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Case 1 – history 

• 66 year-old male presents with increasingly 
bothersome LUTS: 

– voiding symptoms (slow flow, hesitancy)

– storage symptoms (frequency & nocturia) 

– gradually worsening for 2-3 years

• Otherwise fit and well



Case 1 –
examination

• Abdomen and external genitalia normal 

• DRE: large smooth prostate (unable to reach top) 

• Urine dip NAD



Case 1 –
investigation 

• Frequency volume chart: 

– total daily voided volume approx 2L

– increased daytime frequency

– nocturia 1-3x per night

• PSA 1.9 

• IPSS 25 / 35 



Case 1 – question 

• What do you make of the PSA in this case? 



Case 1 – management

• He has moderate to severe bothersome LUTS 
with a large prostate (ie >30g) and a PSA>1.4

• NICE LUTS guideline would suggest consider 
combination therapy: α-blocker plus 5-ARI

• Review patient at 4-6 weeks (to check efficacy of 
alpha blocker), 3-6 months (to check efficacy of 
5ARI) then every 6-12 months



Case 1 – learning point 

• As well as use in prostate cancer risk, PSA also a 
valuable indicator of the risk of progression

• A prostate that feels large on examination, or 
where not possible to reach the upper pole with 
the examining finger is highly likely to be >30g



Case 2 – History

• A 57 year-old man presents with fairly new 
erectile dysfunction

• No other symptoms (no LUTS)

• Amongst other tests, would you consider a PSA 
(and DRE) to assess for prostate cancer?



Case 2 – Discussion

• Rather depends who you ask!

• If you ask NICE…





Controversial – to say the least!



Case 3 – History

• 54 year-old man with no relevant symptoms at all comes in and 
asks you for a PSA test

• Do you say he can have it?

• Do you say he should have it?







ERSPC study
To prevent one PCa death, can look at values:

a) NNI: Number Needed to Invite

– 9 yrs: 1410

– 11 yrs: 979

– 13 yrs: 781

b) NND: Number Needed to Diagnose:

– 9 yrs: 48

– 11 yrs: 35

– 13 yrs: 27
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Gothenburg Study



Case 4 – History

• A 57 year-old man asked the HCA for a PSA to be added to his NHS 
health check blood tests

• Done. Result came back as 3.5

• What do you do?



Case 4 – Examination

• DRE: Normal texture, mildly enlarged smooth prostate gland



Case 4 – Management

• PSA of 3.5 – normal or not??



Case 4 – Management







Case 4 – Management



Case 4 – Management

• So refer him then?



NOT Formal guidance, but often advised:

• If borderline raised, consider repeating
– e.g. after 6 weeks

– Ensure all “rules” followed for a PSA test

• Although 2-week referral, very rarely that 
urgent

Case 4 – Management







Case 5 – history 

• 66 year-old on ‘combination therapy’ (tamsulosin 
and finasteride) for 3 years, LUTS well controlled 

• PSA prior to treatment was 2.1, dropped to 1.0 
after 6 months on treatment

• Over the last 9 months, mild worsening of 
symptoms

• PSA increased a little from 0.9 to 2.2



Case 5 – question

• What do you tell him about his PSA?

• What would you do now? 



Case 5 – examination

• You examine his prostate: nothing worrying



Case 5 – management

• Worrying features:

– Rate of rise of PSA 

– Doubling PSA on finasteride gives a raised result

– Any rise on finasteride should be treated with more 
suspicion than normal

• Given the rate of rise in his PSA you refer for a 
specialist opinion



Case 5 – management

• The urologist notes a slightly firm left lobe 

• MRI suspicious, has biopsy of the prostate

• A Gleason 8 (moderately aggressive) prostate 
cancer is diagnosed

• Treated with radical radiotherapy



Case 5 – learning points 

• Prostate cancer can be present with a “normal” 
PSA

• PSA results for men on 5-ARIs (treated for >6 
months) need to be ~doubled to compare with 
age-specific ranges

• PSA will slowly rise in men with BPH, but generally 
at a velocity of < 0.5-0.75 ng/ml per year

• Here, rise of 1.3 in 9 months: very suspicious 



10. PSA history and a rising PSA (whilst still under the 
referral threshold) should be taken into 
consideration when deciding whether to refer to 
secondary care.

PCUK Consensus Statements



Case 6 – history

• A 46 year-old African-Caribbean man asks to be 
tested for prostate cancer

• He has no 1st-degree positive family history

• No troublesome LUTS

• What do you discuss with him?



Case 6 – Mx and learning

• Should enable him to make a shared decision

• 2-3x risk from ethnicity

• Some guidelines do support testing in 40s



9. Asymptomatic men at higher than average risk of 
prostate cancer who have a PSA test between the 
ages of 45 and 49 should be referred for further 
investigations if their PSA level is higher than 
2.5ng/ml.

PCUK Consensus Statements



Case 6 – Next..

• PSA comes back at 1.1

• What do you advise next?



Case 6 – Next..

• His result is in upper range for this age

• Should repeat in 2-4 years

• (If it was <1, repeat in approx 10 yrs, mid-50s)



Case 6

• How would you approach this if he was only 42 
years old? 



12. Asymptomatic men over 40 should consider a 
single “baseline” PSA test to help predict their 
future prostate cancer risk.

• If the PSA level is above the age-specific median 
value, they should be considered at higher than 
average risk of prostate cancer and should be 
encouraged to be re-tested in the future.

• (The age-specific MEDIAN value for men aged 40-
49 years is 0.7ng/ml)

PCUK Consensus Statements


