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The prostate is a small gland that is
located beneath the bladder and in
front of the rectum in men. It is
part of the male reproductive 
system and produces a fluid that is
part of semen. The prostate gland
surrounds the tube that empties
urine from the bladder and tends to
grow with age. If the prostate gland
grows too large, the flow of urine
from the bladder can be slowed or
stopped.1

Prostate cancer is the growth of cancer-
ous cells in the prostate and it is the
most common cancer among men. By
age 75, approximately 50%–75% of
men will have prostate cancer. Most
prostate cancers develop in older men,
and, compared with most cancers, tend
to grow slowly. Some prostate cancers
are slow-growing (indolent), do not
produce symptoms, and may never be
life threatening, while other prostate

cancers may progress and spread rapid-
ly. When symptoms do appear, they are
similar to those caused by benign pro-
static hyperplasia (BPH or enlargement
of the prostate). Although prostate 
cancer is a major cause of cancer
deaths, many more men are diagnosed
with this cancer than die from it. Men
in the U.S. have a 15% lifetime risk of
being diagnosed with prostate cancer
but only a 3% lifetime risk of dying
from the disease.2,3,4

Risk Factors

The causes of prostate cancer are not known. Certain
risk factors may increase the chance of developing
prostate cancer, including the following: 

Age

Older age is the most important risk factor for devel-
oping prostate cancer. Prostate cancer rates increase
with increasing age. More than 75% of prostate can-
cers are diagnosed in men aged 65 and older; just 7%
of cases occur in men younger than age 60.5,6

Family history

Men with a first-degree relative (e.g., father or brother)
who has developed prostate cancer are more than
twice as likely to develop prostate cancer as men with-
out a family history.7

PROSTATE CANCER
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Race

The risk of developing prostate cancer is significantly
higher among blacks than whites.8

Studies suggest possible links with the following risk
factors:

Dietary fat

A diet high in fat may be associated with an increased
risk of prostate cancer.9

Dietary fruits and vegetables

Increased dietary intake of fruits and vegetables may be
protective and has been associated with a reduced risk
of prostate cancer in some studies.10

Burden of Prostate Cancer 

in Maryland

Prostate cancer is the most commonly diagnosed can-
cer among men in Maryland and the United States. In
1999 a total of 3,869 cases of prostate cancer were diag-
nosed in Maryland. The age-adjusted prostate cancer
incidence rate in Maryland in 1999 is 185.9 per 100,000
men; this rate is significantly higher than the 1999 U.S.
SEER age-adjusted prostate cancer incidence rate of
174.8 per 100,000 men (Table 11.1). 

Prostate cancer incidence is highest among blacks. In
Maryland the prostate cancer incidence rate for black
males is 226.8 per 100,000 compared to a rate of 157.4
per 100,000 for white males.11 Prostate cancer incidence
is 40% higher in black men compared to white men,

while rates for Hispanic and Asian American men are
lower than those for white men. The lowest prostate
cancer incidence rates are found in Native Americans.12

Prostate cancer incidence rates in the U.S. increased
modestly between 1973 and 1986. With the advent of
prostate specific antigen (PSA) testing in 1986, prostate
cancer incidence rates increased dramatically from 1986
to1993. Since 1993, prostate cancer incidence rates have
been decreasing towards the rates just prior to the adop-
tion of PSA testing.13 Prostate cancer incidence rates in
Maryland have decreased an average of 1.4% per year
from 1995 to 1999 (Figure 11.1). It is thought that this
decline may be an artifact of PSA testing.

The incidence of prostate cancer increases with age and
peaks between ages 70 and 74 (Figure 11.2). Incidence
rates for men 50–54 years of age are 116.4 per 100,000
for whites and 209.8 per 100,000 for blacks, while rates
for men 70–74 years of age are 995.5 per 100,000 for
whites and 1,609.3 per 100,000 for blacks in Maryland.14

Prostate cancer incidence rates vary by geographic region
in Maryland. Prostate cancer incidence rates in 1999 were
highest in Charles County (237.4), Baltimore City (216.8),
Dorchester County (216.8), Carroll County (210.6), Cecil
County (207.6), Harford County (202.9), and Prince
George’s County (199.0). 

Stage of disease refers to the progression of cancer at the
time of diagnosis. Local stage means that the prostate
cancer is confined to the prostate gland. Regional stage
means that the prostate cancer has grown beyond the

Table 11 .1

Prostate Cancer Incidence and Mortal ity By Race,

Maryland and the United States,  1999

Incidence 1999 Total Whites Blacks

New Cases (#) 3,869 2,556 904

Incidence Rate* 185.3 157.4 226.8

U.S. SEER Rate* 174.8 167.8 265.6

Mortality 1999 Total Whites Blacks

MD Deaths (#) 574 380 188

MD Mortality Rate* 34.1 28.1 67.4

U.S. Mortality Rate* 31.1 28.6 67.8

*Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard population.
Source: Maryland Cancer Registry, 1999; Maryland Division of Health Statistics, 1999; SEER, National Cancer Institute, 1999.
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prostate gland to surrounding organs or tissues and/or
regional lymph nodes. Distant stage means that the
prostate cancer has spread to other parts of the body
remote from the primary tumor, such as the bone.

From 1992 to 1998, 85% of prostate cancers in white
men and 80% in black men in the United States were
detected at the local or regional stage, while 6% of
prostate cancers in white men were diagnosed at the dis-
tant stage compared to 9% in black men.15 Hawaiians,
American Indians, and blacks have the highest propor-
tion of men diagnosed with distant stage disease.16 A large
proportion (31.5%) of prostate cancers in Maryland are
unstaged (i.e. the stage of disease was not reported or
staging tests were not needed or not performed). Because
the stage distribution of these unstaged prostate cancers
is not known, interpretation of overall prostate cancer
stage distribution in Maryland is difficult. 

There have been significant improvements in the five-
year relative survival rates for prostate cancer between
1973 and 1995, with overall five-year survival rates
increasing from 64% in 1973 to 92.9% in 1995. Five-
year relative survival rates for local and regional stage
in 1995 is almost 100%, while five-year survival rates
for distant disease is only 34%. Five-year relative sur-
vival rates for distant stage prostate cancer have not
improved over time.17

Although overall survival rates have increased over time
for both white and black men, five-year relative survival
rates for black men are lower than that for white men
(92% versus 97%).18 Five-year relative survival rates are
lower among younger men compared to older men
(84.1% for men aged 40–49 years versus 96.8% for men
aged 70–75 years). For local and regional stage prostate
cancers, American Indians have the lowest survival rates.
For distant stage prostate cancers, blacks, Hispanics, and
American Indians have the lowest survival rates.19

Prostate cancer is the second leading cause of cancer
death among men in Maryland and the United States. In
1999, 574 Maryland men died of prostate cancer. The
age-adjusted prostate cancer mortality rate in Maryland
in 1999 was 34.1 per 100,000 men. This rate is statisti-
cally significantly higher than the 1999 U.S. age-adjusted
prostate cancer mortality rate of 31.1 per 100,000 men.20

Maryland had the tenth highest prostate cancer mortali-
ty rate in the country for the time period 1995–1999.

Prostate cancer mortality is over twice as high among
blacks than whites in both Maryland and the U.S., and
is lowest among American Indians. Prostate cancer
mortality rates are lower among Hispanics than non-
Hispanics.21 The age-adjusted prostate cancer mortali-
ty rate for black men in Maryland in 1999 was 67.4
per 100,000 compared to a rate of 28.1 per 100,00 for
white men in Maryland (Table 11.1). 
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Prostate cancer mortality rates have been decreasing
since 1990, declining an average of 5.1% per year from
1995 to 1999 in Maryland22 (Figure 11.3). Prostate
cancer mortality increases with age. Approximately
90% of prostate cancer deaths occur among men older
than 65 years of age.23

Prostate cancer mortality varies by geographic region
in Maryland. As shown in Figure 11.4, prostate cancer
mortality rates from 1995–1999 were statistically sig-
nificantly higher than the U.S. in Baltimore City and
Prince George’s County.24

Disparities 

Prostate cancer incidence is over 44% higher among
black men than white men.

Prostate cancer mortality is over twice as high
among black than white men.

Primary Prevention

Although the cause of prostate cancer is not known,
research is underway to discover what individuals can
do to reduce their risk of developing the disease. This
research includes epidemiologic studies (i.e. popula-
tion-based research) on diet and other lifestyle factors

and chemoprevention trials.25 Although approaches to
primary prevention of prostate cancer are being tested,
to date, none are known to be effective.26

Chemoprevention is the use of drugs, natural or man-
made vitamins, or other agents to reverse, suppress, or
prevent the growth of cancer. Several agents including
finasteride, dutasteride, difluoromethylornithine
(DFMO), isoflavonoids, selenium, vitamins D and E,
and lycopene have shown potential benefit in preclini-
cal or early clinical studies. Further studies are needed
to confirm this.27 The Prostate Cancer Prevention Trial
(PCPT), testing whether finasteride (a drug that lowers
the hormone dihydrotestosterone), reduces the preva-
lence of prostate cancer, is nearly completed. The
REDUCE trial, a test of dutasteride (a drug related to
finasteride) for prostate cancer prevention, has just
started. The SELECT trial, studying whether selenium
and vitamin E can reduce the incidence of prostate can-
cer, is currently being conducted.28

Screening

The two principal methods of screening for prostate can-
cer are the digital rectal examination (DRE) and the
prostate specific antigen blood test (PSA). The DRE is a
physical exam in which the physician inserts a gloved
and lubricated finger into the rectum to feel the back
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Source: Maryland Cancer Registry, 1995–1999; SEER, National Cancer Institute, 1995–1999.
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portion of the prostate gland. Prostate specific antigen is
a protein that is produced by the prostate, circulates in
the blood, and can be detected and measured with a
blood test. This is the PSA test. PSA levels may be ele-
vated in men who have prostate cancer, BPH, or prosta-
titis (inflammation of the prostate).29 Approximately half
of men who have BPH have elevated levels of PSA.30

PSA testing in combination with DRE has increasingly
become part of routine preventive care. Data from the
Maryland Behavioral Risk Factor Surveillance System
in 1999 and 2001 show that 76% of Maryland men
report that they have “ever” had a PSA test, and 59%
report that they have had a PSA test in the past year.
The percentage of men who reported “ever” having a
PSA test increased from 50% in 1994 to 75% in 1999.
The percentage of men who reported having a PSA test
in the past year increased from 42% in 1994 to 58%
in 1999. Men with a high school education or less
report the lowest levels of PSA testing, while men with
a college education or higher reported the highest lev-
els of PSA testing. Men with incomes less than $15,000
a year are significantly less likely to get PSA testing
than men with incomes over $75,000 per year. There
are no significant differences in PSA screening rates by
race or jurisdiction in Maryland.31

PSA levels are also used to monitor men who have
undergone treatment for prostate cancer with surgery
(radical prostatectomy) or radiation therapy to deter-
mine if the prostate cancer recurs. In addition, PSA lev-
els are also monitored in men with elevated PSA levels
who choose watchful waiting; this is done in order to
determine if there is a change in PSA levels that may
warrant treatment.

Effectiveness of Early

Detection and Treatment

The first randomized controlled trial of prostate cancer
screening using PSA and DRE (i.e. the 1988 Quebec
prospective randomized control trial), which reported a
benefit from screening, was hampered by a low rate of
screening in the intervention group (23%) and by flaws
in the published analysis. No difference in the number of
prostate cancer deaths was observed between the group
randomized to screening versus the group receiving
usual care. Three well-conducted case-control studies of
DRE showed mixed results. Two other randomized con-
trolled trials of prostate cancer screening, both initiated
in 1994, are ongoing: the National Cancer Institute’s
Prostate, Lung, Colorectal and Ovarian Trial (PLCO)
and the European Randomized Study on Screening for
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Prostate Cancer (ERSPC). Neither of these studies will
have data on mortality for several years. Currently it is
not known if prostate cancer screening reduces prostate
cancer mortality.32

In its December 2002 update, the U.S. Preventive
Services Task Force (USPSTF) concluded that “the evi-
dence is insufficient to recommend for or against routine
screening for prostate cancer using PSA testing or digital
rectal examination.” The USPSTF found good evidence
that PSA and DRE screening can detect prostate cancer
in its early stages, but found mixed and inconclusive evi-
dence that such early detection reduces prostate cancer
deaths or improves health outcomes. Although early
detection and treatment might prevent some cancers
from spreading, it is also likely to detect other cancers
that would have grown slowly and not caused health
problems. Screening is associated with potential harms
including false positive results, unnecessary biopsies, and
complications from treatment (e.g., urinary inconti-
nence, erectile dysfunction, and bowel dysfunction) of
some cancers that may never have affected a patient’s
health. If early detection improves health outcomes, the
population most likely to benefit from screening would
be men aged 50 to 70 who are average risk, and men
older than 45 who are at increased risk (i.e. African-
American men and men with a first degree relative with

prostate cancer). Benefits may be smaller in Asian
Americans, Hispanics, and other racial and ethnic
groups that have a lower risk of prostate cancer. Older
men and men with other significant medical problems
who have a life expectancy of less than 10 years are
unlikely to benefit from screening.33

Data are also limited to determine whether treatment
of screening-detected cancers improves outcomes. A
recent randomized controlled trial reported that radical
prostatectomy, compared with watchful waiting, sig-
nificantly reduced prostate cancer mortality and the
risk of distant metastasis in men whose cancer was
detected clinically after they reported symptoms.34

Whether these findings apply equally to prostate can-
cers found during routine screening in the absence of
symptoms is not yet certain. Ongoing screening trials
and trials of treatment versus watchful waiting for can-
cers detected by screening may help to clarify the ben-
efits of early detection of prostate cancer.35

Screening Recommendations

of Professional Groups

Conflicting recommendations on prostate cancer screen-
ing have been issued by various professional groups and

Figure 11 .4

Maryland Prostate Cancer Mortal ity Rates by Geographical Area:

A Comparision to Rates in the United States,  1995–1999
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Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard
population.

U.S. Prostate Cancer Mortality Rate, 1995–1999: 33.9 per 100,000.

Source: Maryland Division of Health Statistics, 1995–1999.
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are summarized in Table 11.2. The American Cancer
Society and the American Urological Association rec-
ommend that health professionals offer testing for the
early detection of prostate cancer. Other organizations
do not advocate for routine testing for prostate cancer. 

The one area that these professional organizations agree
on is helping patients make informed decisions regard-
ing prostate cancer screening. Most major U.S. medical
organizations recommend that clinicians discuss with
patients the potential benefits and uncertainties regard-
ing prostate cancer detection and subsequent treatment,
consider individual patient preferences, and individualize
the decision to screen. There is general agreement that
the most appropriate candidates for screening include
men 50 years of age and older who are at average risk
and younger men who are at increased risk of prostate
cancer, but screening is unlikely to benefit men who have
a life expectancy of less than 10 years. These organiza-
tions include the American Cancer Society, American
College of Physicians, American Society of Internal
Medicine, American College of Preventive Medicine,
American Academy of Family Physicians, American
Medical Association, American Urological Association,
and National Comprehensive Cancer Network. 

Treatment

Treatment for prostate cancer may involve surgery,
radiation therapy, or hormonal therapy. Some patients
receive a combination of therapies; other patients
choose to be monitored (watchful waiting) instead and
are treated if their PSA levels rise. Treatment options
vary based on the stage of the disease at the time of
diagnosis. Options for early stage prostate cancer
include watchful waiting, treatment with surgery, or
radiation therapy. Watchful waiting may be suggested
for some men whose prostate cancer appears to be
slow growing, for older men, or men with serious med-
ical problems. For these men, the risks and possible
side effects of surgery or radiation therapy may out-
weigh the possible benefits. Surgery may involve
removal of all or part of the prostate gland. Radiation
therapy may involve external beam radiation or the
insertion of radioactive seeds placed inside or near the
tumor (brachytherapy). Hormonal therapy combats
prostate cancer by cutting off the supply of male hor-
mones that encourage prostate cancer growth.
Hormonal control can be achieved by drugs or by sur-
gery to remove the testicles.44 In addition, clinical trials
are being conducted to determine new ways of treating
prostate cancer. 

The efficacy of various types of treatment for localized
prostate cancer, especially the type of localized prostate
cancer detected by screening, is largely unknown.
While one randomized controlled trial showed that
radical prostatectomy reduced prostate cancer mortal-
ity compared to watchful waiting in men with sympto-
matic localized disease, the benefit to persons screened
is still unknown. There is no direct evidence that radi-
ation therapy or androgen deprivation therapy is effec-
tive for clinically localized cancer.45

Each treatment for prostate cancer is associated with
various potential complications or harms, including
erectile dysfunction, urinary incontinence, and bowel
problems (e.g., diarrhea, rectal bleeding). The magni-
tude of the potential complications from treatment is
summarized in Table 11.3. 

Informed Decision-Making

The uncertainties of the benefits of screening versus the
potential complications of treatment for prostate cancer
has led many organizations to recommend that men be
informed about the benefits and risks of PSA screening
and give consent for PSA screening.46 The Prostate
Cancer Medical Advisory Committee of the Maryland
Department of Health and Mental Hygiene reviewed
recent literature on informed decisionmaking for
prostate cancer screening, discussed the information
that men should be given prior to screening, and pro-
vided information that should be discussed with men
prior to screening in its “Prostate Cancer Minimal
Elements for Information, Screening, Diagnosis,
Treatment and Follow-up.”47 The information recom-
mended by the Prostate Cancer Medical Advisory
Committee for informed decisionmaking regarding
prostate cancer screening is summarized in Table 11.4.

According to a recent study, there are differences in the
ways African Americans, Hispanics, and Caucasians
want information about prostate cancer screening.
African Americans wanted information about how
they are at higher risk for prostate cancer and have
higher mortality rates compared to Caucasians.
African Americans and Caucasians wanted informa-
tion on the advantages and disadvantages of PSA and
DRE, whereas Hispanics wanted general information
about PSA testing. Caucasians placed emphasis on the
fact that early prostate cancer can be asymptomatic.
According to this study, Caucasians and African
Americans sought a more active role in informed deci-
sionmaking than Hispanics. This one study shows how
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Table 11 .2

Prostate Cancer Screening Recommendations of Professional Organizations36, 37, 38, 39, 40, 41, 42, 43

Professional
Organization

Informed
Decision-
Making 
to Screen?

Patient Screening Recommendations Date
Guideline
Developed

American Cancer
Society

Yes Information should be provided to men regarding the
potential risks and benefits of early detection of
prostate cancer.

PSA and DRE should be offered annually beginning 
at age 50 for men who have at least a 10-year life
expectancy. High-risk men (African Americans, men
with one or more first-degree relatives diagnosed at a
young age) should begin testing at age 45.

1/2003

American College 
of Physicians/
American Society of
Internal Medicine 

Yes Physicians should enroll eligible men in ongoing 
clinical studies.

Rather than screen men for prostate cancer as a matter
of routine, physicians should describe the potential
benefits and known harms of screening, diagnosis, 
and treatment; listen to patient’s concerns; and then
individualize the decision to screen.

3/1997

American College of
Preventive Medicine 

Yes Recommends against routine population screening
with DRE and PSA. 

Men age 50 and older with a life expectancy of more
than 10 years should be given information about the
potential benefits/harms of screening and the limits of
current evidence and should be allowed to make their
own choice about screening, in consultation with
their physician, based on personal preference.

7/1998

American Academy of
Family Physicians 

Yes Men aged 50-65 years of age should be counseled
regarding the known risks and uncertain benefits of
screening for prostate cancer.

9/2002

Continued
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Table 11 .2 (Cont.)

Prostate Cancer Screening Recommendations of Professional Organizations36, 37, 38, 39, 40, 41, 42, 43

Professional
Organization

Informed
Decision-
Making 
to Screen?

Patient Screening Recommendations Date
Guideline
Developed

American Medical
Association 

Yes Launching of mass screening programs for the early
detection of prostate cancer is premature at this time. 

All men who would be candidates for and who are
interested in active treatment for prostate cancer
should be provided with information regarding their
risk of prostate cancer and the potential benefits and
harms of prostate screening to support well-informed
decision making. 

Prostate cancer screening, if elected by the informed
patient, should include PSA testing and DRE. Men
most likely to benefit from screening should have a life
expectancy of at least 10 years and include African-
American men 40 years or older, men 40 years of age
or older with an affected first degree relative, and men
50 years of age or older.

N/A

American Urological
Association 

Yes The decision to use PSA for the early detection of
prostate cancer should be individualized. Patients
should be informed of the known risks and the poten-
tial benefits. 

Early detection of prostate cancer should be offered to
asymptomatic men 50 years of age or older with an
estimated life expectancy of more than 10 years. It is
reasonable to offer testing at an earlier age to men
with defined risk factors, including men with a first-
degree relative who has prostate cancer and African-
American men.

2/2000

National
Comprehensive
Cancer Network 

Yes The decision to take part in an early detection program
for prostate cancer is complex for both patient and
physician. Important factors that must be considered
when beginning an early detection program include
patient age, life expectancy, family history, race, prior
early detection tests, and most importantly, an under-
standing of the risks and benefits associated with the
early detection and treatment of prostate cancer.

10/2002

Continued
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National
Comprehensive
Cancer Network 

Yes Screening candidates: 

Normal risk: men aged 50 or older with a life
expectancy of more than10 years. Risk/benefit discus-
sion should begin at age 50.

High risk: African-American men, men with a family
history of 2 or more affected first-degree relatives and
a life expectancy of more than 10 years. Risk/benefit
discussion should begin at age 45.

10/2002

U.S. Preventive
Services Task Force

Yes Evidence is insufficient to recommend for or against
routine screening for prostate cancer using PSA and
DRE.

12/2002

Professional
Organization

Informed
Decision-
Making 
to Screen?

Patient Screening Recommendations Date
Guideline
Developed

Treatment % of Patients
with Reduced
Sexual Function

% of Patients
with Urinary
Problems

% of Patients
with Bowel
Problems

% of Patients
with Other 
Problems

Radical 
prostatectomy

20%–70% 15%–50% - -

External beam 
radiation therapy

20%–45% 2%–16% 6%–25% -

Table 11 .3

Potential  Magnitude of Harms Resulting from Prostate Cancer Treatments*

Brachytherapy 36%+ 6%–12% 18% -

Androgen 
deprivation therapy

40%–70% - - Breast swelling:
5%–25%
Hot flashes 
50%–60%

*Percent of patients treated who had side effects at least 12 months after treatment. 
+These findings are less certain than the other entries because they are based on less, or less good, evidence.

Source: U.S. Preventive Services Task Force. Guide to Clinical Preventive Services. Screening for Prostate Cancer. Ann Intern Med 2002 Dec 3;137(11):915-16.

Table 11 .2 (Cont.)
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Table 11 .4

Facts for Informed Decision-Making 

for Prostate Cancer Screening

Prostate cancer is the most common cancer among men and is the second leading cause of cancer
deaths in men.

Certain men are at higher risk of prostate cancer; African-American men, men with a father, broth-
er, or son with prostate cancer, and men over 50 are at higher risk.

Those who will benefit most from prostate cancer screening are men who are 50 to 70 years of
age and men who are 45 to 70 years of age who are African-American, or who have a father,
brother, or son with prostate cancer.

The digital rectal exam is an exam in which the doctor examines the prostate gland by putting a
finger inside the rectum.

The PSA (prostate specific antigen) test is a blood test for prostate cancer.

The PSA and DRE are both used to screen for prostate cancer.

The PSA test can find prostate cancer earlier than the DRE alone.

The PSA test can be high because of other prostate problems, so it does not always indicate can-
cer. Also, the PSA test can sometimes be normal even if a man has prostate cancer.

A PSA test that is high may lead to a biopsy of the prostate gland to see whether a man has prostate
cancer; and a biopsy may have complications. 

No one is sure yet whether DRE and PSA tests will reduce the number of deaths from prostate can-
cer. Some information suggests that screening may lower the number of deaths.

A man who has early prostate cancer can choose how to handle his cancer: he and his doctor may
choose to wait and watch to see if the prostate cancer is changing, or he may choose to be treated
with surgery, radiation therapy, or hormonal therapy.

If a man chooses to have treatment, there are often side effects of treatment.

If a man has a PSA and a DRE, he will get the results of his tests and have a chance to talk to some-
one knowledgeable about what the results mean and what his options are.

Source: Maryland Department of Health and Mental Hygiene, Prostate Cancer Medical Advisory Committee, 
Minimal Elements for Information, Screening, Diagnosis, Treatment and Follow-up, July 2002.
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important it is that physicians promoting informed
decisionmaking about controversial screening tests
take cultural sensitivity into account when designing
and using educational interventions.48

Current Efforts

Prostate cancer screening is commonly offered to
patients in physicians’ offices. In addition, several com-
munity hospitals and organizations offer prostate can-
cer screening in their communities on special occasions.
The Prostate Cancer Medical Advisory Committee of
the Maryland State Department of Health and Mental
Hygiene has developed guidelines entitled “Prostate
Cancer Minimal Elements for Information, Screening,
Diagnosis, Treatment and Follow-up” to provide guid-
ance for public health programs that decide to screen
for prostate cancer.49

Under the Maryland Cigarette Restitution Fund
Program, the Johns Hopkins Medical Institutions are
implementing a public health prostate cancer early
detection program in Baltimore City. Several other local
jurisdictions offer prostate cancer education and screen-
ing services under this program. As of January 2004,
1,082 men had been screened through these local pro-
grams, and over 20,000 had received educational servic-
es. The month of September has been designated as
prostate cancer awareness month.

Healthy People 2010

Objectives

The following are the Healthy People 2010 objectives50

related to prostate cancer:

Objective:  

Reduce the prostate cancer death rate to 28.8 per
100,000 population.

The U.S. baseline was 32.0 per 100,000 in 1998 (age-
adjusted to the 2000 U.S. standard population).

(There are no Healthy People 2010 objectives for prostate
cancer screening.)
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Goals: 

Reduce prostate cancer mortality.

Reduce disparities in the mortality of prostate cancer.

Monitor the proportion of men who have had a PSA
test and a digital rectal examination. 

Target for Change 

By 2008, reduce prostate cancer mortality to a rate of
no more than 25.8 per 100,000 persons in Maryland. 

The Maryland baseline was 31.9 per 100,000 in 2000
(age-adjusted to the 2000 U.S. standard population). 
Source: Maryland Division of Health Statistics.

Objective 1 :  

Increase public education about prostate cancer.

Strategies

1. Formulate educational messages about prostate
cancer.

2. Educate African-American men and men with a
family history of prostate cancer in a first degree
relative about prostate cancer and what is known
about prostate cancer prevention and early detec-
tion. 

3. Assure that educational materials take into account
cultural differences when developing and imple-
menting educational interventions.

Objective 2:  

Continue to monitor research findings regarding the
effectiveness of primary and secondary prevention inter-
ventions in reducing prostate cancer mortality.

Strategies:

1. Interpret and translate research findings regarding
primary and secondary prevention to the public.

2. Promote a healthy diet and active lifestyle as a gen-
eral guide to good health.

Objective 3:  

Promote informed decisionmaking prior to screening
with PSA and digital rectal examination.

Strategies:

1. Disseminate the “Minimal Elements for Prostate
Cancer Education, Screening, Diagnosis, Treatment
and Follow-up” developed by the Prostate Cancer
Medical Advisory Committee of DHMH to health
care providers who screen men for prostate cancer.

2. Convey the benefits and risks of screening to health
professionals, community leaders, the general pub-
lic, and men to be screened.

Prostate Cancer

Goals, Objectives, and Strategies
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3. Encourage documentation of informed consent
prior to prostate cancer screening.

4. Develop questions regarding informed decision-
making for prostate cancer screening to add to the
Maryland Cancer Survey in order to measure the
extent to which providers are discussing the benefits
and risks of prostate cancer screening with men.

5. Promote the use of the “Minimal Elements for
Information, Screening, Diagnosis, Treatment and
Follow-up” guidelines for all prostate cancer screen-
ings that take place outside of a physician’s office.

Objective 4:  

Promote education about prostate cancer treatment and
support services for patients diagnosed with prostate
cancer. 

Strategies:

1. Educate patients about prostate cancer treatment
options, including watchful waiting.

2. Educate patients that they may seek a second
opinion from various specialists after diagnosis
regarding different treatment options.

3. Educate patients about their right to ask questions
regarding the expertise of the provider in treating
prostate cancer (e.g., the number of procedures
performed, complication rates, etc.)

4. Disseminate information about support groups
and other resources for patients diagnosed with
prostate cancer and their loved ones.

5. Encourage support for prostate cancer patients
throughout treatment.

6. Advocate for funding for the treatment of unin-
sured patients diagnosed with prostate cancer.

Objective 5:  

Monitor research in primary, secondary, and tertiary
prevention.

Strategies:

1. Educate men about what it means to participate
in clinical trials and observational research in all
areas of prostate cancer.

2. Encourage prostate cancer research in primary,
secondary, and tertiary prevention, including but
not limited to the following:

Benefits of screening.

Differences in screening in a clinical versus non-
clinical setting

Improved sensitivity and specificity of screen-
ing tools to detect aggressive tumors early and
to distinguish those tumors from changes that
are not clinically significant.

Psychosocial aspects of prostate cancer.

Biochemical failure after apparent cure of prostate
cancer.

Increased focus on minority men and high-risk
groups to determine how culture affects screen-
ing and treatment decisions.

Promotion of accurate health messages and
research findings to the general public.

Why African-American men are diagnosed at
later stages of disease.

Risk factors for primary prevention of prostate
cancer.
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