
A clinical dilemma; single prostatic cancer focus in biopsy. Interpretation and 
management

Ι. Εfthimiou1, K. Skrepetis2, Ε. Bournia3
1Department of Urology, General Hospital of Chios, Chios; 2Department of Urology and 3Departement of Pathology, General Hospi-
tal of Kalamata, Kalamata, Greece

Summary

Adoption of screening programmes for early diagnosis 
of prostate cancer has led to an increased number of sono-
graphically guided prostate biopsies. Core needle biopsies 
are now among the most common specimens received from 
pathology laboratories. As a result, urologists and patholo-
gists may encounter small volume prostate tumors with ob-
vious clinical and diagnostic implications. These cases may 

be extremely challenging for two reasons. The diagnosis of 
small cancer foci is a challenge for pathologists as it carries 
the risk of false positive or negative diagnosis. Additionally, it 
represents a difficult clinical dilemma for urologists whether 
they should proceed or withhold treatment for local disease. 
This report highlights current concepts regarding pathologic 
diagnosis and clinical management of these cases.
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Introduction

Prostate cancer is one of the most important can-
cers in men with a worldwide incidence of 25.3 per 
100,000. It also represents the third leading cause of 
male cancer deaths in Europe after lung and colorectal 
cancer [1]. The natural history of prostate cancer is not 
fully established but it is well known that the disease is 
often indolent with long latent phase. Although this is 
advantageous for screening, it is problematic for some 
tumors which are growing very slowly and may never 
become clinically important [2,3]. Given that many men 
who develop prostate cancer do not either develop clini-
cally relevant disease or die as a result of their disease, 
overdetection may be an important issue. Associated 
with this issue is the detection and management of small 
cancer foci on prostate biopsy. A standardized terminol-
ogy regarding a small focus of prostate adenocarcinoma 
detected on needle biopsy does not exist and authors use 
various terminologies and criteria to describe it such as 
focal, microfocal cancer, minute cancer, single prostatic 
cancer foci [4-8].

Initially it was defined as low grade adenocarci-
noma covering <3 mm in a single prostate core biopsy 
[4]. Zackrisson et al. included also lesions involving 
two adjacent prostate biopsies ≤3 mm without Gleason 
score 4 or 5 [5]. Other authors included carcinomas ≤6 
in Gleason score, <1 mm in size or occupying <1×40 
field in a single needle specimen [6]. In a more recent 
paper by Boccon-Gibob et al. foci of moderately dif-
ferentiated lesions, <5 mm in a single biopsy were re-
ported as microfocal cancers [7].

Pathologic criteria for diagnosis of single foci of 
prostate cancer

The diagnosis of prostate cancer is mainly based 
on the architecture of the lesion on haematoxylin and 
eosin (H&E)-stained sections and ancillary studies with 
immunohistochemistry. The initial step in the patho-
logic evaluation of any individual needle biopsy is to 
discriminate with certainty the areas of the specimen 
where the glands are undoubtedly benign. It is impor-
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so, single prostate cancer focus is a real challenge for 
the urologist. Future developments in prostate cancer 
diagnosis, accurate volume assessment and molecular 
profiling will hopefully elucidate further this difficult 
clinical problem and identify which patients are suit-
able for active surveillance protocol.
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Conclusions
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Figure 6. An example of a starting PSA 2.5 mg/ml with two different 
doubling times (DT). The red curve and the blue line show a doubling 
time of 3 and 10 years, respectively. The difference in PSA kinetics is 
obvious so the clinician can guide his management accordingly.
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