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The alarming I 00% increase in prostate cancer in the USA and many European countries is 
directly linked to men 's increased life expectancy. Photo WHO/Zalar 

As men everywhere are living 
longer, so the prevalence of 
prostate cancer is rising 
sharply. Blood testing can 
detect the disease but there 
are doubts whether mass 
screening of elderly men 
would pay dividends. 

The figures are alarming: a re
ported 100% increase in 
prostate cancer over the last 

decade in the USA and in many 
European countries. What does this 
mean? Is there some novel cancer
causing agent that is selectively 
creating havoc for modern man? 

There are two main factors at 
work. The first is the increasing age 
of the population. The majority of 
prostate cancers occur in men older 
than 70; therefore, as more people 
live longer - and 30 countries are 
predicted to have a greater than 
100% increase in septuagenarians 
over the next 25 years - they are 
more likely to get this disease. The 
second factor is the increased avail
ability of a sensitive blood test- the 
prostate-specific antigen (PSA). 
This test measures a protein secreted 
by prostate cancer cells and accu
rately reflects the amount of cancer 
present; it can also detect the disease 
in patients who have no symptoms. 

A little-appreciated fact about 
prostate cancer is how common it is. 
Post-mortems on men over 70 years 
old have consistently shown a preva
lence of over 50%. So if a test like 
the PSA is used to screen men with 
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no symptoms, the reported incidence 
of cancer rises dramatically. With
out the test, many would die of other 
causes without knowing they had 
cancer. The reported incidence of 
prostate cancer thus reflects both the 
age of the population and the avail
ability of PSA testing. 

The symptoms 

The prostate gland surrounds the 
urethra - the tube connecting the 
bladder to the outside world. Any 
enlargement of the prostate will 
reduce the flow of urine by constrict
ing the urethra. Cancer usually first 
causes symptoms by simply reduc
ing the flow of urine, which leads to 
poor stream size, dribbling and the 
need to pass urine several times 
during the night. There may also be 
blood in the urine. Of course, be
nign prostate enlargement is very 
common and causes the same symp
toms. The only ways to distinguish 
one from the other are by a biopsy 
and by PSA. 

Prostate cancer cells can spread 
through the bloodstream and tend to 
form deposits in bone, especially in 
the spine, a process called metastasis 
(meaning change of place). Thi s can 
be picked up easily by carrying out a 
bone scan, using a radioactive tracer 
that attaches to damaged bone to 
produce a "hot spot". Patients often 
complain of a constant, dull back
ache due to irritation of the sheath 
covering the bone. The cancer can 
also spread to the pelvic lymph 
nodes, inducing renal failure by 
blocking the ureters as they descend 
from the kidneys. The disease can 
also metastasize further afield to 
affect the liver, lung and brain. 

For patients with the disease 
confined to the prostate gland, the 
biggest dilemma is whether or not to 
have treatment. Many are going to 
die of something else before any 
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A sensitive blood lest exists to detect prostate concer. However, os this type of concer often 
remains con fined to the prostate gland and without symptoms until the patient has died from 
another cause, there is controversy about applying this test routinely. 
Photo WHO/PAHO/C. Gaggero 

problems arise, especially if cancer is 
detected by screening with PSA. 
This has led to considerable contro
versy about the use of screening. 
The evidence is inconclusive as to 
whether routine annual PSA testing, 
as recommended by the American 
Cancer Society, either prolongs life 
or reduces disability-adjusted life 
years lost. A review recently pub
lished by the UK Department of 
Health firmly concluded that, at 
present, there is no place for such 
screening programmes. 

Prostate cancer that remains 
localized can be removed by surgery. 
Several types of operation are feasi 
ble, but a common problem is their 
potential to interfere with the intri
cate nerve control system at the base 
of the bladder, resulting in inconti
nence and the inability to ejaculate 
sperm. An alternative to surgery is 
radiotherapy. This uses beams of 
high energy radiation, applied over a 
period of several weeks, to selec
tively kill the cancer cells. The 
rectum is very sensitive to the effects 
of radiation, so diarrhoea and some
times some small ulcers may occur 
as side-effects. Both surgery and 
radiotherapy work best if the cancer 
remains localized. 

Drugs and hormones 

Prostate cancer cells need a supply 
of androgens - the male sex hor
mone - to grow. If the level is re
duced, the cells die. There are 
several strategies to reduce the level 
of male sex hormone in a patient. 
The most radical is simply to cas
trate the patient surgically, since the 
testes are what produce the hor
mones. There are several drugs that 
can achieve the same effect, block
ing the pituitary gland from produc
ing stimulating hormones to the 
testes. A range of drugs is also 
avai lable to block the effect of an
drogens within cancer cells. Such 
approaches are effective even in 
patients in whom the disease has 
spread, but unfortunately the cancer 
often becomes androgen-indepen
dent, allowing the cells to grow in 
the absence of the hormone. 
Chemotherapy with a wide range of 
drugs used successfully for certain 
other cancers has not produced good 
results here. 

Many patients with prostate 
cancer wi ll suffer pain from the bone 
metastases. This can be relieved 
effectively by simple palliative 
radiotherapy and the use of anal
gesics according to the WHO cancer 

The guidelines for pain manogemenl 
developed by WHO in the 1980s provide a 
relatively inexpensive yet effective method for 
relieving concer poin in 70-90% of patients: 
the "three-step analgesic ladder" shown above. 

The method is based on o progressive 
increase in the strength of drugs administered, 
from non-opioids (aspirin and paracetamol) to 
mild (codeine) and finally lo strong opioids 
(morphine) until the patient is free from pain -
hence the concept of an "analgesic ladder". 

The drugs are not given "as required", but 
must be taken every four hours "by the clock". 

Additional drugs - adiuvonts - can be used 
for specific indications: to treat the adverse 
effects of analgesics, to enhance pain relief, or 
to treat psychological disorders such as anxiety 
or depression. 

Further information con be found in Cancer 
pain relief !Second edition) - with a guide to 
opioid availability, World Health 
Organization, 1996. Graphic by WHO 

pain ladder. Freedom from cancer 
pain should by now be a basic 
human right, although too often this 
aspect of care tends to be ignored. 

In future, new tests based on 
molecular markers will become 
avai lable to distinguish the aggres
sive, rapidly spreading form of the 
disease, which needs active therapy, 
from the slowly emergi ng form, 
which can be left untreated and 
simply monitored by repeated PSA 
tests. Such logical guides to individ
ual cancer treatment strategies are 
likely to become commonplace for a 
wide range of tumours in the next 
decade. • 

Dr Karol Sikora is Chief of the WHO 
Programme on Cancer Control ond is based 
at the International Agency for Research an 
Cancer, 150 cours Albert-Thomas, 69372 
Lyon Cedex 08, France. He is also Professor 
of Clinical Oncology al Hammersmith Hospital 
in London. 




