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Victoria, British Columbia
The majority of physicians responding to a recent survey believe
that PSA testing for screening purposes should be covered by MSP.

Background
Prostate cancer is the most common
form of cancer in Canadian men (ex -
cluding non-melanoma skin cancer),
with an estimated 22 300 cases and
4300 deaths in 2007. Approximately
one in eight men will eventually devel-
op prostate cancer, yet much controver-
sy surrounds prostate cancer screening.1

For a screening program to be
effective, the following must apply: 
• The condition in question is serious. 
• Screening tests can accurately detect

early stage disease.
• Early detection can lead to improved

outcomes.
• The benefits of screening outweigh

the harms.2

In evaluating a population screen-
ing program, the associated financial
and psychosocial costs must also be
examined to determine whether the
program is appropriate, and whether it
should be covered under government-
funded health care.3

Currently, prostate-specific anti-
gen (PSA) testing and digital rectal
examination (DRE) are the most
widely used tools for prostate cancer
screening, with sensitivities of 72.1%
for PSA and 53.2% for DRE.4 Used in
combination, PSA and DRE remain
the best available tools, with an esti-
mated sensitivity of 87.2%. In com-
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Table 1. Prostate cancer screening guidelines.

Organization Recommendation on DRE Recommendation on PSA testing

Canadian Task Force on
Preventive Health Care4

Insufficient evidence to include or exclude on 
periodic health exam.

PSA should be excluded from periodic health exam.

US Preventive Services 
Task Force13

Insufficient evidence to recommend for or against
DRE for prostate cancer screening.

Insufficient evidence to recommend for or against
PSA testing for prostate cancer screening.

Canadian Urological Association14

(1996)
Men should be aware of potential benefits and risks
to make an informed decision. 

Men should be aware of potential benefits and risks
to make an informed decision. 

American Urological Association15 DRE screening should be offered to men over 50 with
a life expectancy of more than 10 years.

PSA testing should be offered to men over 50 with a
life expectancy of more than 10 years.

BC Cancer Agency16,17

Should be done annually in fit men 50–70 years or
when obstructive or other urinary tract symptoms are
present.    

Fit men age 50–70 with at least 10 years’ life
expectancy should be made aware of the potential
benefits and risks. If desired, PSA testing should be
performed annually for 2–3 years, and if normal and
stable, then every 2–3 years.

European Association of Urology18 Lack of evidence to support or disregard population-
based screening programs for prostate cancer.

Lack of evidence to support or disregard population-
based screening programs for prostate cancer.

Table 2. PSA testing coverage in Canada.

Province Policy

British Columbia
PSA test not covered for screening. Covered once patient is 
diagnosed with prostate cancer.

Alberta
PSA covered for screening if physician determines there are clinical
signs of prostate cancer or patient is high-risk. Covered once patient
is diagnosed with prostate cancer.

Ontario
PSA test not covered for screening. Covered once patient is 
diagnosed with prostate cancer.

Quebec PSA test not covered for screening.

Manitoba, 
New Brunswick,
Newfoundland, Nova
Scotia, Prince Edward
Island, Saskatchewan 

PSA test covered for screening.
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in the wide-ranging recommendations
adopted by various professional asso-
ciations ( ).13-18

These conflicting recommenda-
tions may lead to confusion among
primary care physicians and ultimately
result in inappropriate screening prac-
tices. Previous studies have conclud-
ed that inappropriate prostate cancer

Table 1

prostate cancer screening directions,
though it may be several years before
results are published and recommen-
dations endorsed. Preliminary data
from these studies suggest that screen-
ing is associated with reduced risk of
metastatic prostate cancer.12

The controversy surrounding the
use of DRE and PSA testing is evident

parison, breast cancer screening with
mammography and physical exami-
nation has a sensitivity of 90.4%.5

Prostate cancer screening has resulted
in earlier detection of prostate cancer,
though conclusive evidence that pop-
ulation screening reduces mortality
has yet to be presented.6,7 Previous
studies investigating prostate cancer
screening practices and attitudes in
Canada have shown that the majority
of physicians screen asymptomatic
men using both PSA testing and DRE.8

Meta-analysis of studies examin-
ing prostate cancer screening have
concluded that there is insufficient
evidence to support or refute popula-
tion screening.9 Two large, prospec-
tive, randomized screening trials to
evaluate the outcomes of PSA testing
and DRE in prostate cancer screening
are currently under way: the Prostate,
Lung, Colorectal and Ovarian Cancer
Screening Trial (PLCO)10 in the US
and the European Randomized Study
of Screening for Prostate Cancer
(ERSPC).11 Data from these studies
will be useful in determining future

457VOL. 50 NO. 8, OCTOBER 2008 BC MEDICAL JOURNAL



Figure 1. Initial prostate cancer screening tool preferred by physicians surveyed.
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significant relationships were found
between physician gender, age, or
years of experience and prostate
screening practices.

The preferred initial method of
prostate cancer screening among
physicians surveyed was PSA and
DRE used in combination ( ). 

The majority of physicians sur-
veyed agreed that both DRE (90.8 %)
and PSA (72.6%) testing are valuable
for prostate cancer screening. Regard-
ing the evidence supporting prostate
cancer screening, only 8.2% agreed
that there was insufficient evidence 
to support using DRE, while 33.8%
agreed that there was insufficient evi-
dence to support using PSA testing.
Most respondents (64.4%) agreed that
MSP should pay for PSA testing for
prostate cancer screening, while 30.8%
agreed that they check the “MSP bill-
able” box when ordering PSA tests for
screening asymptomatic men. Physi-
cians with more than 20 years of expe-
rience were significantly more likely
to disagree with the statement “PSA
testing leads to excess subsequent in -
vestigations such as prostate biopsy”
(48.8%) than physicians with fewer
than 20 years of experience (13.3%)
(P = .003). No other statistically 
significant relationships were found
between prostate cancer screening

Figure 1
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general practitioners in Victoria. A 
list of 150 random integers between 1
and 471 was generated and matched
to physicians in the database; 29
physicians were excluded because of
their scope of practice. Questionnaires
were delivered in August 2007, with
instructions to return the completed
surveys by fax or mail.

When the completed question-
naires were returned, SPSS version
16.0 was used to compute descriptive
statistics. The Pearson chi-square test
was used to assess relationships
between physician demographics and
response patterns.

Results
The survey response rate was 65.3%
(79/121). The respondents included
both male (68.4%) and female (31.6%)
physicians. The mean age of physi-
cians surveyed was 51.1 years (SD
9.85 years). The mean years in prac-
tice was 22.7 years (SD 9.8 years). 

Of the total respondents, 81.0%
reported regularly screening asymp-
tomatic men for prostate cancer using
PSA testing, with 65.6% beginning
screening at age 50 and 25.0% at age
40. DRE was also used regularly by
92.4% of physicians, with 46.6%
beginning screening at age 50, and
47.9% at age 40. No statistically 

screening is common, and that such
screening is more prevalent when the
physician is an older male.19,20

Though the cost of PSA testing is
not covered by British Columbia’s
Medical Services Plan (MSP) when it
is used for screening, some provinces
do cover the PSA test for screening
( ).21

The issue of PSA testing coverage
by MSP has been a topic of debate in
recent years. The cost of such a screen-
ing program would be significant.
However, while costs are projected to
increase with the province’s aging
population, they are likely to be less
than previously estimated.22

In order to explore the issue of
prostate cancer screening, we designed
a study to examine the attitudes, beliefs,
and practices of primary care physi-
cians and to determine how clinical
guidelines affect screening practices. 

Methods
A questionnaire was designed in
accordance with recommendations on
survey administration and based on
previously described studies.8,23,24 The
questionnaire was finalized upon re -
view by a urologist, primary care phy -
sicians, and statisticians. Questions
were grouped according to respondent
demographics, attitudes on prostate
cancer screening, and prostate cancer
screening practices. The survey includ-
ed questions using the Likert scale,
questions that asked respondents to
“choose one of the following,” and
yes/no questions. 

A pilot questionnaire was sent to
70 primary care physicians on Van-
couver Island. Feedback from the
completed questionnaires that were
returned (51.4%) was used to finalize
the questions and ensure they were
appropriate and well understood.

Potential subjects were randomly
selected from the BC College of Phy -
sicians and Surgeons database of 471

Table 2
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Figure 2. Prostate cancer screening guidelines preferred by physicians surveyed.
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PSA testing, and also be lieve that
these are important tools in prostate
cancer screening, confusion still
exists about the evidence supporting
PSA testing. One-third of respondents
agreed that there is insufficient 
evidence to support PSA testing for
prostate cancer screening, yet only
6.8% felt PSA testing was not a valu-
able screening tool. Though it is clear
that these screening tools are not ideal,
they are currently the only feasible
methods of detecting prostate cancer
in the population.

Published guidelines appear to
influence the prostate cancer screen-
ing practices of most physicians sur-
veyed, but there was no consensus
regarding the guidelines endorsed 
by different agencies. The guidelines
issued by the BC Cancer Agency were
named most often, followed by guide-
lines from the Canadian Task Force on
Preventive Health Care. In addition,
one-quarter of physicians polled
choose to ignore current guidelines or
use their own screening practices. 

While the vast majority of physi-
cians (97.4%) agreed that the digital
rectal examination is an important
component of medical training, for-
mal clinical teaching of this can be
inconsistent. It might help to have
organized training sessions with stan-
dardized patients, similar to the ses-
sions used for female breast and pelvic
examination, to ensure that newly
trained physicians have the technical
skills to perform these exams effec-
tively. There might also be value in
continuing medical education direct-
ed at practising physicians to ensure
that they remain current on prostate
cancer screening practices and con-
troversies.

Most physicians surveyed (90.8%)
feel comfortable with their knowledge
regarding when MSP should be billed
for PSA testing, yet nearly one-third
of respondents report inappropriately

relied on self-reported data, which
introduces the risk of disclosure bias. 

Despite these limitations, the sur-
vey results indicate that most primary
care physicians are regularly screen-
ing asymptomatic men for prostate
cancer using both PSA testing and
DRE. These screening practices are
comparable to the practices of physi-
cians previously surveyed in New-
foundland and Ontario.8,25 BC physi-
cians are, however, significantly more
reliant on DRE and less reliant on PSA
testing for screening when compared
with physicians in Newfoundland,
who favor DRE and PSA testing 
in combination (74.3%), with 18.8%
preferring DRE alone. By contrast,
36.7% of physicians surveyed in BC
prefer DRE alone (P= .007). This dif-
ference in practice is also reflected in
the fact that while 82.7% of respon-
dents believe that PSA testing and
DRE should be used in combination,
only 59.5% are using them together as
their initial screening tool. These find-
ings are likely explained by the fact
that PSA tests for screening are fund-
ed by health insurance in Newfound-
land but not in BC. 

Though the majority of physicians
screen regularly using both DRE and

attitudes and physician age, gender, or
years of practice.

The majority of respondents
(74.0%) reported that clinical guide-
lines and recommendations influence
their prostate cancer screening prac-
tices ( ). There was a signifi-
cant correlation between the physi-
cian’s age and the influence of
guidelines on screening practices. Of
physicians aged 56 and older, 38.5%
reported that guidelines do not influ-
ence their screening practices, while
7.7% of physicians 45 and younger
and 4.8% of physicians 46 to 55 held
the same opinion (P = .017). Physi-
cians preferred the guidelines pub-
lished by the BC Cancer Agency
(39.4%) and the Canadian Task Force
on Preventive Health Care (19.7%).
No significant correlations between
physician demographics and pre-
ferred guidelines were identified.

Conclusions
There were some limitations to this
study. The sample surveyed repre-
sented a proportion of one geographic
area in BC, and it is not known if these
results can be generalized to represent
the practices and opinions of physi-
cians in Victoria or BC. The survey also

Figure 2
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billing MSP for PSA testing for pros -
tate cancer screening purposes. As
data from the ERSPC and PLCO trials
now underway become available, it
may be time for politicians and med-
ical ex perts to reopen the debate on
funding PSA testing for screening pur-
poses. 

It is clear that the majority of pri-
mary care physicians are in favor of
screening asymptomatic men for pros -
tate cancer and feel that the cost should
not be borne by the patient. The med-
ical, psychological, and financial risks
and benefits of screening should all be
considered along with the effect the
results of screening may have on indi-
vidual patient management. Regard-
less of the current controversy, physi-
cians and their patients should discuss
these issues so that patients can make
an informed decision on the most
appropriate care.
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