  Jaramillo	
  E	
  et	
  
al.	
  JAMA.	
  2013	
  Oct	
  1Thompson	
  IM,	
  et	
  al.	
  	
  JAMA.	
  2014	
  Aug	
  4.	
  Cooperberg	
  MR.	
  Curr	
  Urol	
  Rep.	
  2014;15:420-­‐427.	
  



Logic	
  (and	
  Evidence)	
  Provide	
  the	
  
Answer	
  

Office	
  visit	
  

Specimen	
  with	
  
	
  pathologist	
  

DRE	
  History	
   PSA	
   Biopsy	
  PaFent	
  	
  
concern	
  

Thoughhul	
  evalua(on	
  before	
  going	
  here	
  



Analogies	
  in	
  Primary	
  Care	
  

•   We	
  do	
  not	
  start	
  a	
  paFent	
  on	
  insulin	
  without	
  a	
  
glycoslyated	
  A1C?	
  

•   We	
  do	
  not	
  recommend	
  cardiac	
  bypass	
  surgery	
  
based	
  on	
  an	
  abnormal	
  EKG?	
  

•   Does	
  it	
  make	
  sense	
  to	
  base	
  prostate	
  surgery	
  
on	
  an	
  imperfect	
  screening	
  test?	
  



How	
  to	
  Make	
  the	
  PCP	
  Happy	
  

•   InformaFon	
  for	
  paFent	
  must	
  be	
  based	
  on	
  
evidence	
  and	
  be	
  beyond	
  dispute	
  	
  

•   PaFent	
  should	
  be	
  presented	
  with	
  a	
  clear	
  
framework	
  for	
  a	
  decision	
  

•   Process	
  should	
  be	
  appropriate	
  for	
  primary	
  care	
  
–  Should	
  not	
  assume	
  provider	
  has	
  detailed	
  knowledge	
  
of	
  disease	
  

–  Should	
  not	
  require	
  more	
  than	
  a	
  few	
  minutes	
  

Vickers	
  	
  AJ,	
  Edwards	
  K,	
  Cooperberg	
  MR,	
  Mushlin	
  AI.	
  Annals	
  of	
  Int	
  Med.	
  2014;161(6):441-­‐2.	
  



How	
  to	
  Make	
  the	
  PCP	
  Happy	
  	
  

•   InformaFon	
  for	
  paFent	
  must	
  be	
  based	
  on	
  
evidence	
  and	
  be	
  beyond	
  dispute	
  	
  

•   PaFent	
  should	
  be	
  presented	
  with	
  a	
  clear	
  
framework	
  for	
  a	
  decision	
  

•   Process	
  should	
  be	
  appropriate	
  for	
  primary	
  care	
  

–  1.5	
  ng/ml	
  is	
  simple	
  and	
  appropriate	
  

Vickers	
  	
  AJ,	
  Edwards	
  K,	
  Cooperberg	
  MR,	
  Mushlin	
  AI.	
  Annals	
  of	
  Int	
  Med.	
  2014;161(6):441-­‐2.	
  

X	
  
X	
  



A	
  Call	
  to	
  Arms	
  

•   The	
  urology	
  community	
  MUST	
  take	
  the	
  lead	
  in	
  
educaFon	
  

•   Prostate	
  cancer	
  screening	
  is	
  important,	
  if	
  done	
  
correctly	
  

•   PSA	
  is	
  valuable,	
  as	
  a	
  first	
  line	
  test	
  
•   Biomarkers	
  improve	
  screening	
  by	
  assigning	
  risk	
  

•   Start	
  the	
  conversaFon	
  with	
  1.5!!	
  


