
THE PENDULUM SWING OF PSA TESTING 

 
WE’RE all marking time waiting for the perfect prostate cancer 
screen. 

The old grandfather clock in your surgery chimes 11 o’clock. You 
call in your 10:15am appointment — it’s already been one of those 
days. 

He is a 55-year-old man who presents for a routine general check-
up, a well man with no urinary symptoms. 

As he’s getting dressed after the examination, you start ordering 
the usual array of tests: full blood count, U&Es, cholesterol… 

How about a PSA? Do you just add it to the list? Do you add it and 
spend the next five minutes discussing the pros and cons of 
prostate cancer screening? Or do you leave it off and avoid 
mentioning it altogether? 

These are the questions faced by GPs around Australia every day. 
But why is this such a dilemma? Isn’t there a set of guidelines that 
everyone can agree upon? 

Sadly, the answer right now is no. On the one hand, the current 
RACGP guidelines advise you to not mention prostate cancer 
screening and only discuss it if the patient brings it up. 

Conversely, the Urological Society of Australia and New Zealand 
(USANZ) guidelines do encourage GPs to at least discuss the 
issue with men aged 55—69. 

And there is the seemingly constant shifting of such guidelines by 
authorities. In 2009, the American Urological Association (AUA) 
released guidelines advising GPs to discuss PSA testing with men 
from the age of 40, regardless of family history. This year, the 
AUA’s advice has changed to testing men aged from 55 to 69. So 
why are there such differing and changing views? 

Let’s explore the context in which this debate is being argued. In 
the early 1980s, before PSA testing was widely available, the only 
way to screen for localised prostate cancer was by digital rectal 
examination. Consequently many cancers found in this era were 



locally advanced. Radical prostatectomy was controversial 
because it left many men incontinent and impotent, often without 
curing the disease. 

When PSA testing was introduced we could diagnose prostate 
cancer at an earlier stage, leading to high cure rates. A huge 
upswing in the use of PSA followed and treatment with radical 
prostatectomy became the standard of care. Refinement of 
technique led to a reduction in the previously high rate of long-term 
side effects such as erectile dysfunction and urinary incontinence. 

But these side effects still occur in a significant proportion of men, 
and can have a huge impact on a man’s quality of life. Despite this, 
you will hear some men say, “I’d rather lose my erections if it 
means I’m cured of cancer”. 

But what if that cancer posed only a minimal threat to that man’s 
health, let alone his life? 

These questions are at the heart of the prostate cancer screening 
controversy. There is robust long-term evidence that low-risk 
prostate cancer rarely causes any harm, let alone death, to 
patients. And yet, in the US in recent years about 90% of men with 
low-risk prostate cancer underwent curative treatment. 

In other words, there has been gross over-treatment of prostate 
cancer since the advent of PSA testing, harming not only patients, 
but also the argument for screening. A recent article published in 
the MJA showed that in Victoria from 2008—11, 60% of low risk 
prostate cancers were being treated curatively. So we are way 
ahead of the US, but we still need to do better. 

Active surveillance, in which low risk prostate cancer is diagnosed, 
watched carefully, and only acted upon if there are signs of local 
progression, offers a middle road. With active surveillance, PSA 
testing helps us to find aggressive forms of prostate cancer while 
still curable, while avoiding over-treatment of low risk disease. 

Active surveillance is now well-established in prostate cancer 
guidelines around the world. It is therefore critical that GPs and the 
wider community are made aware of its benefits. 

Prostate cancer is the second commonest cause of cancer death 
in Australian men. Stopping PSA testing altogether would deny 



ourselves the best chance of detecting aggressive disease while it 
is still localised and curable. The most rigorous randomised 
controlled trials do show a slight reduction in prostate cancer 
mortality with PSA screening, with the morbidity reduction from 
prevention of metastatic disease being greater. 

So like a pendulum, guidelines on prostate cancer screening have 
swung from one end to another, but are gradually heading towards 
the middle, where the best practice is likely to be found. 

You look up from your pathology slip and ask your patient, “Do you 
want to be tested for your risk of prostate cancer? It’s not a very 
accurate test but it’s the best we’ve got at the moment. 

“If the PSA comes back as low we can be confident your risk is 
low. If it’s high and you do end up having a biopsy, remember that 
even if prostate cancer is diagnosed, you may not need any 
treatment. And at least you’ll know what’s going on.” 

“Yes, I’ll have the PSA,” he says. 

The clock chimes a quarter past 11 as you hand him the form and 
call in your next patient. 

 


