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Prostate cancer is the most commonly 

diagnosed cancer in Australian men 

and the second leading cause of 

cancer death.1 Until recently, there was 

insufficient evidence from high-quality 

randomised controlled trials (RCTs) to 

support or oppose screening for prostate 

cancer.2 Few symptom-free men will 

actively seek to initiate and engage in 

discussions about their reproductive 

health with their general practitioner 

(GP).3–5 Very few men understand the 

benefits and risks associated with being 

screened for prostate cancer.6 Whilst a 

majority of men would like to be screened, 

many lack the knowledge required to 

make a truly informed choice.5 A study of 

Western Australian men identified that 

most of the study participants were being 

screened for prostate cancer with minimal 

pre-test counselling or patient information 

about the benefits and limitations of 

screening, and were not taking an active 

or informed role in making this decision.7

There is limited research exploring Australian 
GPs’ knowledge and clinical behaviour with 
respect to screening for prostate cancer. Studies 
in Europe and New Zealand have reported that 
family physicians are performing prostate-specific 
antigen (PSA) tests as a screening tool, either 
as part of their routine examination or at the 
specific request of the patient.8–10 In Australia, 
several state-based studies have explored GPs’ 
screening behaviour.11–13 A study conducted 
in New South Wales (NSW) in 1999 identified 
that 90% of GPs would screen asymptomatic 
men for prostate cancer for fear of medico-legal 
ramifications.11 This attitude and behavioural 
intention for prostate cancer screening was 
consistent among GPs, despite their awareness 

of evidence-based recommendations in Australia 
that question the benefit of prostate cancer 
screening. These results are further supported 
by a similar study, which identified that up to 
two-thirds of GP survey respondents ordered 
a PSA test as a ‘screening’ test for that same 
reason.13 Conversely, smaller state-based studies 
identified that few GPs were clear about the 
current guidelines on prostate cancer screening, 
which promoted a conservative approach to 
screening.12

Two large RCTs investigating the merits of 
screening for prostate cancer were published in 
2010, with updates to the data in 2012, providing 
conflicting recommendations on the merits of 
screening for prostate cancer.14–17 The evidence 
base on the merits of screening for prostate 
cancer has changed significantly over the last 
seven years, from a conservative stance of no 
evidence to support or refute prostate cancer 
screening, to a conclusion that screening does 
not significantly reduce prostate cancer-specific 
mortality.18 

The aim of this study was to examine 
GPs’ knowledge and clinical behaviour about 
screening for prostate cancer, given the changes 
in the evidence base over the years. 

Methods

Participant selection

Practicing GPs were recruited by email through 
purposive sampling techniques that included 
target advertising across the various Divisions 
of General Practice (DGP) in the state of Victoria 
(Australia).19,20 Recruited GPs were allocated 
to a focus group according to their practice 
setting (i.e. metropolitan or rural). Each GP was 
given a verbal explanation and explanatory 
statement before attending a focus group. GPs 
were required to provide written consent before 
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participating in the focus group. A total of 77 GPs 
participated in this study. All GPs were offered 
an honorarium to cover the costs associated with 
their participation. This study was approved by the 
Monash University Standing Committee on Ethics 
in Research Involving Humans (reference number: 
2008000122-CF08/0316). 

Setting

Each individual focus group was homogeneous 
with respect to practice setting (i.e. all rural or 
metropolitan GPs). A total of seven metropolitan 
and six rural focus groups were formed. All focus 
group discussions were held at the nearest DGP 
for the respective GPs.

Procedure

An experienced qualitative researcher (KM) 
facilitated all focus groups; meetings were 60–90 
minutes in duration. A semi-structured interview 
schedule was developed from a review of the 
literature before the commencement of focus 
groups. The use of a semi-structured interview 
schedule ensured that all discussion points were 
raised during the focus group meetings. Each 
focus group discussion was audio taped and a 
research assistant also took field notes during 
the discussions. Focus group discussions were 
conducted until a point of theoretical saturation, 
at which no novel discussion points were 
generated.19–21

Analysis 

Each audio tape was transcribed verbatim by an 
independent scribe. The de-identified transcripts 
were then analysed by two investigators (DI 
and KM) independently, using the principles of 
thematic analysis.19,21 The two investigators 
discussed common themes emanating from their 
separate analysis before an iteration of the data 
was analysed and final themes identified and 
agreed on by all investigators.22 Thematic coding 
of the data was assisted with the use of NVivo 
software.23

Results 
The demographic details of study participants 
are shown in Table 1. Themes identified from the 
focus groups are discussed below. No differences 
in themes were recorded between the rural and 
metropolitan GPs.

Screening and clinical 
practice
GPs were evenly divided into those who were 
proactive and reactive screeners of prostate 
cancer – both groups borrowed aspects from the 
evidence-based medicine paradigm of integrating 
clinical expertise with evidence and patient 
values. 

‘So the impression I get is with prostate 
cancer screening it’s just so grey and fine line. 
There are basically more or less two schools 
of thought where some people are a bit more 
proactive and others are a bit more resistant. 
And in the end there’s really no right or 
wrong. And in the end it’s satisfying both the 
doctors and the patients’ conscience, more 
or less. And both sets of doctors are doing a 
service, and also sometimes a disservice to 
patients, depending on the different individual 
circumstances.’ (GP J3)

Proactive screeners

GPs who were proactive screeners routinely 
screened all male patients over the age of 50 
years, or 45 if there was a family history of cancer. 
This approach was performed either as part of an 
annual health check or whilst doing other routine 
blood tests (to which the PSA test was included).

‘I offer the PSA as a package deal, as, you 
know, we check your sugar, your cholesterol, 
your vitamins. So the needle is already in 

the arm, you know, it is not going to hurt any 
extra.’ (GP I7) 

The main factor motivating behaviour with these 
GPs was the overwhelming belief that screening 
is beneficial and that the GPs themselves had 
witnessed the positive effects of detecting 
prostate cancer at an early stage amongst their 
patients. Another motivating factor for this group 
of GPs was the fear of missing a cancer in a 
patient at an early, potentially treatable, stage. 
Some GPs talked in terms of having an obligation 
to their patients to screen them, whilst others 
believed they would not be a ‘good doctor’ if a 
patient died because the GP had not screened the 
patient for prostate cancer. 

Reactive screeners

GPs classified as reactive screeners took the 
position not to offer screening for prostate 
cancer to all patients. Rather, these GPs offered 
to screen only at the request of the patient. The 
only exception to this stance was if there was a 
known family history of prostate cancer. Few of 
these GPs would refuse to do a test on a patient 
who requested it, even if they believed the test 
was unnecessary. For the majority, the attitude 
was that if the patient was informed of the issues 
surrounding screening and wanted to be tested, 
then it was their right to be tested. 

‘I think if you’ve discussed the pros and cons 
and they accept that then ... it gets down to 

Table 1. Demographic details of focus group participants

Characteristic Metropolitan (n = 39) Rural (n = 38)

Gender

Female 13 13

Male 26 25

Age (mean ± SD) 

Female 43.1 (13.4) 45.1 (8.0)

Male 51.2 (12.1) 47.8 (10.9)

Overall 47.9 (13.1) 47.0 (10.1)

Practice type

Solo 15 2

Group 24 36

Years as GP (mean ± SD)

Female 14.5 (13.4) 13.5 (11.1)

Male 22.4 (10.6) 17.5 (12.1)

Overall 19.3 (12.2) 16.8 (11.8)
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GPs that placed greater emphasis on clinical 
experience over evidence.

Discussion 
GP knowledge about the most current evidence 
on the merits of screening for prostate cancer 
may not always be current, yet their knowledge 
regarding the limitations associated with using 
the DRE and PSA test as screening tests is 
correct. Despite their awareness of the limitations 
associated with the DRE and PSA test, many 
will continue to screen men with these tests on 
the basis of either the fear of litigation or past 
clinical experience that has been positive (i.e. 
identification of an early stage tumour). The 
results from our study support a cross-sectional 
survey of Danish GPs, which concluded that PSA 
testing was neither standardised nor compliant 
with national and international recommendations 
and clinical guidelines on prostate cancer 
screening.24 Our findings also support evidence 
from previous studies suggesting that the general 
practice community is evenly split regarding the 
merits of prostate cancer screening, with legal 
implications being a driver for screening.11–13

Evidence-based practice relies on the 
integration of evidence with clinical expertise and 
patient values.25 Recommendations from a variety 
of professional Australasian organisations vary on 
their stance with respect to the merits of prostate 
cancer screening (Table 2). Despite the disparity in 
their recommendations, all promote an informed 
and shared approach to decision-making regarding 
screening with patients, a view endorsed by 
the most recent Cochrane systematic review.18 
Promoting informed decision-making is a valid 
option when conflicting evidence on a medical 
issue is apparent. 

Decision aids are evidence-based tools 
designed to assist patients in making an informed 
choice when presented with a variety of options 
(www.prostate.org.au/articleLive/attachments/1/
GP%20Show%20Card%20041007.pdf).26,27 
Empirical findings demonstrate that their use 
results in a significant increase in patient 
knowledge on the medical topic and decrease in 
decisional uncertainty.27 Use of decision aids can 
create the ‘informed’ patient, yet evidence would 
suggest that this approach is not pragmatically 
feasible because of restricted practitioner time, 
accessibility and/or skill in utilising decision aids 

that patient rights business and I think it’s 
their right to still have the test done if they 
so desire. But you’ve got to be sure you’ve 
discussed the issues with them and they do 
understand.’(GP L9)

Implications of screening

GPs debated that the decision to screen for 
prostate cancer was based on more than just 
performing a digital rectal examination (DRE) or 
PSA test, as both were inadequate diagnostic 
tests for prostate cancer. It was suggested that 
an abnormal test would lead to further invasive 
investigations to confirm or exclude cancer. 
Such investigations carried their own risks and 
might unnecessarily decrease a patient’s quality 
of life. These GPs discussed the possibility of 
missing a cancer in a patient by adopting a 
‘reactive’ approach to screening. Some of the GPs 
believed they were justified in taking this stance 
as this was based on the current evidence and 
recommendations. Conversely, others believed 
that if such an event occurred it might have an 
impact on future screening behaviour. 

‘I mean that's a difficult situation for you 
as the doctor when you don't screen and 
they turn up and they die of something that 
you could have screened for but you didn't 
because you used guidelines. And you 
know, is that going to impair your future 
decision-making in the next man? It's a really 
difficult one because it leaves a very strong 
impression on you as a practitioner.’ (GP C3)

Both proactive and reactive screeners were 
concerned about the legal implications about 
screening for prostate cancer. Proactive screeners 
were concerned about the possibility of over-
diagnosis in patients. Conversely, reactive 
screeners were concerned about the prospect of a 
patient being diagnosed with a latent cancer at a 
later date and suing for not having an opportunity 
to detect the disease at an early, treatable stage. 

Impact of evidence on 
practice

Knowledge of current evidence

The GPs' knowledge of the updated Cochrane 
systematic review on screening for prostate 
cancer, along with evidence from the two large 
RCTs published from studies in Europe and the 

USA, was limited. Many mentioned that they 
were vaguely aware that research was being 
undertaken, but few could provide any details 
about the studies. Only two GPs were aware of 
the two studies in Europe and the USA. 

‘I don’t know the full details of them but I just 
know that there are two large randomised 
controlled trials being conducted. One’s in 
the USA, which apparently has a mix of 
Caucasian and African American men in the 
study, and the other one’s in Europe. I don’t 
know the sample size, but they’re, big, big 
studies…’ (GP A1) 

Changing existing clinical 
behaviours is difficult

GPs were hopeful that the new evidence would 
provide a consensus on the issue of screening, but 
were unsure whether the results would change 
their behaviour in practice. GPs commented that 
their current beliefs and practices would dictate 
their stance on screening. Approximately half 
of the GPs who were reactive screeners stated 
that they would follow recommendations to 
screen if the evidence indicated that screening is 
beneficial.

Conversely, several GPs who were proactive 
screeners indicated that they would not adhere 
to recommendations against screening should 
the evidence indicate limited or no benefit of 
screening. These GPs preferred to rely on their 
past experience of dealing with prostate cancer 
screening. The ‘evidence’ for their behaviour 
would be the beneficial results they believed they 
had seen amongst their patients rather than any 
evidence provided by the RCTs.

‘If they came up with the result that the PSA 
... has no benefit at all – I guess we, most of 
the GPs here would probably say, well I’ve 
had the personal experience to find that a 
patient with a rising PSA ended up having 
cancer. So we’d have to say, well from my 
own personal experience it was a useful 
test to do. So they’d have to have pretty 
compelling evidence to show us that we 
shouldn’t be doing PSA at all.’ (GP B3)

GPs noted that the only driver to changing 
existing behaviours would be strong evidence that 
screening for prostate cancer was significantly 
harmful. Some GPs also noted that fear of 
litigation would also be a driver, even with 
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Conclusions 
GPs have a good understanding of the benefits 
and limitation of current screening tools 
for prostate cancer, despite not necessarily 
being aware of the current evidence and 
recommendations on screening for prostate 
cancer. Translation of research evidence into 
primary practice is slow. This can limit the ability 
of GPs to be ‘evidence-based’ in their decision 
making, particularly when prior evidence on the 
given topic was conflicting. Further research is 
required to identify novel and effective methods 
of educating GPs, translating research findings 
into practice, and truly promoting evidence-
based decision-making by GPs and their patients. 
Decision aids can assist GPs when counselling 
men about the benefits and limitations of 
screening for prostate cancer. 
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