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Correlation between the preoperative and postoperative levels of prostate—
specific antigen in patients with high—risk Gleason scores undergoing

adjuvant androgen deprivation therapy

Luo Yucheng,Wu Di,Wang Zhennan,Yang Lei,Tang Zhaobing
(Department of Urology , The First Affiliated Hospital of Chongqing Medical University )
[ Abstract] Objective : To investigate the change in prostate—specific antigen (PSA) after surgery and its correlation with preoperative
PSA level in prostate cancer patients with high-risk Gleason scores undergoing adjuvant androgen deprivation therapy (ADT) after
radical prostatectomy, to establish a risk prediction model, and to provide a reference for clinical treatment. Methods : Clinical data
were collected from 142 patients with high-risk Gleason scores who underwent radical prostatectomy in The First Affiliated Hospital of
Chongqing Medical University from 2020 to 2023 and met the criteria of not receiving neoadjuvant therapy, a postoperative Gleason
score of >4+3, a postoperative stage of <T2¢NOMO, absence of cancer involvement at the surgical margins, regular postoperative ADT
sessions, and a valley value of <0.2 ng/mL for PSA after surgery. R software 4.0.1 was used for data processing, and a univariate Cox re-
gression analysis was used to assess the correlation between preoperative PSA and the abnormal increase in PSA after surgery. The
Kaplan—Meier (KM) curves were plotted based on the different cut—off values of PSA, and the log—rank test was used for comparison

between groups at a significance level of a=0.05. Results: Among
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446 H AR : hups:/link.cnki.net/urlid/50.1046.1.20260304.1022.002 the abnormal increase in PSA. The Cox regression analysis showed
(2026-03-04) that preoperative PSA was significantly correlated with the abnormal

the 142 patients, 60 (42.25%) had an abnormal increase in PSA
within 2 years after surgery, and 82 (57.75%) did not experience
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increase in PSA after surgery, with a hazard ratio(HR) of 1.670(95%C1=1.006-2.774, P=0.047) at the cut—off value of 20 ng/mL and
an HR value of 2.034 (95%CI1=1.202-3.442, P=0.008) at the cut—off value of 17.755 ng/mL (the median value) , and the analysis of
the three groups (<10, 10-20, and >20 ng/mL) showed that the >20 ng/mL group had an HR value of 2.176(95%CI=1.082-4.506, P=
0.030) , while the 10-20 ng/mL group showed no significant difference (P=0.235). The KM curve analysis showed that there was a sig-
nificant difference in the cumulative proportion of patients without abnormal increase in PSA between groups under a single cut—off
value of PSAj; although the multi—cutoff curves had a more significant predictive trend, they showed a limited statistical difference be-
tween groups. Conclusion : Preoperative PSA level is an effective predictive indicator for abnormal increase in PSA within 2 years after
radical prostatectomy in patients with high—risk prostate cancer based on Gleason score. The median value of PSA before surgery
(17.755 ng/mL) has the best predictive efficacy as the cut—off value and is significantly superior to the traditional cut—off value of 20
ng/mL. The analysis of the three groups shows that the 10-20 ng/mL range is a risk transition interval for abnormal increase in PSA af-
ter surgery, and a single PSA indicator fails to achieve effective stratification. Although multi-cutoff values can present the risk gradi-
ent in greater detail and improve the value of early trend prediction, no significant statistical stratification has been formed due to the
limited sample size. In clinical practice, combining multi-modal indicators such as preoperative contrast—enhanced prostate MRI and
pathological grading can further enhance the accuracy of risk assessment, thereby providing key references for decision making associ-
ated with neoadjuvant therapy, formulation of individualized follow—up frequency, and adjustments of early treatment regimens. Follow—
up and intervention within 2 years after surgery should be strengthened for high—risk populations with preoperative PSA higher than the
median.
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