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Learning Objectives

1 Summarize the USPSTF PSA screening recommendations and the evidence behind them

2 Describe the clinical and population-level consequences of reduced screening

3 Identify high-risk groups underserved by population-average recommendations

4 Apply modern urology risk-stratified screening and MRI-guided biopsy pathways

5 Counsel patients on active surveillance as a harm-reduction strategy
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Setting the Stage

Why are we still asking this question in 2026?



Prostate Cancer in 2026

#1

Most common cancer
in American men

~300K

New diagnoses
per year (US)

~35K

Deaths per year
(US)

5-yr 97%

Overall 5-yr survival
(all stages)

The survival gap between localized and metastatic disease is enormous.
Localized: 5-yr survival ~99%  |  Distant metastatic: 5-yr survival ~32%
Early detection is not an abstract good — it is the difference between cure and palliation.

Desmond Y. Adamu, MD  |  RGV Urology



Prostate Cancer: The Weight of It

#1
Cancer in men
(men-specific)

#2
Overall cancer

diagnosis (all sexes)

313K
New cases

estimated 2025

35.8K
Deaths

estimated 2025

And Yet — A Paradox

We have the most sophisticated medical technology ever assembled. We have PSA. We have MRI. We have robotic 
surgery. We have radiation with sub-millimeter precision. We have targeted systemic therapy.

And yet — prostate cancer mortality decline has slowed to 0.6% per year. Metastatic incidence is rising. Men are still 
dying, and many men are being harmed by treatment for cancers that never needed treating.

This means one thing: we have been treating the wrong thing.

Source: ACS Prostate Cancer Statistics 2025 — #2 overall cancer diagnosis; #1 in men; 30% of all male cancers
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PSA: What It Is — and What It Isn't

✓  What PSA IS

A serine protease produced by prostate epithelial cells

Elevated by cancer, BPH, prostatitis, and trauma

A continuous risk variable — not a binary test

The best single blood biomarker we have for prostate 
cancer detection

A tool for monitoring response to treatment

✗  What PSA Is NOT

Cancer-specific — it is prostate-specific

A threshold test ("normal" vs "abnormal")

Sufficient alone to diagnose cancer

Equally predictive across all age/race groups

The problem — misuse and overreaction are the problem
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The USPSTF Recommendations

What they said, why they said it, and what changed



USPSTF PSA Screening: A Policy Timeline

2008
USPSTF: Insufficient evidence for men < 75; Grade D for men ≥75

2012 USPSTF Grade D for ALL ages — recommends AGAINST PSA-based screening
"The harms outweigh the benefits"

2018 USPSTF revision: Grade C (55–69 yrs) — individual decision after shared SDM
Grade D maintained for men ≥70

2026 Current: Grade C (55–69) | Grade D (≥70)
Active review/update in progress
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Why USPSTF Hesitated: The Harm Chain

Elevated PSA

Many causes beyond cancer

Biopsy

Infection, bleeding, anxiety 
— ~1-3% complication rate

Low-Grade Cancer
Detected

Gleason 6 — often indolent, 
may never cause harm

Overtreatment

Surgery or radiation for 
cancer that needed no 

treatment

Permanent Harm

ED (~50%), incontinence 
(~20%), rectal injury

The Core Tension: Population vs. Individual

At the population level, the USPSTF calculates that for every prostate cancer death prevented, a significant number of 
men are harmed by overtreatment. But for an individual man with clinically significant cancer — this calculus is 
irrelevant.

PLCO & ERSPC trials: 0–1 life saved per 1,000 men screened over 10–13 years  |  But absolute risk matters to the man in front of you
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Harm #1: The Biopsy

Of every 1,000 men with elevated PSA who proceed to biopsy:

~70–75% Will NOT have significant cancer 
detected 1–7% Hospitalized for sepsis or infection 

(post-TRUS)

~20–50% Significant hematuria or 
hematospermia ~25–30% Erectile dysfunction symptoms in the 

weeks after

~40% Report significant anxiety about cancer 
during workup ~30% Gleason 6 detected — historically 

overtreated

The biopsy is not a neutral test. It carries real procedural morbidity — and because it leads to detection of low-grade 
disease, it sets in motion the second harm: treatment.

Source: AUA guidelines; Loeb et al., J Urol 2011; Rosario et al., Eur Urol 2012 (TRUS-biopsy complication data)
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Harm #2: What Treatment Actually Does to Men

Surgery
(Radical Prostatectomy)

Erectile Dysfunction

40-70%  |  Age & nerve-sparing dependent

Urinary Incontinence

15-20%  |  Significant; ~5% severe/permanent

Anastomotic Stricture

2-8%  |  Requiring further intervention

Operative Risk

<0.5%  |  Mortality; non-zero at population scale

Recovery

4-8 wks  |  Catheter 1-2 wks; work impact real

Radiation
(EBRT / Brachytherapy)

Erectile Dysfunction

40-60%  |  Delayed onset; worsens over years

Rectal Toxicity

10-15%  |  Urgency, bleeding, fistula (rare)

Urinary Irritation

20-40%  |  Retention; brachytherapy worse

Secondary Malignancy

Small ↑  |  Bladder/rectal ca; long latency

Treatment Burden

6-8 wks  |  Daily trips; fatigue; time cost

ADT
(Androgen Deprivation)

Erectile Dysfunction

80-90%  |  Near-universal during therapy

Osteoporosis/Fracture

Significant  |  Bone loss from month 1 onward

Metabolic Syndrome

Common  |  Weight gain, DM, insulin resistance

Cardiovascular Risk

↑ CV events  |  Especially with baseline CVD

Cognitive/Mood

~25-30%  |  Depression, memory complaints

These are not rare complications. They are expected outcomes — which is why treating cancer that did not need treatment is not a 
neutral act.
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The Backlash
What urologists saw that population statisticians missed



The Chilling Effect on Primary Care

After the 2012 Grade D Recommendation:

−23% PSA screening rates −64% Prostate biopsies performed

−54% Incident cancers detected +37% Metastatic disease at 
presentation

Source: Bhindi et al., JAMA Intern Med 2017 (analysis of national registry data post-2012 recommendation)

The guideline intended to reduce overtreatment — but it reduced all testing, including necessary testing.
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Wait — Can That Rise Be True?
The claim: metastatic presentations rose ~37% relatively quickly after the 2012 recommendation. Should we accept that 
at face value?

Explanation 1: It Is Real

High-grade (GS 8-10) cancers that PSA would have caught 
at localized stage are now presenting de novo with 
metastatic disease

These tumors progress to metastasis in 41 months median 
— fast enough to appear within 2-4 years of losing early 
detection

The 2012 chilling effect hit PSA testing hard (-23%) — men 
who needed screening simply stopped getting it

SEER data shows distant-stage disease rising 6% per year 
in men 55-69 — the prime screening window

Explanation 2: Partly Artifact

GS 6 cancers that would have been caught and immediately 
treated are simply not being found — the denominator 
changed

Fewer total diagnoses means metastatic cases become a larger 
proportion — even if absolute numbers are similar

Surveillance artifact: men not being screened are also not being 
imaged — some metastatic disease may have existed before 
2012 and gone undetected

Selection bias: the men still getting PSA after 2012 are 
symptomatic or high-risk — enriching for advanced disease

The verdict: probably both — but GS 6 does not metastasize fast enough to explain a 2-3 year rise. The rapid cases are almost certainly 
high-grade cancers that lost their early detection window.
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What This Means in the Rio Grande Valley

If the national metastatic rise was partly driven by men who were already borderline on screening — what happens in 
a region where baseline screening rates were already lower?

Our Population

Predominantly Hispanic men — lower incidence than non-
Hispanic Black, but higher rate of advanced-stage diagnosis at 
presentation. Cultural fatalism ('if I feel fine, I am fine') delays 
the conversation.

Access Reality

Fewer urologists per capita than national average. Insurance 
gaps are real. A man who gets an abnormal PSA in McAllen may 
wait weeks to months for a urology referral. That lag matters for 
GS 8-10 disease.

The 2012 Effect Here

If PCPs in the RGV stopped ordering PSA after the USPSTF Grade 
D, we did not just reduce overtreatment of Gleason 6. We 
removed the only early detection tool available to men who 
may already have limited access to specialty care.

You Are the Screening Infrastructure

There is no population-level prostate cancer screening program. 
No mobile unit. No funded initiative. The PSA conversation in 
your exam room is it. A two-minute SDM discussion may be the 
only early detection this man ever gets.
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The Mortality Debate: Where Is the Evidence?

PLCO (US)

No mortality benefit

But ~50% of control arm were already screened at baseline — contamination likely 
explains null result

ERSPC (Europe)

21% ↓ mortality

Absolute risk: 1.28 deaths prevented per 1,000 men screened over 13 years; NNS 
~781

Göteborg (Sweden)

44% ↓ mortality
Younger starting age (50), more intensive protocol; strongest benefit signal in any RCT

CAP Trial (UK)

No benefit at 10 yrs

Single PSA screen vs. usual care; criticized for short follow-up — prostate CA mortality 
benefit typically requires 13+ years

Key insight: mortality benefit from screening has a long latency. A 10-year trial may be too short to see it.
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What Urology Is
Doing About It

From blunt policy to precision medicine



Risk-Adapted Screening (AUA/SUO Guidelines)

Age Group Risk Category Recommended Action

Age 40–54 Average Risk Shared decision-making; baseline PSA may guide future interval

Age 40–45
High Risk
(Black men, BRCA2, family Hx)

Begin discussion earlier; PSA baseline at 40–45

Age 55–69 All Men Informed SDM; offer screening; interval based on PSA level

Age ≥70 All Men
Generally not recommended; individualize for healthy, long life 
expectancy

AUA Early Detection of Prostate Cancer Guideline 2023  |  SUO Consensus Statement 2022
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Current USPSTF Grades Unpacked

GRADE C  |  Ages 55–69

Offer / provide this service for selected patients

Net benefit is small

Decision should be individualized based on 
patient values and preferences

Shared decision-making is the mechanism — not 
a blanket "screen everyone"

GRADE D  |  Ages ≥70

Recommend AGAINST this service

Harms outweigh benefits in this age group

Lead-time bias favors over-detection of indolent 
cancers

Treatment morbidity in older men 
disproportionately high

The USPSTF did not say PSA is useless — it said the average benefit is small relative to population-level harms.
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Shared Decision-Making: What It Actually Means

SDM IS... SDM IS NOT...

✓  Reviewing the patient's personal risk factors (family 
history, race, age)

✓  Explaining what a positive result means — and what 
happens next

✓  Discussing the realistic possibility of finding indolent 
cancer

✓  Acknowledging the patient's goals, values, and risk 
tolerance

✓  Documenting the conversation

✗  Saying the USPSTF recommends against it and moving on

✗  Defaulting to screening without discussing trade-offs

✗  Assuming the patient understands what a biopsy entails

✗  Using the same script for every patient

✗  A 60-second checkbox conversation
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Reducing the Biopsy Reflex

Elevated PSA ≠ automatic biopsy. Modern urology uses a layered confirmatory approach:

1 Repeat PSA: Confirm elevation is persistent (not from prostatitis, recent activity, catheterization)

Evidence: Eliminates ~25–30% of elevated PSAs from proceeding to biopsy

2 Secondary 
Biomarkers: 

PHI (Prostate Health Index), 4Kscore, SelectMDx, ExoDx — risk-stratify the PSA result

Evidence: Reduces unnecessary biopsies by ~30–50% with AUC superior to PSA alone

3 Risk Calculators: ERSPC Risk Calculator, PCPT Nomogram — integrate PSA, DRE, age, race into absolute risk

Evidence: Better than PSA threshold alone for identifying who needs biopsy

4 mpMRI (see next 
slide): 

PI-RADS scoring system — triage before biopsy; skip MRI-negative patients from TRUS

Evidence: Detects ~12% more significant cancers vs. systematic biopsy; reduces low-grade detections
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Flipping the Risk–Benefit Calculus

The USPSTF calculated harms > benefits at the population level. Modern urology changes that equation — step by step.

PRE-BIOPSY — Stratify Before You Cut

Repeat PSA
Eliminates ~25-30% of elevated PSAs — confirms persistence vs. 
transient elevation from prostatitis, DRE, activity

PSA Free %
% free PSA <10% = high cancer risk; >25% = low. Reduces unnecessary 
biopsies in the 4-10 ng/mL gray zone

PSA Density
PSA / prostate volume. ≥0.15 ng/mL/cc flags concern even with modest 
PSA — adjusts for large benign prostates

Family History + Race
Black men, BRCA2, 1st-degree relatives: risk recalculated before biopsy 
decision, not after

SelectMDx / MPS2
Urine biomarkers post-DRE. SelectMDx: predicts high-grade PCa (GG≥2). 
MyProstateScore2: AUC ~0.82 for GG≥2. Reduces biopsies ~30-50%

mpMRI (PI-RADS)
PI-RADS 1-2: consider avoiding biopsy. PI-RADS 4-5: targeted biopsy 
essential. Detects 12% more csPCa; misses 13% fewer insignificant 
tumors

POST-BIOPSY — Stratify Before You Treat

Gleason / Grade Group
GG1 (Gleason 6): AS preferred. GG2 selected: AS eligible. GG≥3: treatment 
discussion mandatory. Grade drives everything

Prolaris (CCP Score)
Cell cycle progression genomic panel. Refines 10-yr mortality risk beyond 
Gleason. High score: treatment. Low score: AS validated

Decipher Genomic
22-gene RNA expression panel. Predicts metastasis risk post-diagnosis and 
post-RP. Guides adjuvant RT decisions. AUC 0.74+ for mets

AS Parameters (AUA)
PSA q6-12mo, DRE annually, confirmatory MRI, repeat biopsy 12mo then q2-
5yr. Grade reclassification = trigger for treatment

Oncotype DX Prostate
GPS score 0-100 from biopsy tissue. Predicts adverse pathology at RP. Helps 
distinguish true GG1 from undersampled GG2+

Nomograms + Staging
MSKCC, Partin Tables, CAPRA score — integrate PSA, grade, stage, margins 
to predict recurrence; guide surveillance intensity

Each step eliminates men who don’t need biopsy or treatment. The calculus shifts: detect early — but treat selectively. That is how we flip 
harms > benefits.
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mpMRI & Targeted Biopsy: The Game Changer

SYSTEMATIC (Random) BIOPSY mpMRI-TARGETED BIOPSY

12 random cores — geographic sampling Cores only from MRI-suspicious lesions (PI-RADS ≥3)

High rate of Gleason 6 (indolent) detection Preferentially detects Gleason ≥7 (clinically significant)

Misses anterior/transition zone cancers Better coverage of all anatomic zones

Leads to overdiagnosis and overtreatment Reduces unnecessary treatment by avoiding junk cancer

High patient anxiety, infection risk from 12 cores Fewer cores, lower complication rate

PRECISION Trial & PROMIS Study: MRI-first approach detects 12% more clinically significant cancers and 13% fewer insignificant cancers vs. systematic biopsy 
alone.
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Active Surveillance: Detect But Don't Rush to Treat

Who Qualifies?

•  Gleason Grade Group 1 (Gleason 6)

•  Very low / Low risk (AUA classification)

•  PSA < 10 ng/mL

•  Clinical stage T1c or T2a

•  ≤2 positive cores, ≤50% involvement

•  Life expectancy may influence decision

AS Protocol (AUA)

PSA every 6–12 months

DRE annually

Repeat biopsy at 12 months
(then every 2–5 years)

Confirmatory mpMRI

Trigger for treatment:
Grade reclassification, PSA kinetics,
or patient preference

10-yr cancer-specific survival: >99%

Active surveillance is not watchful waiting — it is structured monitoring with defined triggers. It preserves quality of life 
without sacrificing oncologic outcome for appropriately selected men.
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Is Gleason 6 Really Cancer?

~50% of all prostate cancers detected by PSA screening are Gleason 6 (Grade Group 1) — "low-risk" by 
every guideline definition.

What Makes It Look Like Cancer What Makes It Different From Cancer

Morphologically abnormal under microscope

Can invade perineural spaces

Can extend microscopically beyond prostate

Word 'cancer' carries enormous weight for patients

Virtually never metastasizes — 0 documented cases of pure 
GS6 causing death when correctly graded

Lacks hallmarks of malignancy at molecular level — no 
invasion signals, no EGF receptor upregulation

Don Gleason himself felt GS3 (pattern 3) should not be called 
cancer

ISUP 2014: Grade Group 1 — the lowest possible risk category

AUA/NCCN: Active surveillance is the preferred management for ALL Grade Group 1 (Gleason 6). ~50% of screen-detected 
PCa qualifies. Additionally, selected GS 3+4=7 patients may also be managed with AS.
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The Real Threat: Gleason 8, 9, and 10

 Selection bias note: The rise in metastatic presentations after 2012 was almost certainly accelerated by this — men with 
aggressive high-grade disease (GS 8-10) who would have been caught earlier by PSA were instead presenting de novo with 
metastatic disease. GS6 doesn't metastasize in time to be caught this way.

Time to Metastasis by Gleason Score (median, from diagnosis):

Gleason 6
79 months
(~7.5 years)

Manageable with active surveillance. Unlikely to kill.

Gleason 7
54 months
(~4.5 years)

Risk-stratify by 3+4 vs 4+3. Selective treatment warranted.

Gleason 8-10
41 months
(~3.5 years)

Aggressive. These are the cancers that kill men. Early detection critical.

The cancer fashioned to kill men is not Gleason 6. It is Gleason 8, 9, and 10 — and those respond to early detection, not to blanket 
screening reduction.

Source: ScienceDirect 2024 — median time to metastasis: GS6=79 mo, GS7=54 mo, GS8-10=41 mo (P=0.01)
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Urology’s Silent Spring Moment

Invasion of the Prostate Snatchers

Ralph H. Blum & Mark Scholz, MD  |  Revised & Updated Edition

▸  Written by a patient (Blum) and his oncologist (Scholz) — gives the disease from 
both sides

▸  Central argument: most men with prostate cancer are overtreated, and the 
medical system profits from this

▸  Covers PSA, biopsy, Gleason scoring, active surveillance, and patient advocacy

▸  Challenges the automatic biopsy-to-treatment pipeline — aligns directly with this 
lecture's message

▸  Subtitle: 'No More Unnecessary Biopsies, Radical Treatment, or Loss of Sexual 
Potency'

Like Silent Spring (1962) — which revealed the hidden harms of DDT and launched the modern environmental movement — this book named 
what the field refused to say out loud: we were treating cancers that never needed treating, and men were paying the price.
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Minimizing Treatment Harm

Because detecting cancer is only half the story



The Real Harms of Treatment: An Honest Accounting

Modality Erectile Dysfunction Incontinence/GU Other Key Harms

Radical Prostatectomy
~40–70% (age/nerve-sparing 
dependent)

~15–20% significant; ~5% severe
Anastomotic stricture, 
hernia, operative risk

External Beam Radiation ~40–60% long-term
Lower urinary rate; rectal toxicity 
10–15%

Secondary malignancy risk 
(small, long-term)

Brachytherapy ~30–50%
Urinary retention/irritation more 
common

LUTS lasting months; 
bowel urgency

ADT (Androgen Deprivation) ~80–90% during therapy
Not primary — but metabolic 
effects serious

Osteoporosis, metabolic 
syndrome, cognitive Δ, CV 
risk

These rates vary by patient age, comorbidities, surgeon volume, and technique. Counseling must be individualized.
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Minimizing Harm: How Surgery Has Evolved

Nerve-Sparing Technique

Bilateral nerve-sparing RARP preserves erectile function in ~60–70% of appropriately selected, preoperatively potent men. 
Unilateral sparing: intermediate outcomes.

Robotic-Assisted Prostatectomy (RARP)

Lower blood loss, shorter catheter time, earlier return of continence vs. open surgery. Ergonomic precision enhances nerve 
preservation. Now >85% of radical prostatectomies in the US.

Focal Therapy (Emerging)

HIFU, cryotherapy, irreversible electroporation: treat only the index lesion. Selected low-intermediate risk. Trade-off: higher re-
treatment rate but lower morbidity. Not yet standard of care.

Desmond Y. Adamu, MD  |  RGV Urology

Modern Radiation Advances (IMRT, SBRT, Proton Therapy)

IMRT/VMAT: dose-sculpted beams reduce rectal and bladder exposure vs. 3D-conformal. SBRT (e.g. CyberKnife): 5 fractions vs. 40+ 
— equivalent oncologic control, less treatment burden. Proton therapy: Bragg peak physics minimize exit dose — early data suggest 
lower GI/GU toxicity. SpaceOAR hydrogel: absorbable spacer pushes rectum away — rectal toxicity reduced ~80% in RCTs.



When Treatment Is the Right Answer — Make It Better

For GS ≥7, high-risk, or progressive disease — surgery is absolutely the right next step. The question is: how do we deliver that 
treatment with less collateral damage?

Desmond Y. Adamu, MD  |  RGV Urology

Open Prostatectomy Robotic-Assisted (RARP)

VS

Incision 15-20 cm midline 5 ports, <1 cm each

Blood loss 500-1500 mL; transfusion common <200 mL; transfusion rare (<5%)

Hospital stay 3-5 days 1-2 days; often next-day discharge

Catheter 14-21 days 5-10 days

Continence return 6-12 months 3-6 months; earlier return in studies

Erectile function ~30% NS possible Bilateral NS feasible >60%; 3D magnification
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What This Means
for Your Practice

Practical guidance for primary care in 2026



The PSA Conversation: A Simple Algorithm for PCPs

Desmond Y. Adamu, MD  |  RGV Urology

If you have a trusted urology partner: don’t get bogged down in risk stratification. Screen and let your urologist sieve the chaffs. Use 
this hard-and-fast framework:

STOP Age ≥75  |  DO NOT SCREEN

Exception: life expectancy >15 years and patient requests discussion after counseling

Lead-time benefit too short. Treatment morbidity disproportionate. Grade D applies here.

SCREEN Age 45–74  |  SCREEN — REFER TO UROLOGY

Your job: order the PSA and have a 2-minute conversation. Your urologist’s job: stratify, triage, and treat appropriately.

Prime window. Grade C (55-69) and emerging evidence for 45-54 in average-risk. This is the sweet spot for early detection of lethal disease.

HOLD Age <45  |  DO NOT SCREEN (routine)

Exception: strong family history (father/brother <65, BRCA2 carrier, multiple 1st-degree relatives) — begin SDM at 40

Prostate cancer in this age group is rare. Benefit from screening is not established for average-risk men.

Screen smart. Refer promptly. Let the system do the rest. Your two-minute conversation may be the only early detection this man ever gets.



When to Refer to Urology

Refer Promptly (within 2–4 weeks)

•  PSA > 10 ng/mL on any test

•  PSA velocity > 0.75 ng/mL/year over 2 measurements

•  Abnormal DRE — induration, nodularity, asymmetry

•  High-risk features: Black man, strong family history, BRCA2 carrier

Refer Electively (routine, within 4–8 weeks)

•  PSA 4–10 ng/mL, first elevation, with average risk

•  PSA density concerns (PSA / prostate volume)

•  Patient requesting urology evaluation after elevated result

•  Young man (<55) with PSA consistently in the 2–4 range

Discuss / Monitor in Primary Care

•  PSA 2–4 ng/mL in man 55–69 with average risk — repeat in 1–2 years

•  PSA trending slowly but still low absolute value

•  Older patient (≥70) with low PSA and no symptoms

Desmond Y. Adamu, MD  |  RGV Urology  |  (956) 238-2853



Putting It Together: A Case Vignette

Case: A 58-year-old Hispanic man presents for a routine annual visit. He has no urinary symptoms. His father was 
diagnosed with prostate cancer at 72. He has never had a PSA test. He says "Doctor, I heard those tests cause more 
problems than they solve."

Q: What risk category is he?

A: Average-to-intermediate: age 58, Hispanic, first-degree family Hx (father >70 reduces risk modifier slightly)

Q: What does USPSTF say?

A: Grade C — offer screening with SDM. This patient is within the 55–69 window. The conversation is appropriate and guideline-
concordant.

Q: How do you address his concern?

A: Validate it. The concern is legitimate — overtreatment is real. But explain: we now have better tools to avoid that trap. A PSA 
doesn't commit him to surgery.

Q: What's your plan if PSA = 5.8?

A: Don't biopsy immediately. Repeat PSA, consider PHI or 4Kscore. Refer to urology. Order mpMRI if elevated secondary biomarker. 
Reassess.

Desmond Y. Adamu, MD  |  RGV Urology



Key Takeaways

01 The USPSTF recommendation reflected real harms — but its population-level framing masked individual 
risk heterogeneity.

02 Reduced PSA testing after 2012 correlated with measurable increases in metastatic presentations. We 
cannot ignore this signal.

03 Black men, men with family history, and BRCA carriers require earlier, more proactive conversation — not 
the same script.

04 Modern urology has evolved: biomarkers, MRI-guided biopsy, and active surveillance allow us to detect 
early and treat selectively.

05 Your SDM conversation is the gatekeeping moment. Do it deliberately, document it, and personalize it to 
the man in front of you.

Desmond Y. Adamu, MD  |  RGV Urology



Thank You

"The goal is not to avoid the conversation about PSA.
The goal is to have it better."

Desmond Y. Adamu, MD

Urologist  |  RGV Urology

McAllen: 1200 E Savannah Ave, Ste 18  |  Weslaco: 1330 E 6th St, Ste 304

Phone: (956) 238-2853

Disclosures: No conflicts of interest. No commercial support for this presentation.
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