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PSA TESTING
A raised prostate specific antigen (PSA)
level can confer a higher suspicion that 
a prostate cancer might be present.
However, the PSA test is not specific for
prostate cancer, raised levels may be
caused by non-cancerous factors such
as inflammation or benign enlargement.
Despite its limitations the PSA is
currently the best and most established
method available for identifying men
who might have prostate cancer at a
stage when treatment options and
survival outcomes may be better.
Situations in which a PSA test should be
deferred are listed in table 1, below.

The UK currently operates an
‘informed choice approach’ in
asymptomatic men over 50 years and
men at increased risk of prostate cancer.
The aim of this approach is to ensure
men are adequately counselled about
the risks and benefits of undergoing the
test prior to making their choice about
having a PSA test. 

Public Health England guidance to
help primary care teams give balanced
information about the PSA test is

Ethnicity:Prostate cancer is more
common in black men. These men have
a lifetime risk of 1 in 4 of developing the
disease3

Family history:The risk of prostate
cancer is increased if a first-degree
relative has been affected particularly if
the relative was under 55 at diagnosis.4
Approximately 5-10% of all prostate
cancers are likely to be associated with
gene mutations.5 One example of such a
genetic link which is being investigated
in British men is BRCA1 and BRCA2
mutations seen in breast cancer
patients. Although we are aware that
inherited DNA repair gene mutations
such as BRCA are more prevalent in
men with advanced prostate cancer the
clinical implications are not fully
understood. Currently genetic testing is
not offered outside the confines of
clinical trials or selected ‘100,000
Genomes Project’ centres. Men with
these mutations have been shown to
have poor survival outcomes.6
Obesity: Men who are overweight are at
increased risk of being diagnosed with
more advanced prostate cancer.7

available at the Prostate Cancer Risk
Management programme online.8
Decision aids and information leaflets
are available for men wishing to consider
undergoing a PSA test.

Prostate cancer screening using the
PSA test is currently not supported by
the UK National Screening Committee,
the European Association of Urology or
the United States Preventive Services
Task Force. 

PSA screening remains controversial
because the mortality and quality of life
benefits of treatment may be
outweighed by the harms from
overdetection and overtreatment of
clinically insignificant disease. A number
of large well conducted studies with
long term follow-up have reported
results recently which can be helpful
when counselling patients. These have
been summarised in box 1, below.

It is important to explain to men that a
PSA test is just the first step of a journey
to investigate their risk of having
prostate cancer. Men referred to a
urology department with an abnormal
PSA according to local criteria will be
reviewed by a secondary care team with
expertise in interpreting their PSA and
prostate cancer management. 

It is no longer routine practice that all
men with an abnormal PSA will undergo
invasive prostate biopsies. Additionally,
in men where low risk or suspected
clinically insignificant prostate cancer 
is identified active surveillance is 
the nationally accepted primary
management option. 

REFERRAL
The NICE recommendations for
referring men with suspected prostate
cancer, via a suspected cancer pathway
referral, are shown in box 2, opposite.

GPs should perform a digital rectal
examination (DRE) in every case where
a man presents with concerns about
possible prostate cancer.  Recent
evidence has highlighted that DRE
offers prognostic usefulness when the
PSA is > 3 ng/ml.12

The PSA test should be repeated prior
to referral to secondary care especially if
any factors in table 1, left, have not been
taken into account. A repeat PSA in a
not insignificant proportion of men may
show that the level has returned to
within normal limits.13 Once a decision to

Table 1

When to defer a PSA blood test

• If a man has not been counselled about the PSA test
• In the presence of an active urinary tract infection
• If ejaculation has taken place in the past 48 hours
• If vigorous exercise has taken place in the past 48 hours
• If a prostate biopsy has been performed in the previous six weeks

Box 1

Recent PSA screening trial outcomes

•The ERSPC trial was a European study that included 162,243 men who were
randomised to either PSA screening at one-, two- or four-year intervals or no
screening. At 13 years’ follow-up a 21% risk reduction in prostate cancer mortality
and a 30% risk reduction in metastatic disease was identified with screening. 
This benefit however came at a cost. The number needed to be investigated was
1,055 in order to diagnose 37 cancers to prevent 1 death.9

•The CAP trial was a UK study that included 419,582 men aged 50-69 years. 
Men were randomised to either a group receiving no invitation to undergo
screening or a group receiving a single invitation to undergo screening in a nurse-
led community clinic. The study found that there was no difference in mortality
between the groups after a median follow-up of ten years. Thus there was no
evidence to support a single PSA test used alone to screen for prostate cancer.10

• In a UK trial that included 1,000 men aged 40-75 years, men were randomised to
either the use of a PSA decision aid or no decision aid. The study found men who
used a decision aid were more informed about the PSA test but more likely to have
less positive attitudes to the test.11

‘The PSA test
should be repeated
prior to referral to
secondary care’


