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ABSTRACT
We analyzed the improvement of prostate cancer detection rate (PCDR) in
Chinese Han population and summarized the characteristics of prostate cancer (PCa)
with the advancement of prostate biopsy technologies. From March 1999 to March
2015, 3762 patients underwent the systematic 6-, 8- or 13-core biopsy, guided by
finger or transrectal ultrasound (TRUS) at our center. The PCDR under different PSA
intervals and different biopsy methods were analyzed. The trends of PSA level, age
and Gleason score of PCa patients were summarized. The PCDR of finger-guided
6- and 8-core biopsies were 30.8% (340/1103) and 36.7% (147/401) respectively.
In 2258 patients with TRUS-guided 13-core biopsies, 992 (43.9%) were diagnosed
as PCa, higher than that with finger-guided biopsies (43.9% vs. 32.4%, p < 0.001).
The PCDR of prostate peripheral zone was higher than that of medial zone (37.5% vs.
31.4%, p < 0.001). Interestingly, the PCDR of extra 13th core was higher than the
mean positive rate of other 12 cores (70.7% vs. 56.0%, p < 0.001). The systematic
13-core prostate biopsy guided by TRUS is safe, effective, and economic for PCa
diagnosis in developing countries like China. The extra 13th core biopsy is beneficial
to increase the PCDR.

INTRODUCTION

proportion of locally advanced and metastatic diseases
than that of western population [9]. The differences of
PSA screening efforts and prostate biopsy technologies
lead to the disparity. However, the incidence of PCa in
China grows faster than European and American countries
with the development of economy and society. The
epidemiological and pathogenetic characteristics of PCa
in Chinese Han population, especially the transmutation
in decades, remain unclear. Our study analyzed the
16-year data and summarized the PCDR in Chinese Han
population under different prostate biopsy methods at our
center.

Prostate cancer (PCa) is one of the most common
malignant tumors and the second leading cause of cancer
death in European and American population [1, 2].
Transperineal or transrectal prostate biopsy is the gold
standard for PCa diagnosis. Hodge et al. reported firstly
the systematic sextant biopsy protocol under transrectal
ultrasound (TRUS) in 1989 [3]. Since then, extended
prostate biopsy scheme with more biopsy cores was
performed to increase the prostate cancer detection
rate (PCDR) [4–6].The guidelines of the European and
American Urological Associations have recommended the
systematic 10-12-core TRUS-guided prostate biopsy as
the gold standard for primary diagnosis [7, 8]. Currently,
the systematic 12-core prostate biopsy guided by TRUS is
performed in most medical centers.
Asia population, especially Chinese Han population,
has significantly lower incidence of PCa, but higher
www.impactjournals.com/oncotarget

RESULTS
Of the total 3762 patients underwent the transrectal
prostate biopsy, the PCDR was 39.3% (1479/3762). The
other 2283 cases were normal prostate tissues, prostatitis,
or benign prostate hyperplasia. 3588 cases had complete
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clinical data including total PSA (tPSA), free PSA (fPSA),
age, PV, DRE, and TRUS results. The PCDR in patients
with different PSA levels, ages, prostate volumes, f/t
PSA ratio, PSA density (PSAD), DRE and TRUS results
were shown in Table 1. The higher tPSA value, older age,
smaller prostate size, lower f/t ratio, and higher PSAD
correlated with higher PCDR (p < 0.001). The PCDR
of patients with abnormal DRE was 57.6% (951/1652),
higher than that of patients with an elevated tPSA level
(range, 4–160 ng/ml) (37.8%; 1283/3398). The ratio of
patients with Gleason score ≥ 8 in abnormal DRE group
was higher than that of elevated tPSA group (35.1% vs.
25.4%, p < 0.001).
From March 1999 to December 2006, 1103 patients
underwent finger-guided systematic sextant biopsies.
The PCDR was 30.8% (340/1103). From January 2007
to December 2008, the extended finger-guided 8-core
biopsy was performed on 401 patients. The PCDR was
36.7% (147/401), higher than that of sextant biopsy
(χ2 = 4.570, p = 0.033). Since January 2009, 2258 patients
underwent TRUS-guided 13-core biopsy. The PCDR was
43.9% (992/2258), significantly higher than that of fingerguided 8-core biopsy (χ2 = 7.359, p = 0.007). Further
analysis revealed that the PCDR of TRUS-guided biopsy
(43.9%, 992/2258) was higher than that of finger-guided
biopsy (32.4%, 487/1504; χ2 = 50.5, p < 0.001). However,
TRUS-guided biopsy did not show higher detection rate of
high grade PCa (29.6%, 294/992) than two finger-guided
biopsies (28.9% in sextant biopsy, 99/340; 32% in 8-core
biopsy, 47/147). The PCDR of TRUS-guided 13-core
biopsy was close to that of systematic 12-core biopsy
(43.1%, 973/2258; χ2 = 0.325, p = 0.568). However, the
positive rate of the 13th core was 70.7%, significantly
higher than that of the mean positive rate of the systematic
12-core in patients with confirmed PCa (56.0%; χ2 = 51.6,
p < 0.001). The PCDR of lateral biopsy was higher than that
of medial biopsies (37.5% vs 31.4%; χ2 = 18.1, p < 0.001).
The biopsy-related complications occurred in 1562
(41.5%) patients (Table 2). Among 1348 cases of minor
complications, 1312 patients had slight gross hematuria
or microscopic hematuria. 31 patients had hemospermia.
Other 5 cases had the transient sexual dysfunction. 214
patients suffered severe complications, such as rectal
bleeding (72 cases), gross hematuria (56 cases, 14 cases
with acute urinary retention), fever more than 39–40°C
(63 cases, 1 case with septic shock), vasovagal response
(21 cases), hepatorenal function failure (1 case), and death
(1 case, due to cardiovascular accident).
From 1999 to 2015, the PCDR increased from
17.5% to 50.6% (Figure 1). The mean age of patients
diagnosed with PCa decreased from 73.4 years to
70.8 years (Figure 2). As PSA level increased, the Gleason
score of patients with PCa increased gradually. However,
the mean Gleason score of patients with PSA level lower
than 4.0 ng/ml was higher than that of PSA intervals 4.0
to 10, 10 to 20, 20 to 50 ng/ml (Figure 3). After 2009, 885
www.impactjournals.com/oncotarget

patients with elevated tPSA level and 1236 patients with
lower urinary tract symptoms (LUTS) underwent prostate
biopsy respectively. The PCDR between two groups is no
obvious difference (45.2%, 400/885 vs 43.2%, 534/1236).
However, the ratio of patients with Gleason score ≥ 8 in
LUTS group was higher than that of evaluated tPSA group
(16.7% vs 36.9%, p < 0.001).
Due to the popular application of PSA test in China
since 2009, more and more clinically insignificant PCa
was detected occasionally. According to NCCN standard,
the tumor with simultaneous Gleason score ≤ 6, PSA
< 10 ng/ml and TNM stage ≤ T2aN0M0 was clinically
insignificant [10]. PCa with no clinical significance
increased from 6.5% to 15.7% in this group (Figure 4).

DISCUSSION
TRUS-guided systematic multiple cores biopsy has
been widely adopted in most advanced medical centers in
China. The TRUS-guided biopsy could increased PCDR
significantly compared with the finger-guided biopsy.
However, the optimal core number and distribution
remain controversial. The false-negative rate of sextant
scheme reached 41%, while an extended 10-core scheme
could improve PCDR relatively [4, 7]. Elabbady et al.
confirmed that the 12-core biopsy increased PCDR from
25.8% to 36.4% compared with 6-core biopsy [11]. Our
current study showed that the PCDR improved from
30.8% to 36.7%, and finally to 43.9% with the change of
biopsy cores from 6 to 8 and 13. The result was similar
with data of other countries [4, 7, 11]. Further analysis
demonstrated that the positive rate of the extra 13th
core was significantly higher than the mean positive rate
of systematic 12-core biopsy. Additionally, our study
suggested that the ratio of patients with Gleason score ≥ 8
in abnormal DRE group was higher than that of evaluated
tPSA group (range, 4–160 ng/ml). It meant that patients
with abnormal DRE had a higher degree of malignancy.
Presti et al. performed 10-core systematic biopsy on
483 patients with lateral biopsy of the peripheral zone at
the base and mid gland added to routine sextant biopsy
regimen [12]. They found that tumor was predominantly
located in the peripheral zone. Our data also showed
a higher detection rate of the peripheral zone in the
comparison of middle zone. The result was consistent with
the literature and our previous work [12, 13].
Further, PCa seems predominantly to be located
in the apical region of peripheral zone. Breslow et al.
found that the majority of carcinomas occurred within
5–15 mm of the apical region of the gland [14]. Bittner
et al. revealed that the most common tumor detection
site was the anterior apex [15]. Considering transperineal
approach has the advantage of the detection of tumors at
the anterior or apical prostate, the anterior apex regions
might potentially be the “under sampled region” of
transrectal prostate biopsy [15, 16]. However, our study
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Table 1: The PCDR in patients with different PSA levels, PV, ages, DRE results and hypoechoic
results
Variable
PSA (ng/ml)
0–4
4.01–10
10.01–20
20.01–50
50.01–100
> 100
PV (cm3)
< 40
40–60
60–80
> 80
Age (years)
< 50
51–60
61–70
71–80
> 80
DRE results
Positive
Negative
Hypoechoic
Positive
Negative

Positive, n (%)

Negative, n (%)

26 (13.7)
254 (21.4)
340 (30.2)
378 (53.2)
231 (79.4)
250 (95.8)

164 (86.3)
931 (78.6)
784 (69.8)
333 (46.8)
60 (20.6)
11 (4.2)

p value
< 0.001

< 0.001
619 (46.4)
406 (40.4)
217 (33.9)
237 (30.2)

714 (53.6)
598 (59.6)
424 (66.1)
547 (69.8)

11 (12.8)
119 (27.4)
502 (34.8)
731 (45.6)
116 (59.8)

75 (87.2)
316 (72.6)
942 (65.2)
872 (54.4)
78 (40.2)

< 0.001

< 0.001
951 (57.6)
528 (25.0)

701 (42.4)
1 582 (75.0)
< 0.001

743 (57.9)
736 (29.7)

540 (42.1)
1 743 (70.3)

Table 2: The biopsy-related complications
Complications
Minor complications
Slight gross hematuria or microscopic hematuria
Hemospermia
Sexual dysfunction
Severe complications
Rectal bleeding
Gross hematuria
Fever
Vasovagal response
Hepatorenal function failure
Death

www.impactjournals.com/oncotarget

Number (%)
1348
1312 (34.9%)
31 (0.8%)
5 (0.1%)
214
72 (1.9%)
56 (1.5%)
63 (1.7%)
21 (0.6%)
1 (0.03%)
1 (0.03%)
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reported the 39.3% PCDR, higher than that of study by
Mai et al. (35.5%) [17]. The difference was possibly
originated from different inclusion criteria. Patients with
PSA levels greater than 100 ng/ml were included by our
study but excluded by Mai et al. Our data showed that
the PCDR of transrectal approach was close to that of
transperineal biopsy in Chinese Han population, which
was different from the studies by Vis et al. and Emiliozzi
et al. [18, 19].
The biopsy-related complications in Chinese Han
population were similar with western population. Rectal
bleeding, gross hematuria and fever were considered
as severe complications. As reported by Loeb et al.,
the rectal bleeding rate varied between 1.3% and 45%
[20, 21]. The value at our center was 1.9%. Massive rectal
bleeding could be controlled by rectal balloon tamponade,

endoscopic adrenaline injection or sclerotherapy, or direct
vessel clipping [22–25]. Most fever patients could be cured
by oral antibiotics. Septic shock need hospitalization.
With the variety of PSA screening efforts and
biopsy technologies, the epidemiological and pathogenetic
characteristics of PCa in Chinese Han population changed
with decades. The PCDR increased over the years at our
center, while the mean age of PCa patients decreased
slightly, similar to the SEER database documented [26].
The mean Gleason score increased synchronization with
PSA levels. However, Gleason score with PSA level lower
than 4 ng/ml was abnormally higher than that of PSA level
of 4.01–10 ng/ml, 10.01–20 ng/ml and 20.01–50 ng/ml.
Possible cause was that most patients with PSA level lower
than 4 ng/ml received biopsy due to the abnormal DRE
findings or images, which usually meant a higher degree

Figure 1: Trend of the PCDR over the years. The PCDR increased from 17.5% in 1999 to 50.6% in 2015.

Figure 2: Trend of mean age of PCa patients detected by prostate biopsy over the years. The mean age decreased from 73.4
years old in 1999 to 70.8 years old.
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of malignancy. In addition, patients received biopsy due
to clinical symptoms had usually high Gleason score. PCa
was a kind of tumor with “inertia”. Some symptoms such
as LUTS often meant the progressive or invasive tumor.
Anyway, PSA screening is still the most important
marker to guide the prostate biopsy. The European
Randomized Study of Screening for Prostate Cancer
(ERSPC) recently released the 13-year follow-up results. It
demonstrated the 21% reduction of PCa-specific mortality
in 55- to 69-year-old male in favor of PSA screening [27].
Meanwhile, the detection rate of low-risk PCa, in the other
words, clinically insignificant PCa, reached to 40% to 50%
[28]. PSA screening has been carried out extensively in
China. More and more patients underwent biopsy due to
evaluated PSA level instead of clinical symptoms. More
PCa was then diagnosed in the early stage [29]. Our

data also showed that the detection rate of low-risk PCa
increased from 6.5% to 15.7% after 2005.
A few limitations of our study should be noted. The
total recruited patients were 3762, relatively smaller than
some studies in western countries [27, 30]. In addition, it
is the retrospective study. Novel prostate biopsy methods
such as MP-MRI plus TRUS-guided have been performed
for positioning lesions. Our study did not include these
new methods and data. Our report is also lack of evidence
to the aggressiveness of the cancers diagnosed using
systematic 13-core transrectal prostate biopsy guided by
TRUS. The lack of availability of Gleason Scores for
the diagnosed cancers is another limitation. These lack
information will be summarized and discussed in our
further study. However, to the best of our knowledge, our
study included the largest number of patients in Chinese

Figure 3: Trend of mean Gleason score with the increase of PSA levels. The mean Gleason score increased with PSA levels. The
mean Gleason score of PSA level lower than 4.0 ng/ml was higher than that of PSA intervals 4.0 to 10, 10 to 20, 20 to 50 ng/ml.

Figure 4: The percentage of low-risk PCa. There was a significant increase in the percentage of low-risk PCa from 2005 to 2015.
www.impactjournals.com/oncotarget

32934

Oncotarget

REFERENCES

Han population. A systematic 13-core transrectal prostate
biopsy guided by TRUS is safe, effective, and economic
for PCa diagnosis in developing countries like China.

1. Siegel R, Ward E, Brawley O, Jemal A. Cancer statistics,
2011: the impact of eliminating socioeconomic and racial
disparities on premature cancer deaths. CA Cancer J Clin.
2011; 61:212–236.

MATERIALS AND METHODS

2. Jemal A, Siegel R, Ward E, Hao Y, Xu J, Murray T, Thun MJ.
Cancer statistics, 2008. CA Cancer J Clin. 2008; 58:71–96.

Approval for this study was granted by the ethics
committee of Nanjing Medical University (China) prior
to sample collection and informed written consent was
received from all patients.
From March 1999 to March 2015, 3762 patients
underwent prostate biopsy at Department of Urology, The
First Affiliated Hospital of Nanjing Medical University.
The average age of patients was 69.1 (range 22–93) years.
The inclusion criteria were as follows: PSA level of
4.0 ng/ml or greater, or PSA level less than 4.0 ng/ml with
abnormal DRE findings, ultrasound or MRI images. Patients
with previous prostate biopsy history, a history of PCa, and
androgen ablation therapy use were excluded. All patients
underwent serum tPSA and fPSA detection, DRE, and
TRUS to assess the prostate volume (PV) prior to the biopsy.
Finger-guided biopsy was performed on 1504 patients before
December 2008. The systematic sextant biopsy was adopted
before December 2006. Then extended 8-core biopsy
was introduced. After January 2009, other 2258 patients
underwent systematic 13-core TRUS-guided transrectal
biopsy. The detailed procedure was performed as our
previous study [13]. The 12 cores were evenly distributed to
four vertical planes (right lateral, right medial, left medial,
and left lateral) of prostate tissues, in each plane three biopsy
cores were respectively located at the base, middle and apex.
The extra 13th core was specifically directed towards the
hypoechoic lesions on TRUS or abnormal signals on MRI.
For patients with normal TRUS and MRI images, the extra
13th core was at the apex of the prostate.
Statistical analysis was performed with the Statistical
Package for Social Sciences, version 19.0 (SPSS, Chicago,
IL, USA) software. All data were initially tested to screen
for normality and homogeneity of variance, and T-test
was performed for the comparison of different groups.
For nonparametric variables, χ2 test was used. Statistically
significant differences were determined at p < 0.05.

3. Hodge KK, McNeal JE, Terris MK, Stamey TA. Random
systematic versus directed ultrasound guided transrectal
core biopsies of the prostate. J Urol. 1989; 142:71–75.
4. Singh H, Canto EI, Shariat SF, Kadmon D, Miles BJ,
Wheeler TM, Slawin KM. Improved detection of clinical
significant, curable prostate cancer with systematic 12-core
biopsy. J Urol. 2004; 171:1089–1092.
5. Guichard G, Larré S, Gallina A, Lazar A, Faucon H,
Chemama S, Allory Y, Patard JJ, Vordos D, Hoznek A,
Yiou R, Salomon L, Abbou CC, et al. Extended 21-sample
needle biopsy protocol for diagnosis of prostate cancer in
1000 consecutive patients. Eur Urol. 2007; 52:430–435.
6. Presti JJ, O’Dowd GJ, Miller MC, Mattu R, Veltri RW.
Extended peripheral zone biopsy schemes increase cancer
detection rates and minimize variance in prostate specific
antigen and age related cancer rates: results of a community
multi-practice study. J Urol. 2003; 169:125–129.
7. Eskicorapci SY, Baydar DE, Akbal C, Sofikerim M,
Günay M, Ekici S, Ozen H. An extended 10-core transrectal
ultrasonography guided prostate biopsy protocol improves
the detection of prostate cancer. Eur Urol. 2004; 45:444–449.
8. Heidenreich A, Bastian PJ, Bellmunt J, Bolla M, Joniau S,
van der Kwast T, Mason M, Matveev V, Wiegel T,
Zattoni F, Mottet N; European Association of Urology.
EAU guidelines on prostate cancer. Part II: treatment of
advanced, relapsing, and castration-resistant prostate cancer.
Eur Urol. 2014; 65:467–479.
9. Center MM, Jemal A, Lortet-Tieulent J, Ward E, Ferlay
J, Brawley O, Bray F. International variation in prostate
cancer incidence and mortality rates. Eur Urol. 2012;
61:1079–1092.
10. Mohler JL, Armstrong AJ, Bahnson RR, Boston B,
Busby JE, D’Amico AV, Eastham JA, Enke CA,
Farrington T, Higano CS, Horwitz EM, Kantoff PW,
et al. Prostate cancer, Version 3. 2012: featured updates
to the NCCN guidelines. J Natl Compr Canc Netw. 2012;
10:1081–1087.

ACKNOWLEDGMENTS AND FUNDING
This work is supported by the grant from National
Natural Science Foundation of China (81200467), by the
grant from Jiangsu Province Basic Research Program (Natural
Science Foundation) (BK20141495) and by A Project Funded
by the Priority Academic Program Development of Jiangsu
Higher Education Institutions (JX10231802).

11. Elabbady AA, Khedr MM. Extended 12-core prostate
biopsy increases both the detection of prostate cancer and
the accuracy of Gleason score. Eur Urol. 2006; 49:49–53.
12. Presti JC Jr, Chang JJ, Bhargava V, Shinohara K. The
optimal systematic prostate biopsy scheme should include
8 rather than 6 biopsies: results of a prospective clinical
trial. J Urol. 2000; 163:163–166.

CONFLICTS OF INTEREST

13. Cheng G, Huang Y, Liu B, Zhao R, Shao P, Li J, Qin C,
Hua L, Yin C. Systematic 12- and 13-core transrectal

The authors indicate no conflicts of interest.
www.impactjournals.com/oncotarget

32935

Oncotarget

ultrasound- or magnetic resonance imaging-guided biopsies
significantly improve prostate cancer detection rate: A singlecenter 13-year experience. Oncol Lett. 2014; 8:1834–1838.

23. Katsinelos
P,
Kountouras
J,
Dimitriadis
G,
Chatzimavroudis G, Zavos C, Pilpilidis I, Paroutoglou G,
Germanidis G, Mimidis K. Endoclipping treatment of lifethreatening rectal bleeding after prostate biopsy. World J
Gastroenterol. 2009; 15:1130–1133.

14. Breslow N, Chan CW, Dhom G, Drury RA, Franks LM,
Lee YS, Lee YS, Lundberg S, Sparke B, Sternby NH,
Tulinius H. Latent carcinoma of prostate at autopsy in seven
areas. Int J Cancer. 1977; 20:680–688.

24. Braun KP, May M, Helke C, Hoschke B, Ernst H.
Endoscopic therapy of a massive rectal bleeding after
prostate biopsy. Int Urol Nephrol. 2007; 39:1125–1129.

15. Bittner N, Merrick GS, Butler WM. Incidence and
pathological features of prostate cancer detected on
transperineal template guided mapping biopsy after
negative transrectal ultrasound guided biopsy. J Urol. 2013;
190:509–514.

25. Pacios E, Esteban JM, Breton ML, Alonso MA, SiciliaUrbán JJ, Fidalgo MP. Endoscopic treatment of massive
rectal bleeding following transrectal ultrasound-guided
prostate biopsy. Scand J Urol Nephrol. 2007; 41:561–562.

16. Gershman B, Zietman AL, Feldman AS, McDougal WS.
Transperineal template-guided prostate biopsy for patients
with persistently elevated PSA and multiple prior negative
biopsies. Urol Oncol. 2013; 31:1093–1097.

26. Schwartz KL, Grignon DJ, Sakr WA, Wood DP Jr. Prostate
cancer histologic trends in the metropolitan Detroit area,
1982 to 1996. Urology. 1999; 53:769–774.
27. Schröder FH, Hugosson J, Roobol MJ, Tammela TL,
Zappa M, Nelen V, Kwiatkowski M, Lujan M, Määttänen L,
Lilja H, Denis LJ, Recker F, Paez A, et al. Screening and
prostate cancer mortality: results of the European Randomised
Study of Screening for Prostate Cancer (ERSPC) at 13 years
of follow-up. Lancet. 2014; 384:2027–2035.

17. Mai Z, Yan W, Zhou Y, Zhou Z, Chen J, Xiao Y, Liang Z,
Ji Z, Li H. Transperineal template-guided prostate biopsy:
0 year of experience. BJU Int. 2016; 117: 424–429.
18. Vis AN, Boerma MO, Ciatto S, Hoedemaeker RF,
Schröder FH, van der Kwast TH. Detection of prostate
cancer: a comparative study of the diagnostic efficacy of
sextant transrectal versus sextant transperineal biopsy.
Urology. 2000; 56:617–621.

28. Schröder FH, Roobol MJ, Bangma CH. Early detection of
prostate cancer-recommendations after 13 years of followup in the European randomised study. [Article in Dutch].
Ned Tijdschr Geneeskd. 2015; 159:A8677.

19. Emiliozzi P, Corsetti A, Tassi B, Federico G, Martini M,
Pansadoro V. Best approach for prostate cancer detection:
a prospective study on transperineal versus transrectal sixcore prostate biopsy. Urology. 2003; 61:961–966.

29. Na R, Jiang H, Kim ST, Wu Y, Tong S, Zhang L, Xu J,
Sun Y, Ding Q. Outcomes and trends of prostate biopsy for
prostate cancer in Chinese men from 2003 to 2011. PLoS
One. 2012; 7:e49914.

20. Raaijmakers R, Kirkels WJ, Roobol MJ, Wildhagen MF,
Schrder FH. Complication rates and risk factors of 5802
transrectal ultrasound-guided sextant biopsies of the
prostate within a population-based screening program.
Urology. 2002; 60:826–830.

30. Vickers AJ, Sjoberg DD, Ankerst DP, Tangen CM,
Goodman PJ, Thompson IM Jr. The Prostate Cancer
Prevention Trial risk calculator and the relationship between
prostate-specific antigen and biopsy outcome. Cancer. 2013;
119:3007–3011.

21. Loeb S, Vellekoop A, Ahmed HU, Catto J, Emberton M,
Nam R, Rosario DJ, Scattoni V, Lotan Y. Systematic
review of complications of prostate biopsy. Eur Urol. 2013;
64:876–892.
22. Dodds PR, Boucher JD, Shield DE, Bernie JE, Batter SJ,
Serels SR, Dodds JH. Are complications of transrectal
ultrasound-guided biopsies of the prostate gland increasing?
Conn Med. 2011; 75:453–457.

www.impactjournals.com/oncotarget

32936

Oncotarget

