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CLINICAL CASE 
The Debate Over Prostate Cancer Screening Guidelines 
Commentary by Karen E. Hoffman, MD, MHSc, MPH, and Paul L. Nguyen, MD 
 
Dr. Johnson had been in the private practice of primary care and internal medicine 
with four other internists for 15 years. Dr. Johnson and her four partners had built a 
flourishing practice based upon the shared ideals of evidence-based medicine, 
prevention, and chronic disease management. In fact, the group had monthly 
conferences devoted to general practice guidelines, an innovation that Dr. Johnson 
believed helped the group keep up to date in an ever-changing medical environment. 
 
After 2008, though, a good deal of argument and conflict developed regarding 
screening for prostate cancer. In August of that year, the U.S. Preventive Services 
Task Force (USPSTF) issued a statement concluding that “current evidence is 
insufficient to assess the balance of benefits and harms of prostate cancer screening 
in men older than age 75 years” and “the USPSTF recommends against screening for 
prostate cancer in men age 75 years or older.” 
 
Dr. Johnson and three of her colleagues adhered closely to the USPSTF guidelines, 
but one did not. This lone physician, Dr. Smith, thought the guideline was bogus. As 
a result, Dr. Smith tested each of his male patients—including the elderly—annually 
for prostate cancer with PSA and digital rectal exam. More of his patients underwent 
biopsy and subsequent surgery as a result of their PSA screening, and a higher 
incidence of prostate cancer was diagnosed among them. Two patients had died as a 
result of prostate cancer in Dr. Johnson’s time with the practice; one was Dr. Smith’s 
patient and one was the patient of another partner. 
 
Dr. Johnson was concerned because it seemed unlikely that Dr. Smith’s screening 
had saved any lives, and a number of Dr. Smith’s patients suffered from impotence 
or incontinence as a result of biopsy and surgery. 
 
One morning, Dr. Johnson and her colleagues confronted Dr. Smith about his 
screening practice, citing the USPSTF guideline. “I don’t believe in that hogwash,” 
Dr. Smith snapped. “My patients want to know if they have cancer or not, and I’m 
not about to start denying them that knowledge.” Deeply unsettled, Dr. Johnson and 
her colleagues agreed to meet in private to discuss this disagreement, and whether or 
not anything should be done about it. 
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Commentary 
Opinions vary regarding the appropriate age to stop screening men for prostate 
cancer in the United States. Therefore it is not surprising that Drs. Johnson and 
Smith have different approaches for screening men age 75 and older. In our opinion, 
neither the policy of screening all men age 75 and older advocated by Dr. Smith nor 
the policy of screening no man age 75 and older advocated by Dr. Johnson is 
appropriate. Blanket approaches that use a strict age cutoff do not individualize 
cancer screening decisions and do not respect patient autonomy. 
 
The inconsistencies among clinical practice guidelines developed by medical groups 
on the appropriate age to stop screening men for prostate cancer make it difficult for 
primary care physicians to determine when to stop. While the American Urological 
Association (AUA) and the American Cancer Society (ACS) guidelines recommend 
that screening be considered for men with an estimated life expectancy of longer 
than 10 years, the 2008 USPSTF guidelines recommended against screening any 
man 75 years old or older for prostate cancer regardless of life expectancy [1-3]. 
 
Dr. Johnson and Dr. Smith strive to practice evidence-based medicine but find 
limited data on screening older men for prostate cancer. Three published clinical 
trials have evaluated the benefits and harms of the screening. Two demonstrated that 
it lengthened patient survival, but none offer guidance on whether or not to screen 
men age 75 years or older for prostate cancer because none of the three trials 
enrolled men in this age group [4-6]. 
 
Proponents of halting PSA screening at age 75 rightly point out that many older men 
diagnosed with prostate cancer will never develop symptoms from it, since they have 
multiple comorbid conditions and will die from something else [7, 8]. We agree that 
it is important to curtail PSA screening in men with short life expectancies because 
these men will be exposed to the risks of the screening and treatment but will likely 
die before gaining any benefit from it. 
 
Although complications are infrequent, screening can cause hematoma from the 
prostate-specific antigen (PSA) blood draw and infection and urinary difficulties 
from the diagnostic prostate biopsies. If they are diagnosed with early prostate 
cancer, these men may also be subjected to complications from overtreatment of 
indolent prostate cancer. Treatment can cause urinary incontinence, urinary 
retention, erectile dysfunction, and bowel dysfunction, all of which can adversely 
impact quality of life [9]. Men who are not treated for their early prostate cancer may 
experience the anxiety and uncertainty that comes with a cancer diagnosis. Efforts to 
curtail unnecessary PSA screening in men with short life expectancies are advocated 
based on the tenets of beneficence, taking action to serve the best interests of the 
patient, and nonmaleficence, not causing harm to the patient. 
 
Those who disagree with the USPSTF recommendation for a strict age cutoff argue 
that, while many older men have multiple comorbid conditions and a relatively short 
life expectancy, some healthy men aged 75 years or older can be expected to live 10 
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or more years and may benefit from early detection of prostate cancer. The 
recommendations by the AUA and ACS to consider screening for men with life 
expectancies of at least 10 years are based in part on studies that suggest it takes 10 
years to realize a survival benefit from prostate cancer treatment [10]. 
 
Older men are diagnosed with higher grade and higher stage prostate cancer than 
younger men [11]. These aggressive cancers can cause symptoms such as urinary 
retention and bone pain and can result in prostate cancer death sooner than lower 
grade, earlier stage cancers. Studies indicate that men older than age 75 may obtain a 
benefit from curative treatment of localized aggressive cancer [12-14]. If a strict age 
cutoff of 75 years is used, these men would not be offered PSA screening and 
therefore would not benefit from the early detection and treatment of aggressive 
prostate cancer. 
 
While healthy older men may obtain a benefit from treatment of aggressive prostate 
cancer, early indolent cancers may not require treatment and instead can be 
monitored with serial testing, thereby avoiding the adverse effects of treatment. 
Proponents of using life expectancy rather than a strict age cutoff of 75 years stress 
the importance of considering the clinical situation of individual patients and 
advocate their stance based on the principle of beneficence, taking actions that serve 
the best interests of the patient. 
 
The Institute of Medicine (IOM) defined clinical practice guidelines as 
“systematically developed statements to assist practitioner and patient decisions 
about appropriate health care for specific clinical circumstances” [15]. They can 
serve as a guide for busy general practitioners who do not have the time to review all 
of the primary information that form the basis of the guidelines. However, the key 
word of the IOM definition is that the guidelines should assist practitioners in their 
decision making. Guidelines require interpretation and should not be mindlessly 
applied as a template of care for all patients, particularly when there are 
inconsistencies between clinical practice guidelines developed by medical groups. 
As Battista et al. have written, “Guidelines should enhance clinical judgment, not 
replace or stifle it” [16]. When employing guideline recommendations, physicians 
must remember their responsibility to individual patients and be mindful of their 
values and unique clinical situations. In the case at hand, while Dr. Smith can be 
faulted for completely disregarding guidelines to the potential detriment of his own 
patients, Dr. Johnson can also be faulted for adhering to guidelines without 
considering their applicability to the individual patient before her. 
 
When a man aged 75 years or older presents to the clinic, should Drs. Johnson and 
Smith screen him for prostate cancer? In our opinion, a strict age cutoff should not 
be used to make that clinical judgment. Instead, physicians should consider the 
patient’s life expectancy, values and unique clinical situation to arrive at 
individualized screening decisions. For men with a short life expectancy who are 
more likely to be harmed than to benefit from prostate cancer screening and 
subsequent treatment, prostate cancer screening should not be recommended. For 
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men with a life expectancy of more than 10 years, prostate cancer screening should 
be considered. This does not imply all men aged 75 and older with at least 10 years 
of life expectancy should have a PSA test. Given the uncertainty of the benefit of 
prostate cancer screening for healthy older men, physicians should discuss the 
potential beneficial and adverse effects of prostate cancer screening. This 
information together with personal preferences should be used to arrive at a shared 
decision with the patient regarding screening. We acknowledge that having a 
conversation about whether or not to pursue prostate cancer screening requires 
additional clinical time; however, it is essential for individualized cancer screening 
decisions that respect patient autonomy. 
 
Another dilemma faced by Dr. Johnson and colleagues is whether or not to confront 
Dr. Smith with their concerns about his practice. They may hesitate because they are 
uncomfortable about challenging his perceived authority with his own patients. 
However, if a physician believes that patients are being harmed by the practices of 
another physician, then he or she cannot be a passive bystander; there is a duty to 
intervene. Therefore, we hope Dr. Johnson and colleagues will discuss their concerns 
with Dr. Smith. The process of peer review and peer feedback that commonly takes 
place in large practices and medical centers is a safety net that helps ensure that 
physicians provide high-quality care that is within acceptable standards of practice. 
Ideally, the discussion between Drs. Johnson and Smith will lead to a review of the 
primary literature and improvement in patient care for both of them. 
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