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2012 USPSTF Data Summary 
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2017 Draft  
USPSTF Data 
Summary 



How	  Did	  the	  Medical	  Community	  React	  to	  the	  
2012	  USPSTF	  Recommenda4on?	  

n  	  Acute	  Reac4on	  
n  Medical	  Community	  at	  Large	  over	  the	  last	  few	  years	  
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Changes since USPSTF 

n  Reduced PSA testing that may have stabilized 

n  Likely lower rates of biopsy, cancer and Rad Px. 

n  Possible increase in distant disease 
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My Hope:  “Make PSA Great Again” 
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My Hope:  “Make PSA Great Again” 

n  Test the men who need to be tested 

n  Consider reflex tests if PSA abnormal 

n  Do a “quality” biopsy 

n  Avoid overtreatment 
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Test the Men Who need to Be Tested 
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Consider “Reflex” Tests if PSA is Abnormal 
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Biopsies Avoided using 4K in PLCO 

Kim, Andriole, Crawford et al:  J Urol 197:1041, 2017 

Avoid Unnecessary Biopsy 
 in 37% 



Do a “Quality” Biopsy 

Random Office Biopsy Likely not the Best 
Biopsy 
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PROMIS Trial: Randomized Men with 
Elevated PSA and no prior Bx 

Standard 12-core TRUS Bx MRI-targeted Only 
No. Pts. 576 576 
No. pts. having a Bx.  576 418 (73%) 
“Over” Dx. CaP 90 (16%) 62 (11%) 
Significant CaP 111 (19%) 213 (37%) 

Emberton et al 



Transperineal Mapping Prostate 
Biopsy 
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Imaging to Detect Prostate Cancer at 
Wash U 

1.  Clinical PET/MR using 64Cu radiopharmaceuticals 

–   Joe Ippolito M.D.,Ph.D. and Farrokh Dehdashti M.D.  

2.  High resolution virtual pinhole PET (vp-PET) imaging – a new clinical 
imaging tool for prostate cancer? 

–   Yuan-Chuan Tai, Ph.D. 

3.  Diffusion Basis Spectral Imaging (D-Histo) of prostate cancer 

–   Sheng-Kwei (Victor) Song Ph.D. 

4.  Multimodality clinical molecular imaging of aggressive prostate cancer 
variants with PET/MR/D-Histo/MALDI imaging 

–   Joe Ippolito, Victor Song, and Rick Drake (MUSC) 



D-Histo 

mpMRI 

T2W DWI 

Stromal BPH Normal Prostate PCa Inflammation 
0 0.5 0 0.5 0 0.5 0 1 

Histology 
D-Histo: Resolving False Positive PCa by mpMRI	  

D-Histo resolves co-existing 
PCa, inflammation, and BPH 
into component images 
allowing a direct inspection.  



5+4 

Patient #1 C9 
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(Stroma) 

0 0.5 0 0.5 
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(inflammation) 
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T1W T2W DTI - ADC DWI 



Avoid Overtreatment 
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 Best use of Genomic Tests (E. Klein) 

 

Clinical Scenario Use of Genomic Test Best 
Endpoint 

  Very Low Risk No 
(except for youngest pts) 

Adverse 
Pathology 

  Low risk: 
    low volume Gl 3 + 3 

Selectively based on life 
expectancy and risk tolerance 

  Low risk:  
    high volume Gl 3 + 3 Yes 

  Intermediate Risk:  
    low volume Gl 3+ 4 Yes  

Adverse 
Pathology, 

Metastasis Risk, 
or Mortality 

  Intermediate Risk:   
    high volume 3+4 or any 4+ 3 No 

  High Risk No 


