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PSA	and Prostate Cancer
Patrik	Vankrunkelsven

November	2019 Prostatectomy	in	Belgium

Prostatectomy in	Belgium Prostatectomy	in	Belgium

Transtympanale drains	

Gustaaf,	64	j,	routine	consult	for	hypertension.
By	the	way,	last	blood	analysis.	2015….	PSA:	3.66

History:

PSA	tested by health	control	of	his	work:	

4/2014:		4,89;		 10/2014:	3,90	 3/2015:	3.66

Consult	Urologist 2015:	

Rectal toucher:	smal	benign prostate.	No	indurations

Echo:	Volume:	26	gr;	no	suspect	hyposonantions

Conclusion:	no	evidence for Prostate cancer.	Reevaluation in	1	year!

Today:	some prostatism.																															Test	for PSA?
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Robert,	74	years	old

Hypertension
Active	man,	fervent	gardner

Begin	2019	– routine	checkup	for	hypertension	with	PSA	blood	
test
Elevated	PSA	test

Referral	local	urologist
US	negative,	MRI	scan	negative,	biopsy	positive

July	2019	radical	prostatectomy

25/11/2019

Consultation	(in	tears):	doctor,	I	have	no	control	whatsoever	
over	my	urine	and	it	hasn’t	improved	anything	since	this	
summer.	Can	you	smell	me	from	behind	your	desk?

Jan,	80	years	old

Active	man,	teacher

Early	2019	– checkup	PSA	blood	test:	9,6

Referral	local	urologist,	exploration	prostate	ca
Didn’t	wanted	R/	but	Drs,	family	…..

Phoned	me	this	week:	got	five	RT,	wants	to	stop	now

Do we need organized screening for prostate cancer with PSA in primary care?

Forest plot showing the incidence rate ratio (IRR) for (1) all-cause mortality and (2) Prostate specific mortality 

for PSA screening v control groups. 
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Figure	1.
Screen	detection	and	tumor	growth	rates.	Cancers	have	different	growth	rates,	which	determine	their	potential	to	be	detected	by	
screening.	Tumor	A	remains	microscopic	and	undetectable	by	current	technology	(although	more	sensitive	tests	in	the	future	might
render	it	detectable).	Tumor	B	eventually	becomes	detectable	by	screening	(*),	but	its	growth	rate	is	so	slow	that	it	will	not	cause	
symptoms	during	the	life	of	the	individual;	its	detection	will	result	in	overdiagnosis.	Tumor	C	is	capable	of	metastasizing,	but	it	grows	
slowly	enough	that	it	can	be	detected	by	screening	(*);	for	some,	this	early	detection	will	result	in	survival.	Tumor	D	grows very	quickly	
and	therefore	is	usually	not	detected	by	screening.	This	will	present	as	an	interval	cancer	(i.e.,	diagnosed	clinically	in	the	interval	between	
screening	examinations)	and	has	a	particularly	poor	prognosis.	Note	that	of	the	four	tumor	types,	only	Tumor	C	has	the	potential to	
benefit	from	screening.	Red	dashed	lines	represent	the	natural	history	of	a	tumor	in	the	absence	of	detection	by	screening.	(ref 8)

Figure	2.	Lead-time	bias.	In	the	example	shown,	the	diagnosis	of	disease	is	made	
earlier	in	the	screened	group,	resulting	in	an	apparent	increase	in	survival	time	
(lead-time	bias),	although	the	time	of	death	is	the	same	in	both	groups.	(8)
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