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screening, early detection and methods
of treatment. In spite of increasing
attention and accumulating knowledge,
advances in treatment that improve
survival remain elusive (4).
The lifetime risk for clinical prostate
cancer is about 10% among U.S. men;
approximately 3% die of this disease.
Patients with symptomatic disease
generally have late-stage cancer that
has spread beyond the prostate capsule
and is incurable (1,5).
Survival of patients who receive a
diagnosis of early-stage disease is
substantially better than that of
patients who receive a diagnosis of
late-stage disease (1,7).
If digital rectal examinations (DRE)
and measurements of prostate-specific
antigen (PSA) are used to screen men
who are asymptomatic or those who
have symptoms that are consistent
with benign prostatic hyperplasia, the
disease is diagnosed earlier and the
proportion of cases that are discovered
while the cancer is still confined to the
prostate is increased. This so-called
stage shift has generated considerable
advocacy for the methods that result in
early detection (8,9).
The tendency toward earlier clinical
stage detection is reflected by the

There continue to be major public
health challenges arising from the
increasing tendency of cancer burden
in Europe. This increase of the cancer
disease number can be partly
attributed to the improvement of
medical technology, accumulating
knowledge and new discovered tools
in the domain. Cancer remains the
second cause of death in Europe and
prostate cancer is the third cause of
death in men, after pulmonary and
colorectal cancer.
The highest incidences have been
reported in North America and
Northern Europe and the lowest in
South Asia. In the US incidence and
mortality are substantially higher among
African-American in all ages (1).
Over one quarter of the global burden
of cancer incidence occurs in Europe,
despites the fact that persons living in
Europe comprise only approximately
one-eight of the world’s population (2).
Prostate cancer is a cause of morbidity
and mortality in men, accounting
about 30% of all new cases of cancer
and 14% of deaths from cancer. The
incidence of the disease seems to be
increasing in many countries (3).
In the past decade there has been a
quiet revolution in the management of
the disease in the framework of
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Hanke B., Feuer E. and Etzioni R.
have postulated that the decline
mortality may be attributable to
screening (17,18,19). The idea which
is raisings from studies is that the
screening for prostate cancer is an
important part of cancer care which
operates risk management strategies.
Screening for prostate cancer, as an
important part of cancer care, is aimed
to diagnose the disease:
- at an early stage;
- before symptoms start;
- when it is easier to treat;
- when it is more likely to be curable.
The American Cancer Society’s
(ACS) current recommendations say
that PSA concentration above 4.0 ng/ml
but less than 10 ng/ml means a 25%
chance of having prostate cancer (20).
Generally speaking, the higher the
PSA test level, the more likely that
there is a prostate cancer. On the other
site, the higher is a prostate cancer, the
higher the PSA level and the higher
the PSA level in someone with
prostate cancer, more likely it is that
the cancer has spread. Measurement of
PSA is the most sensitive noninvasive
test available for early detection of
prostate cancer and may allow for earlier
diagnosis of aggressive cancer (8).
Measurement of PSA plays a
potentially valuable role in prostate
cancer detection because cancer tissue
generates more PSA than does normal
or hyperplastic tissue, and cancer
tissue may disrupt the prostate-blood
barrier (16). An autopsy study showed
that PSA levels are consistently
elevated. However, PSA levels normally
increase with age.

growing use of PSA measurement as a
detection method (7,10,11).
Risk factors for prostate cancer have
recently been reviewed. Age remains
the most powerful risk factor.
Depending on the number of firstdegree relatives with prostate cancer,
family history may increase a man's
risk twofold to fivefold. The incidence
in black men is as much as 1.6 times
the incidence in white men. Whether a
previous vasectomy increases a man's
future risk is controversial. A high-fat
diet may also increase risk (4,5,6).
The existence of associations between
perinatal factors and prostate cancer
indicate that early life is important in
the long carcinogenesis process (6).
Some authors have shown that a
phenomenon affecting factors that
controlling genetic susceptibility could
explain the high mutation rate
responsible for the genetic changes
leading to cancer (12,13,14,15).
In the management of the disease,
early detection is the most important,
giving possibilities for treatment of the
cancer in its early stages.
What is already known is that screening
for prostate cancer with PSA alone is
widely practiced in the US and has
resulted in a remarkable increase in
incidence of diagnosed disease (7,12,16).
Recent reductions in prostate cancer
mortality in US have been attributed to
screening and treatment, raising questions
about whether continuing the trials is
ethics ally (7,12).
What is not known is whether
randomized trials can determine the
influence of early detection and
aggressive treatment on the reduction
of prostate cancer mortality (12).
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PSA alone is not recommended for
screening in the UK because:
- men with prostate cancer may not
have a raised PSA;
- 2 out of 3 men with a raised PSA
do not have prostate cancer;
- there is uncertainty about the best
way to treat early prostate cancer.
Pressures for the establishment of
national screening programs are
widespread, but there are countries
seeking to learn from other’s
experiences (24,25). Screening of
prostate cancer being of unknown
clear benefit, but carrying known
treatment, many members of the
medical community are advising the
rise of “informed consent”. In this
concept, the individual is provided
information concerning the risks and
potential benefits to allow him to
make an informal decision as to
whether he wishes to be tested or not.
He would normally be asked to sign a
document stating his decision. In other
words it is a personal decision. In this
sense, the American Cancer Society
recommends that both PSA test and
the DRE should be offered annually,
beginning at age 50, to men who have
at least a 10-year life expectancy and
to younger men who are at risk.
Information should be given to men
regarding potential risks and benefits.
Widespread screening for prostate
cancer may result in the detection of
large numbers of malignancies whose
future effects on morbidity and
mortality are unpredictable.
Men, whose screening results are
positive, are faced with the very
difficult decision of whether or not to
submit to curative therapy, such as

Screening for prostate cancer has the
disadvantages of any type of screening.
Thus, if prostate cancer screening was
introduced, some men with cancer
would be missed, other men without
cancer would given tests they did not
need and some men with very slow
growing cancers would be given
treatment they did not need.
According to ACS, only 2% of the
man had a false positive result - they
had an abnormal PSA concentration
higher than 4 ng/ml, but subsequent
biopsy showed that they did not have
prostate cancer (20). Gottlieb S. has
shown than even if PSA is considered
inaccurate by some authors, it can
identify 8 of even 10 men aged less
than 60 years who later have prostate
cancer diagnosed (21). DRE is more
sensitive for detecting cancer in the
peripheral zone (the area of the gland
that is closest to the examining finger)
than in the deeper transition and
central zones. However, in a recent
cohort of cases of cancer detected by
PSA measurement among patients
who had had normal results of DRE,
half of the detected cases were still
found adjacent to the peripheral zone
capsule (22). Because larger tumors
are more easily palpable, it is also
often assumed that DRE has a low
probability of detecting insignificant,
low-volume tumors.
Despite profound health, social,
psychological and economic consequences
of screening for prostate cancer, it is
practiced alone in the US for men over
50 years old or men over 45 years
thought to be at high risk of prostate
cancer (23).
5

Elena Lungu

What would happen to those people if
they were not screened?
Although there is good evidence that
PSA screening can detect early stage
of the disease, evidence is mixed and
inconclusive about whether early
detection improves health outcome (27).
In conclusions, undiagnosed prostate
cancer is highly prevalent, especially
among older men, that is way,
management of the disease decreases
more attention, especially in terms of
early detection. However, evidence
also indicates that available tests for
early detection have limited specificity,
particularly among older men who have
benign prostatic hyperplasia.
Despite more controversial concerning
the screening for prostate cancer, it is
more important to generate a greater
awareness among primary health care
providers of the importance of an early
detection of the disease.

radical prostatectomy or radiation
treatment and their accompanying risks,
which include incontinence, impotence
and other complications (26).
American College of Physicians includes
same recommendations regarding
counseling patient, therefore all men
who are considered having DRE and
PSA measurement should understand
the potential risks and benefits of
screening and participate with their
physicians in deciding whether to be
tested. Before testing occurs, patients
should be fully informed about the
following:
- prostate cancer is an important
health problem;
- the benefits of one-time or repeated
screening and aggressive treatment
of prostate cancer have not yet been
proven;
- digital rectal examination (DRE)
and prostate specific antigen (PSA)
measurement can both have falsenegative results;
- the probability that further invasive
evaluation will be required as a
result of testing is relatively high;
- aggressive therapy is necessary to
realize any benefit from the
discovery of a tumor;
- a small, but finite risk for chronic
illness, particularly with regard to
sexual and urinary function, are
associated with these treatments;
- early detection may save lives;
- early detection and treatment may
avert future cancer-related illness
(27).
When doctors plan a screening program,
they have to think about what happens
when the disease they are looking for
is found. Is there an effective treatment?

REFERENCES
1. Stamey TA, Freiha FS, McNeal JE,
Redwine EA, Whittemore AS, Schmid
HP: Localized prostate cancer.
Relationship of tumor volume to clinical
significance for treatment of prostate
cancer. Cancer, 1993, 71 (3 Suppl): 9338.
2. Bray E, Guerra M Yi, Parkin DM: The
comprehensive Cancer Monitoring
Programme in Europe. European
Journal of Public Health, 2003, 13 (3):
61-66.
3. Thornton H, Words MD: Prostate
specific antigen testing for prostate
cancer. BMJ, 2002, 325: 725-727.
4. Eds Amir V Kaissary, Gerald P Murphy,
Louis Denis, Keith Griffith: Textbook
of Prostate Cancer: Pathology, Diagnosis
and Treatment. BMJ, 2000, 320: 192.

6

PROSTATE CANCER EARLY DETECTION - A PUBLIC HEALTH PERSPECTIVE

5.

6.
7.

8.

9.

10.

11.

12.

13.

14. Loeb LA: Microsatellite instability:
marker of a mutation phenotype in
cancer. Cancer Res,, 1994, 54: 5059-63.
15. Trichopoulos D, Lipworth L: Is
Cancer Causation simpler than we
thaught, but more intractable?
Epidemiology, 1995, 6: 347-9.
16. Lu-Yao G, Albertsen PC, Stanford JL,
et al: Natural Experiment Examining
Impact of Aggressive Screening and
Treatment on Prostate Cancer
Mortality in two fixed cohorts from
Seattle area and Connecticut. BMJ.
2002, 325: 740-746.
17. Hankey B, Feuer E, Clegg L, Hayes
RB, Legler JM, Prorok PC. Cancer
Surveillance series: Interpreting
Trends in Prostate Cancer-partI :
Evidence of the Effects of Screening
in Recent Prostate Cancer Incidence,
Mortality and Survival Rates. J. Natl.
Cancer Inst., 1999, 91: 1017-24.
18. Feuer E, Merrill R, Hankey B: Cancer
Surveillance Series: Interpreting
Trends in Prostate Cancer- Part II:
Caues of Death Missclassification
and the Recent Rise and Fall in
Prostate Cancer. J. Natl. Cancer Inst.,
1999, 91: 1025-32.
19. Etzioni R, Legler J, Feuer E, Merill R,
Cronin K, Hankey B: Cancer
Surveillance Series: Interpreting, Trends
in Prostate Cancer, Part III: Quantifying
the Link Between Population PSA and
Recent Declines in Prostate Cancer
Mortality. J. Natl. Cancer Inst., 1999,
91: 1033-39.
20. Gottlieb S: Study shows poor
Reliability of Prostate Cancer Test.
BMJ. 2003, 327: 249.
21. Oesterling JE: Prostate specific
antigen: a critical assessment of the most
useful tumor marker for adenocarcinoma of the prostate. J. Urol.
1991, 145: 907-23.
22. Epstein JI, Walsh PC, Carmichael M,
Brendler CB: Pathologic and clinical

Ekbom A, Hsieh CC, Lipworth L, Wolk
A, Ponten J, Adami HO, Trichopoulos
D: Perinatal characteristics in relation
to incidence of and mortality from
prostate cancer. BMJ, 1996, 313:
337-341.
Garnick MB: Prostate cancer:
screening, diagnosis, and management.
Ann, Intern, Med., 1993, 118: 804-18.
Mettlin C, Jones GW, Murphy GP:
Trends in prostate cancer care in the
United States, 1974-1990: observations
from the patient care evaluation
studies of the American College of
Surgeons Commission on Cancer. CA
Cancer J. Clin., 1993, 43: 83-91 (Free
Full Text).
Gann PH, Hennekens CH, Stampfer
MJ: A prospective evaluation of
plasma prostate-specific antigen for
detection of prostatic cancer. JAMA,
1995, 273: 289-94 (Abstract).
Richie JP, Catalona WJ, Ahmann FR,
et al: Effect of patient age on early
detection of prostate cancer with
serum prostate-specific antigen and
digital rectal examination. Urology,
1993, 42: 365-74 (Medline).
Sackett DL, Haynes RB, Tugwell P:
Clinical Epidemiology: A Basic Science
for Clinical Medicine. Boston: Little,
Brown, 1985.
Black WC, Welch HG: Advances in
diagnostic imaging and overestimations
of disease prevalence and the benefits
of therapy. N. Engl. J. Med., 1993,
328: 1237-43 (Free Full Text).
Morrison AS: Intermediate determinants
of mortality in the evaluation of
screening. Int. J. Epidemiol., 1991,
20: 642-50.
Gerber GS, Thompson IM, Thisted R,
Chodak GW: Disease-specific survival
following routine prostate cancer
screening by digital rectal examination.
JAMA. 1993, 269: 61-4 (Abstract).

7

Elena Lungu

25. NHS Cancer Screening Programmes.
The Prostate Cancer Risk Management.
www.cancerscreening.nhs.uk/prostate
26. von Eschenbach A: American Cancer
Society Guidelines for the Early
Detection of Prostate Cancer Update.
Cancer, 1997, 1: 1805-07.
27. Coley CM, Barry MJ,Fleming G,
Mulley AG: Early Detection of
Prostate Cancer. Ann. Int Med., 1997,
126 (5): 394-406.

findings to predict tumor extent of
nonpalpable (stage T1c) prostate
cancer. JAMA, 1994, 271: 368-74
(Abstract).
23. Thornton H: Consequences of
Screening. Lancet. 2000, 356: 1033-40.
24. Ciatto S, Zappa R, Bonardi G, Gervasi
G. Prostate Cancer Screening: The
Problem of Overdiagnosis and Lesssons
to be learned from Breast Cancer
Screening. Eur. J. Cancer., 2000, 36:
1347-50.

8

