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Prostate cancer screening
To the Editor: We read with interest the article 
about prostate specifi c antigen (PSA) and 
screening, “Prostate cancer screening and 
the role of PSA: A UK perspective” by 
Sooriakumaran in the January 2021 is-
sue.1 We are concerned with the author’s 
endorsement of unproven management 
options, an unreferenced claim that trans-
perineal prostate biopsies curtail antibiotic 
resistance, and especially the generalized 
take-home point that “PSA screening saves 
lives.”

The European Randomised Study of 
Screening for Prostate Cancer (ERSPC), 
which the author used to justify screen-
ing, showed no such benefi t. The relative 
risk for all-cause mortality was 1.00 (95% 
confi dence interval 0.98–1.02, P = .82).2 
 Only a disease-specifi c benefi t was detected: 
570 men would need to be screened to 
prevent 1 death of prostate cancer at 16 
years in the latest follow-up of the study.3 
 For this marginal benefi t, substantial costs 
are incurred. These include the psycho-
logical consequences of a cancer diagnosis, 
harms of prostate biopsies, and side effects 
of treatments including radiation, radical 
prostatectomy, and androgen deprivation 
therapy (eg, impotence or incontinence, 
or both). The US Preventive Services Task 
Force estimates that for 1,000 men ages 55 
to 69 who are screened, 240 will experience 
the stress of an elevated PSA, 100 will be 
diagnosed with cancer, and at least 60 will 
suffer serious harm.4 

Causing this harm is not inexpensive. 
A cascade of testing and procedures fol-
lows an elevated PSA, which by itself costs 
about $40. However, additional fees can 
quickly add up—that of ultrasounds ($150), 
specialist consultations ($350), prostate 
biopsies ($500), and more.5  The United 
States wastes billions of dollars annually 
on nonbenefi cial healthcare costs. We 
believe that higher value care is crucial for 
patient outcomes and for the sustainability 
of healthcare spending. The costs of PSA 
testing —both fi nancial and to the patient’s 
well-being—are not worth it.
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