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THE DEBATE OVER PROSTATE-SPECIFIC ANTIGEN (PSA)
testing for prostate cancer has been prolonged, public, and
sometimes acrimonious. Despite this, a common theme is
present in most evidence-based guidelines produced to date:
while population-based screening cannot be advocated cur-
rently, individuals considering a test should be fully
informed about the pros and cons and make their own
decisions.1-3 The US Preventive Services Taskforce adds
that individuals “be assisted in considering their personal
preference and risk profile”.4 However, none of these guide-
lines address the issue of how to ensure such “informed
choice”.

The Australian Prostate Cancer Collaboration* (APCC),
with support from the National Cancer Control Initiative,
convened a workshop on informed choice for prostate
cancer testing. The meeting was part of the Conjoint 4th
National Prostate Cancer Symposium and the 5th Annual
APCC Meeting held at Royal Melbourne Hospital in
August 2003. The workshop participants (about 50 people)
comprised urologists, GPs, nurses, members of non-govern-
ment cancer organisations, patients and consumers. The
diverse views presented at the workshop suggested that an
active approach to managing the PSA testing issue in
general practice is needed.

What is currently happening?
Jeanette Ward (Director, Division of Population Health,
South West Area Health Service) summarised the current
status — that PSA testing is widespread in general practice
(in a Western Australian study, 48% of men aged 45 to 60
years had ever been tested).5 Furthermore, men overesti-
mate their risk and make decisions without being fully
informed.5-7 Max Gardner (Chair, Prostate Cancer Founda-
tion of Australia) and several workshop attendees made it
clear that some men with prostate cancer felt they did not
have an opportunity for informed testing when their cancer
may have been localised. Paul Nisselle (Health-Law Con-
sultant; formerly Chief Executive, Medical Indemnity Pro-
tection Society and general practitioner) described the
medicolegal exposure arising from this situation, as well as
when men feel that they have been harmed by unnecessary
screening. A common theme was that a climate of anger,

frustration and, increasingly, litigation is arising from men
feeling inadequately informed about prostate cancer testing.

Addressing this issue, speakers described barriers that
prevent men being fully informed. These include:
■ time constraints for the GP;
■ lack of knowledge of the issues (Murray Barson, general
practitioner with interest in men’s health; Debra Rowett,
Chief Investigator, DATIS trial of academic detailing for
PSA testing in general practice);
■ lack of understanding of medicolegal obligations, partic-
ularly what is prudent and what is sufficient in terms of
information provision (Nisselle); and
■ wide ranges in patients’ awareness, concerns, levels of
comprehension and life circumstances (Barson; Suzanne
Steginga, Director, Community Services, Queensland Can-
cer Fund).

Lack of understanding of how to communicate the com-
plex areas of risk and uncertainty (Barson; Rowett; Ward) is
also a barrier to fully informing men.

What constitutes “informed choice”?
Niselle revisited the medicolegal precedent set by Rogers v
Whitaker and suggested that three tests are needed to
determine if a patient has been fully informed:
■ The reasonable patient test: information has been given
that a reasonable person as a patient would think relevant;
■ The reasonable doctor test: extra information has been
given, which a reasonable doctor would add, having regard
to the particular circumstances of the patient; and
■ The individual patient test: additional information has
been given, that that particular patient sought, having been
given the opportunity to seek it.

“Informed refusal” is as important as “informed con-
sent”. A patient needs to be made aware that there is
information he should consider before deciding not to have
a test.

How patients make decisions is crucial in determining
how they should be informed. Steginga reported research
which suggests that patients more commonly use non-
systematic processes (eg, anecdotes or analogies, old beliefs,
salient experiences and expert opinion) to make health-
related decisions rather than systematic processing (the
weighing up of the medical risks and benefits of the
decision).

As a consequence of these issues, Nisselle and Steginga
maintained that providing a patient with written material
and telling him to go away and make a decision is not
enough. A discussion between doctor and patient has to take
place, in which the patient’s views and beliefs are elicited,
medical information is individualised to the patient’s cir-
cumstances (eg, age, family history), and the patient’s
specific information needs are responded to. In short,
“shared decision-making”.
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Pinnock outlined effective communication strategies to
support this shared decision-making. These include estab-
lishing the preferred amount of information, the preferred
role in decision-making,8 graphical representations of risk,
and checking patient understanding. Ward noted that pref-
erence for a shared decision-making has been found in
studies of men and GPs alike.9

Rowett reported results from the DATIS trial (a three-
state study of academic detailing, which is a form of
educational outreach as a means of informing GPs about
issues concerning prostate cancer screening). Unprompted
comments from GPs suggested that, although secondary,
written materials can be useful in supporting the discussion.
This was reinforced by Ward,9 who found that written
materials increased knowledge gain by patients, particularly
in those who prefer an active decision role. Pinnock dis-
cussed quality criteria for decision aids,10 including neutral
framing, explicit evidence base, and evidence of effective-
ness. High-quality written materials may reduce the length
of the consultation (Rowett), improve patient knowledge,9

and reduce decisional conflict,9 but their effect on the
decision outcome is variable (Steginga).

The content of the informed-choice discussion

Gardner (providing a patient perspective), Pinnock (from
the perspective of published research), and Ward (based on
her group’s research) addressed the categories of informa-
tion that should be presented in written materials. These
include:
■ Basic information on the prostate and its function, the
individualised risk of developing prostate cancer and dying
from it, and the way in which the man’s age, health status
and family history may modify these risks;
■ The potential benefits of early detection (can detect
disease at a stage when treatment is potentially curative) and
uncertainties (not sure whether active treatment prolongs
life); and
■ The performance of the PSA test in detecting prostate
cancer (sensitivity, specificity and positive predictive value).9

The outcome of informed choice

Pinnock suggested that the outcome of this process of
discussion and decision support is not a decision whether or
not to test, but a management plan, which may involve
review only, a single test, or testing at specified intervals. It
should be individualised to the patient’s situation, sense of
his risk, and preference when balancing the potential bene-
fits, risks and uncertainties of early detection for prostate
cancer.

Providing resources and skills to GPs

The DATIS study suggests that academic detailing is suc-
cessful in reaching GPs (80%–90% penetration), acceptable
to GPs, and effective in increasing knowledge and perceived
ability to inform patients. Ward revealed that a NSW trial of
a peer-led 3-month education program will also look for

improvements in understanding the evidence, perceived
medicolegal risk and self-efficacy in promoting informed
decision-making.

Improved health literacy schemes in the community may
reduce GP time required to explain basic background
information. Furthermore, improving prostate health liter-
acy is likely to improve decision-making regarding lower
urinary tract symptoms,11 which are more common than
prostate cancer. Sharing the educational task with non-
government organisations, such as cancer councils, could
spread the cost across sectors. These and other strategies to
make the informed-choice discussion time-efficient need to
be explored.

Addressing inequity in access

Workshop attendees raised the issue of men who are uncon-
cerned about their health, who do not visit their doctor, and
others (eg, rural men), who have poor access to medical
services. These groups have an imposed, or default, unin-
formed refusal of prostate cancer testing. Education pro-
grams targeting general practice will not address this
problem, but a community education program can reach
such groups. Community education focusing on male repro-
ductive and prostate health is also likely to promote a more
active role for men in maintaining their health and reduce
stigma associated with some of these disorders.

Should this wait until 2008?

Two speakers (Pinnock; Greg Neerhut, urologist, Victoria)
addressed whether the need for informed choice will change
once the results of the US and European randomised
controlled trials on prostate cancer screening become availa-
ble from 2008. Even if a screening benefit is detected in
trials, the need for a man to make a fully informed decision
will remain. This is because any survival benefit of active
treatment of localised disease is likely to be evident only
after 10 years or more.12 It is also likely that the poor
performance of the PSA test, in particular the high rate of
false positive results, will continue or increase with wide-
spread early detection.

In summary, the workshop established that there is a
pressing need to support and resource GPs assisting men in
making an informed choice about prostate cancer testing, to
disseminate knowledge of how patients make these deci-
sions, medicolegal issues, and provide access to decision
support resources. A community education program on
men’s prostate or reproductive health will help to reduce the
burden on the GP as the sole agent responsible for commu-
nity and patient understanding of these issues.
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