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By Cliff Collins
For The Scribe

The gap in how primary care physicians and specialists 
view PSA tests for prostate cancer screening may nar-
row some after the release of new national guidelines.

The U.S. Preventive Services Task Force’s latest rec-
ommendations, issued in early May, restore more flexi-
bility to when PSAs should be given for asymptomatic 
men age 55–69, and also offer patients more choice in 
the matter. The guidelines were revised for the first time 
since the task force’s controversial grade D recommen-
dations in 2012.

The new grade C recommendation falls more in line 
with guidelines issued by several leading health and 
medical organizations, noted Tomasz M. Beer, MD, 
FACP, an oncologist who chairs prostate cancer research 
and is deputy director of Oregon Health & Science 
University’s Knight Cancer Institute. In addition, the 

task force’s recom-
mendations “have 
come closer to my 
opinion,” as well as 
that of an ad hoc 
OHSU committee 
that examines cer-
tain clinical issues 
and determines 
the institution’s pol-
icies toward those, 
he said.

According to the 
U.S. task force’s new 
guidelines, pub-
lished in the Journal 
of the American 
Medical Association, 
evidence from ran-
domized clinical tri-

als shows that PSA screening programs in men 55 to 69 
years old may prevent approximately 1.3 deaths from 
prostate cancer over approximately 13 years for every 
1,000 men screened. Screening programs also may pre-
vent about three cases of metastatic prostate cancer per 
1,000 men screened.

The panel concluded “with moderate certainty that the 
net benefit of PSA-based screening for prostate cancer 
in men aged 55 to 69 years is small for some men. How 
each man weighs specific benefits and harms will deter-
mine whether the overall net benefit is small.”

It added: “In determining whether this service is appro-
priate in individual cases, patients and clinicians should 
consider the balance of benefits and harms on the basis 

of family history, race/ethnicity, comorbid medical con-
ditions, patient values about the benefits and harms of 
screening and treatment-specific outcomes, and other 
health needs. Clinicians should not screen men who do 
not express a preference for screening.”

However, the task force stayed with its previous policy 
against screening men age 70 or older, once again giv-
ing that a grade D recommendation. It cited evidence 
showing that the harms of screening in men over 70 are 
at least moderate, and are greater than in younger men 
because of increased risk of false-positive results, diag-
nostic harms from biopsies and harms from treatment. 
Thus, the potential benefits of screening members of 
this age group “do not outweigh the expected harms.”

After the U.S. Preventive Services Task Force issued 
its 2012 guidelines, the American Academy of Family 
Physicians endorsed the task force’s grade D recommen-
dation against PSA screening, “because evidence indi-
cates that the harms of the test outweigh its benefits,” 
the academy stated. By contrast, the family physicians’ 
group advocates that its members use the task force’s 
new recommendations as “a valuable resource” in treat-
ing patients; the academy also stated that it will review 
the task force’s guidelines, and determine the academy’s 
stance on those.

One of the factors the academy cited in concurring 
with the task force’s previous recommendation against 
screening was that “90 percent of U.S. men with PSA-
detected prostate cancer are treated,” often for cancers 
that would never threaten their lives but have a high risk 
of adverse side effects.

That latter situation has changed during the six-year 
period since the task force’s 2012 recommendations. 
One reason is increased awareness of potential harms 
of screening, which the task force points out include 
frequent false-positive results, psychological harms, 
erectile dysfunction, urinary incontinence and bowel 
symptoms. About one in five men who undergo radical 
prostatectomy develop long-term urinary incontinence, 
and two in three men will experience long-term erectile 
dysfunction.

“There’s definitely a trend toward discussing the per-
ceived value and not overselling the value of doing this,” 
observed Ruben O. Halperin, MD, a general internist 
and faculty member of the residency training program 
at Providence Medical Group Northeast. “Over the 
last few years, people in primary care have done a lot 
less PSA testing,” he said. “Most people in primary care 
are still skeptical of the value.”

He also noted that after the 2012 task force 

recommendations came out, the American Urological 
Association changed its own guidelines the following 
year toward “more shared decision-making.”

“It’s reasonable to have that discussion,” because us-
ing PSAs for screening for cancer is problematic, Halperin 
added. “There is a good chance it would lead you to get 
a lot of care that is probably unnecessary. A lot of false 
positives historically have led to seeking biopsies and 
repeat biopsies,” leaving “a trail of overvigilance.” PSA 
tests “are not perfect,” and don’t indicate whether the 
patient does or does not have cancer, he said.

For Halperin, the new grade C recommendation “for 
practical purposes, does not change a lot” for him, in that 
he continues not being “a regular screener” of his patients.

But he emphasized that reaching a middle ground be-
tween how primary care and specialty care regard PSA 
screening depends on future developments. “The im-
portant thing is not being super dogmatic either way,” 
he said. When studies come out that show additional 
benefits and more definitive information, Halperin said 
he can see his views changing.

OHSU’s Beer said the task force’s new guidelines could 
alter providers’ perceptions. “The prior change had a big 
impact,” he said. “That tells us that people pay attention 
to” what the task force endorses. The 2018 recommenda-
tions “will be noticed, and some people will modify their 
practices,” because recommending having discussions 
and taking individual patients’ views into account rep-
resent “a different recommendation” from discouraging 
discussion and PSA screening, as before.

He said specialists have been responsive to the primary 
care community’s concerns about overdiagnosis, and as 
a result, we are seeing more active surveillance and less 
aggressive care. At the same time, patients’ preferences 
are given thoughtful consideration.

Halperin agreed, noting that the increasing prevalence 
of surveillance is a positive trend that “may make screen-
ing more valuable.”

Beer applauds the task force’s modified recommen-
dations, and believes there is an emerging consensus 
about the use of PSAs.

On one point, though, he differs with the task force’s 
grade D recommendation for patients 70 and over. For 
these men, applying individual decision-making between 
doctor and patient should still hold, he believes, because 
men on average are living longer, and those who are in 
good health may have a longer life expectancy than av-
erage and may benefit from detection, he said.

Beer added that recent developments such as using MRIs 
to guide biopsies could help address overdiagnosis.  

Prostate cancer screening: 
Middle ground may be reachable with latest recommendations
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Clinical psychologist Michael Shrifter’s 
patient had suffered chronic pain since 
a motorcycle accident years before. The 
pain was so severe it interfered with his 
daily activities, and he was no longer able 
to work as a nurse. As a result, he lost his 
sense of purpose and became isolated. His 
eating and sleeping habits had suffered. 
Depression set in, and medication alone 
was not effective in addressing it. Finally, 
he had come to Shrifter on the advice of 
his primary care provider.

Shrifter said his priority was acknowl-
edging the man’s decision to follow 

t h r o u g h 
w i t h  t h e 
visit, to gain 
his trust, to 
build rap-
port and to 
validate his 
experience.

“My most 
v a l u a b l e 
tool  as a 
therapist is 
the thera-
peutic re-
lationship,” 
said Shrifter, 

PsyD, who practices with The Portland 
Clinic. “If, first and foremost, I can build 
rapport and trust with a patient, it’s more 
likely they will get something out of the 
therapy.” 

Cognitive behavioral therapy helped the 
man increase his physical activity, despite 
his chronic pain, focusing on gentle yoga, 
swimming and walking short distances. 
A dog lover, he also began visiting a dog 
park and meeting new people. As trust 
between Shrifter and the patient grew, 
the man felt more comfortable confiding 
in his wife about his struggles. Cognitive 
restructuring interventions helped to elic-
it more positive thinking and reduce the 
man’s irrational thoughts.

Today, the man is doing much better, 
according to Shrifter. He’s more active, 
sleeping and eating better, and even giv-
ing back by volunteering at a hospital. He 
still experiences chronic pain, but he’s in 
a better position to manage it.

This patient’s experience with depres-
sion is by no means rare. Statistics show 
that depression is a common but serious 
mood disorder among both men and 
women. Both Shrifter and Greg Miller, 
MD, MBA, noted that signs and symptoms 
of depression differ in men than women, 
with men more likely to seem angry, irrita-
ble or aggressive – symptoms most peo-
ple don’t associate with depression. To be 
diagnosed with depression, also known as 

major depressive disorder or clinical de-
pression, men must have symptoms for at 
least two weeks, according to the National 
Institute of Mental Health. Symptoms can 
include poor sleeping and eating habits. 
Symptoms can have physical manifesta-
tions, such as a racing heart, ongoing di-
gestive issues or headaches. Men can also 
lose interest in work, family or hobbies, 
and in fact more often suffer from anhe-
donia, the inability to experience pleasure 
or interest in anything, Miller said. And 
men, for a variety of reasons – among 
them the societal stigma of appearing 
weak or vulnerable –  also are generally 
less likely to open up about their feelings 
and to seek help, feeling they can man-
age on their own.

“You have to look for (anhedonia),” 
Miller said. “You won’t necessarily find it 
if you ask if they are sad.”

In fact, Miller, chief medical officer with 
Portland’s Unity Center for Behavioral 
Health and an associate clinical profes-
sor of psychiatry with Oregon Health & 
Science University, said research shows 
women are diagnosed with depression 
at twice the rate of men, but it’s unclear 
from studies whether that’s because more 
women suffer from it or if it goes that 
much more undiagnosed in men. While 
women with depression are more likely 
to attempt suicide, men are more likely 
to take their own life because they use 
more lethal means.

Many primary care providers ask 
patients to complete Patient Health 
Questionnaire-9, a guide that asks, for 
instance, how often in the last two weeks 
they have felt down, depressed or hope-
less, have had trouble falling or staying 
asleep or sleeping too much, felt tired 
or have had little energy, felt bad about 
themselves, or have had thoughts of being 
better off dead or of hurting themselves.

Getting men to share their feelings is 
critical. For that reason, and though true 
for both men and women, Miller stressed 
how vital it is for a man with depression 
to trust his primary care provider. “It’s cru-
cial for a man to have a physician he feels 

comfortable talking to about anything in 
his life – not only trusting the practitioner, 
but trusting how personal information will 
be managed.” It’s important, he added, to 
reassure patients that their information 
will remain confidential.

Indeed, trust is a bedrock on which di-
agnosis and successful treatment is built, 
Shrifter said. He focuses on validating de-
pression and assessing a patient’s level of 
support among their family and friends. 
It’s also critical to provide empathy and 
validation. Shrifter refers to support, pa-
tience and encouragement, and uncondi-
tional positive regard as the “three pillars.” 

“You have to build trust before address-
ing the underlying problems,” he said. 
“My first order of business is to emphasize 
their willingness to reach out for help” and 
“validate their experience.”

The good news is that, with treatment, 
most can manage their depression. Both 
Miller and Shrifter said research shows 
patients respond better when that treat-
ment involves a combination of medica-
tion and psychotherapy.

“We know from evidence that the re-
sponse rate tends to be the same with 
medication alone and therapy alone, but 
response rates are higher when both are 
employed,” Miller said. “This is what I tell 

patients: It’s evident you have a higher 
likelihood of responding better if you 
do both.”

Shrifter, too, shares with patients the 
same empirical evidence that the com-
bination of medication and therapy is 
most effective. “Patients can get into 
trouble if they look at medication as a 
quick fix,” he said, noting that in general 
the stigma around therapy has lessened. 
“Medication is not going to resolve every-
thing; they need to do their part to care 
for themselves.”

Therapy helps teach patients new ways 
of thinking and behaving, changing habits 
that contribute to depression. Cognitive 
behavioral therapy, for example, is based 
on the notion that thoughts, behaviors 
and emotions are interconnected, and 
changing one domain can positively affect 
the others. By helping a patient form pos-
itive self-statements, they will feel better 
about themselves and, therefore, engage 
in other positive behaviors such as being 
physically active and spending time with 
friends and family.

“We all have thoughts every day, and 
not all of them are true,” Shrifter said. “If 
we can think more rationally, time spent 
worrying decreases. We’re helping de-
velop a broader set of coping skills.”  

Trust, combination of medication and therapy 
among keys to helping men with depression
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“There’s definitely a trend toward 
discussing the perceived 
value and not overselling 
the value of doing this.”

– Ruben O. Halperin, MD

 What are the current guidelines?
The U.S. Preventive Services Task Force’s latest recom-
mendations, issued in early May, restore more flexibility 
to when PSAs should be given for asymptomatic men 
age 55–69, and also offer patients more choice in the 
matter. However, the task force stayed with its previ-
ous policy against screening men age 70 or older, once 
again giving that a grade D recommendation. 

“It’s crucial for a man to have a physician he feels 
comfortable talking to about anything in his life – 

not only trusting the practitioner, 
but trusting how personal 

information will be managed.” 
– Greg Miller, MD, MBA




