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validation of this model is warranted to corroborate its applicability 
to screening or early diagnosis practice. Furthermore, study subjects 
underwent transrectal prostate ultrasonography (TRUS); although, it 
is common in China because of low‑cost and wide diffusion, an added 
benefit of this to screening or an earlier diagnosis of an aggressive 
prostate cancer is widely debated. We recognize that practices 
vary according to various factors along with patient and provider 
preferences. However, we should not forget that the use of TRUS in 
the initial evaluation of all patients specifically the asymptomatic ones 
is not recommended by most international guidelines.

Another limitation is the lack of comparison between the new 
tool and others available; for instance, in the cited validation study,6 
the ERSPC calculator slightly outperformed the PCPT one (AUC of 
0.831 vs 0.852) and might therefore be considered the tool to beat. 
Another advantage of the ERSPC tool is that it does not require any 
information on family history, which can be difficult to obtain in the 
Chinese population. These aspects could certainly be addressed in 
future studies.

Population‑tailored risk calculators, although in their relative 
infancy, are promising tools to improve on PCa detection. The future 
will see newer applied bioinformatics algorithms with recalibration 
capabilities to these populations that should continue to enhance 
our ability to improve the accuracy of risk calculators.8 Ultimately, 
the decision to pursue an early diagnosis of PCa should involve an 
individualized discussion with the patient and an informed, shared 
decision‑making process despite our ability to use various risk 
prediction tools. The current authors are to be congratulated in further 
studying “risk‑prediction” in a predominant at risk Chinese population.
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In Asian Journal of Andrology, Wu et  al.1 propose a prostate 
cancer (PCa) risk‑calculating tool (Huashan Risk Calculator), tailored 
to the Chinese population in a typical third‑level referral center. The 
key message of the study is clear: the new calculator can outperform 
a contemporary tool (the Prostate Cancer Prevention Trial ‑ PCPT2) 
in a clinically‑based Chinese population. The aim of this work is 
not without interest: the actual clinical role of PCa risk‑predicting 
systems in large populations is a matter of debate, and the role of race 
and ethnicity in their diagnostic performance is largely unknown. 
A recent meta‑analysis3 identified more than 127 models, but only 6 
met the minimum criteria for inclusion, and the final results showed 
that risk‑calculating tools improve the clinical accuracy of PSA 
alone, although with different area under the curve  (AUC) values. 
Of importance, no study directly considers the ability of the models 
to distinguish between clinically significant and nonsignificant 
PCa. The chinese population is particularly exposed to these new 
challenges and controversies: the incidence of prostate cancer in 
China, although historically lower than in Western countries, is now 
raising rapidly, as showed by recent epidemiological studies.4,5 Genetic 
factors, PSA screening in Europe and North America, and uneven 
access to care are just a few of the factors accounting for differences 
among various PCa  populations around the word. Almost all PCa 
risk‑calculating tools, in fact, have been developed and validated in 
Western countries (mainly Europe and the USA), and their extension 
to a completely distinct population, like the Chinese one, is not obvious. 
In fact, in a 2012 study published in this Journal, Zhu et al.6 validated 
some well‑known calculators  (PCPT2 and European Randomized 
Study of Screening for Prostate Cancer ‑ ERSPC7) in a contemporary 
Chinese cohort, showing a better performance for ERSPC over PCPT, 
but a significant overestimation risk for both.

The authors’ efforts must be acknowledged: they analyzed two 
big biopsy populations (1059 patients in the development phase and 
828 men in the validation study) in a single center, building a tool 
based on simple information with an easy applicability to clinical 
practice. The use of real‑life groups from a single center is the main 
strength of this study, but also the source of some aspects needing 
further refinements.

The current study’s Chinese male cohort is heterogeneous. Some 
are asymptomatic with elevated PSAs and/or abnormal DREs and more 
similar to a Western cohort. On the other hand, some were symptomatic 
with LUTS and other genitourinary complaints. Moreover perhaps, 
this heterogeneity could be at least partially responsible for some of its 
accuracy, even in the same ethnic and clinical context; thus, external 

INVITED COMMENTARY

1Department of Urology, Mayo Clinic, Rochester, MN, USA; 2Department of Urology, 
Renji Hospital, Shanghai, China.
Correspondence: Dr. RJ Karnes (karnes.r@mayo.edu)

Open Access

Pr
os

ta
te

 C
an

ce
r


