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specimens; these factors should be taken into
account when evaluating this specific issue.3

In larger glands, elevated serum PSA levels
(the driving factor for a biopsy) are commonly
the result of benign prostatic hyperplasia that
is concomitantly present when cancer is
found. The cancers detected in this setting typ-
ically can be well differentiated and low in
volume. I believe it is beneficial to obtain a
second consultation with a urological path-
ologist — especially for patients with prostate
cancer who are being considered for active
surveillance — to ensure the absence of
higher-grade disease.
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Detection and tumour grading of prostate cancer in community
hospitals

COMMENTARY

Several studies have examined the variations between commun-
ity pathologists and urological pathologists with respect to the
detection and Gleason grading of prostate cancer via transrectal

ultrasound–guided core biopsies of the prostate gland.1 Most studies are
based on American and European hospitals, thus I congratulate Newell
and colleagues2 on their study examining these differences in the
Canadian population.

The authors found a significantly higher rate of categorical diagno-
sis of prostate cancer at prostate gland biopsy in community hospitals
than in university hospitals (58% v. 33%). Detection secondary to case-
finding can be more evident in a community where prostate cancer
screening may have been delayed and can explain the higher detection
rates of prostate cancer found in their study. Several other factors are
known to influence the yield of prostatic biopsy in the detection of can-
cer, including serum prostate-specific antigen (PSA) levels, findings from
digital rectal examinations (induration v. hard nodules) and age. We
also know that the size of the prostate may be a factor influencing prostate
cancer detection rates. In Canada, where health care is provided 
in a single-payer system with limited resources, community urologists
may have a different threshold for biopsy compared with university 
urologists.

Furthermore, Newell and colleagues found significant variations among
community pathologists in the diagnosis and grading of prostate can-
cer at biopsy. Previous studies have also shown that community pathol-
ogists tend to “undergrade” prostate cancer found at biopsy.1 In the pres-
ent study, the incidence of Gleason score 6 prostate cancer was 36%
compared with 49% in the literature; however, without review of all
prostate gland biopsies by a dedicated urological pathologist, it is not
possible to determine whether community pathologists in Canada also
“undergrade” prostate cancer. Factors such as the size of the prostate
and the extent of prostatic biopsies have been recently shown to influ-
ence Gleason scores and the incidence of “upgrading” on prostatectomy
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