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INTRODUCTION:
List  of  abbreviations:

Prostate cancer (PC) is the most commonly diagnosed cancer in united 
states among men and the second leading cause of cancer death(1). 
Prostate-specic antigen (PSA) testing in the past was used as a tumor 
marker for cancer recurrence and progression, in the early 1990s, PSA 
was recommended by the professional societies as a screening tool for 
prostate cancer which led to a dramatic increase in the incidence of 
prostate cancer (2)(3). The majority of the diagnosed cancers were 
clinically localized, which led to an increase in the aggressive 
treatments intended to cure these early-stage cancers (4).

In Saudi Arabia, Prostate cancer is the fourth most frequent cancer 
among men according to the Saudi Cancer Registry (SCR), and third In 
the Eastern region (5). Screening for Prostate cancer has been a topic of 
discussion in the past decades, multiple large clinical trials including 
the European Randomized Study of Screening for Prostate Cancer 
(ERPSC) and the United States Prostate, Lung, Colorectal, and 
Ovarian (PLCO) Cancer Screening Trial was established to assess the 
benets and harms of PSA screening. In the ERPSC, 182,160 men 
between the ages of 50 and 74 were randomly assigned to PSA 
screening or a control group that was not offered to screen, the primary 

outcome of prostate cancer mortality was 21 percent lower in the group 
offered screening (rate ratio [RR] 0.79, 95% CI 0.69-0.91) (6). 

In the PLCO trial, 76,693 men aged 55 to 74 years were randomly 
assigned to annual screening with PSA and digital rectal examination 
(DRE) or to usual care, which often included PSA and DRE, the study 
found no reduction in the primary outcome of prostate cancer mortality 
(RR 1.04, CI 0.87-1.24)   (7).

The United States Preventive Services Task Force (USPSTF) nal 
recommendation for PC screening stated that the screening should 
be individualized for men aged between 55-69 years and the 
patient should be counseled about potential benets and harms of 
screening (8). Also, the American College of Physicians, 
American Cancer Society, American Urological Association and 
the Canadian Task Force on the Periodic Health Examination 
stress the importance of informed decision making between the 
physician and the patient (9-12).

Many men will experience potential harm of screening including false-
positive results or overdiagnosis which require further investigations 
and management (13)(14). A patient who underwent a biopsy after 
abnormal PSA experienced complications consisting of, pain, 
infection, bleeding, or urinary difculty (15 -18).

Primary health care physicians (PHCP) should be aware how to 
counsel the patient about the benet and harm of screening and 
treatment before start screening, and when to refer them for further 
investigation. In Saudi Arabia study done in Riyadh 2009 among 
PHCP revealed that nearly half of the physicians were counseling and 
screening for prostate cancer with 54% correct knowledge score (19). 
Another study done in Ireland in 2009 to assess the factors promoting 
PSA testing found that 79% of the general practitioners are screening 
asymptomatic men with PSA test, 34% of them would test 
asymptomatic men younger than 50 years, and 51% of them would 
continue screening after the age of 70 years (20).

A cross-sectional study involved 969 participants done in Ontario 
Canada 2010  to assess the attitude and practice of PC screening among 
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ABSTRACT
Prostate cancer (PC) is the third most frequent cancer in the eastern region. Screening may prevent death or metastasis. However, the risk of false-
positive results, overdiagnosis and other complications after screening is a signicant issue. Primary health care physicians (PHCP) should be 
aware of the recent recommendations about PC screening. 
Aims: To assess knowledge and practice of PC screening and counselling among PHCP.
Methods and Material: A cross-sectional descriptive study
Study population & settings: All PHCP at Ad Dammam city Ministry of health. 
Results: A signicant proportion are offering screening outside the recommended age (42.5%). Most respondent chose PSA as screening tool 
(78.8%). About two thirds (61.3%) agree that PSA screening has high false-positive results. Long experience, working in geriatric clinic, Follow 
PC patient or high postgraduate qualications are signicantly increase knowledge about PC. 52% frequently offers to screen for asymptomatic 
patient in the age group 55-69. Older physicians, those who have longer experience and those who see more patients are more likely to screen. 10% 
would counsel every patient about the benet and harm of screening, while 35% would never counsel before the screening. The odds of practicing 
prostate cancer screening is 5 times higher for those who did not attend the training course. OR 5.0.54 (95% CI 1.062 to 24.06). 
Conclusions: Our ndings suggest that PHCP should be aware about the recent recommendations. The need for national PC screening guideline is 
essential. PHCP should attend cancer screening course or have post graduate qualications to be aware about the recent recommendations. Also, 
they should work in geriatric clinic or urology clinic during their undergraduate or postgraduate training to increase their knowledge.
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family physicians showed that most physicians begin offering to 
screen at age 50 (72.9%) and stop at ages 70 or 80 (68.4%); 17.9% offer 
lifelong screening and 8.3% of the physicians do not offer prostate 
cancer screening. Most of them (80.97%) use PSA and DRE for 
screening; 9.4% use DRE alone and 7.15% PSA only. Forty-three 
present of the physicians agree that screening with PSA provides 
survival benets and 51 % agreed that the benets of prostate cancer 
screening outweigh the risks. (21), an updated on this study involving 
1880 family physicians published on 2018 after the release of the recent 
PC screening recommendation found that 80.4% of the physicians 
offered prostate cancer screening compared to 91.7% when surveyed in 
2010. Physicians new to practice (two years or less) were the most likely 
to not offer to screen (24.6%). The majority (72.6%) of respondents feel 
PSA screening leads to overdiagnosis and treatment. (22)

In Malaysia, a study done in 2016 showed that half of the general 
practitioner would screen and perform a PSA test despite the lack of 
consensus on prostate cancer screening. They did not routinely involve 
men in making an informed decision about prostate cancer screening 
(23).

Study Aim
To assess the knowledge and practice of Prostate cancer screening and 
counselling among PHCP in Dammam city.

Study Objectives
Ÿ To measure the PHCP knowledge about Prostate cancer screening 

and counseling. 
Ÿ To measure the PHCP self-reported practice regarding Prostate 

cancer screening and counseling in PHC setting.
Ÿ To study the associated factors with knowledge and practice of 

prostate cancer counseling and screening among PHCP.  

METHODOLOGY
Study Design 
 A cross-sectional descriptive study

Study Population & Settings
Primary health care physicians at Ad Dammam city MOH PHC
 centers, Eastern Province, KSA 2019.

Inclusion/ Exclusion criteria
Inclusion: All GP, Family medicine resident, specialists and 
consultants.

Exclusion: Physicians working in administration and not seeing 
patients.

Sampling
All primary health care physicians working at Ad Dammam sector who 
meet the inclusion criteria will be included in this study (non sampled). 

Study variables 
DEPENDENT: 
Ÿ PHCP knowledge about Prostate cancer screening and counseling
Ÿ PHCP self-reported practice about Prostate cancer screening and 

counseling

INDEPENDENT: 
Ÿ Physicians' demographic characteristics, age, gender, post 

graduate qualications, 
Ÿ Work related characteristics, involved in geriatric care, attend 

prostate cancer or geriatric courses length of practice, and number 
of patients per day.

Data collection methods and technique
A self-administered questionnaire developed based on the nal 
recommendation from the USPSTF (8). We performed content and 
face validation of the questionnaire among ve healthcare 
professionals who have expertise in primary health care. The 
questionnaire was modied based on the feedback from the expert 
panel. A pilot study was conducted to look at the feasibility and 
acceptability of the study.  The questionnaire had 3 main sections on: 
(1) Physicians' prole (2) Knowledge about prostate cancer counseling 
and screening (3) Self-reported practice about prostate cancer 
counseling and screening.

Data collection was carried out from July 2019 to December 2019. Six 
undergraduate students participated as data collectors.

Ethical Considerations 
This study was approved by the Ethics Committee of the Family 
medicine academy in the eastern province. The study participants were 
informed about the study purpose and answered the questionnaire 
anonymously; they were free to skip any item they did not wish to 
answer. 

Statistical Analysis
We used the Statistical Package for Social Sciences (SPSS) V.21.0 to 
manage and analyze the data.
 
Percentages were used to summaries categorical data. Mean and SD 
were used to describe continuous variables which were normally 
distributed. We used independent-sample t-test, one-way ANOVA test 
and Chi-square test to nd the association between independent and 
dependent variables.

Logistic regression analysis was performed to measure the effect of 
independent factors on PHCP decision to screen for prostate cancer.

An alpha level of 0.05 used and p value less than 0.05 considered 
signicant.

RESULTS
1.Descriptive Results 
Of the 133 PHC physicians invited, 80 responded translated to the 
response rate of 60.1%

Table 1 shows general Characteristics of respondents. The mean age 
was 33.8 +/- 8.27years (range 25-59). The mean years of experience is 
7.31 +/- 6.9 years. The average patient seen each day is 24 +/- 15 
patient, with range of 3-80 patien t each  day. 

Sixteen of the participant were qualied family physician specialist or 
consultant (20%), 34 were FM resident (42%), and 30 GP ( 37.5%) . 

Twenty physician have previous experience in geriatric care ( 25%) , 
and 27 participant did attend geriatric care course in the last 5 years ( 
33.8).

Eleven physician participated in awareness rising events related to 
prostate cancer  ( 13.8%)During their practice, 12 physician did follow 
up prostate cancer patient ( 15%), 22 of our participants attend course 
in cancer screening in the last 5 years ( 27.5%).

Table 2. Clinical  practice  improvement  needs
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Demographic predictors  Count %

Gender Female 40 50.0%

Male 40 50.0%

Job Title Fm specialist/ 
consultant

16 20.0%

FM resident 34 42.5%

GP 30 37.5%

 Worked in geriatric clinic No 60 75.0%

Yes 20 25.0%
 Attended training course in 

geriatric care in the last 5 years 
No 53 66.3%

Yes 27 33.8%
 Attended training course in cancer 

screening  the last 5 years 
No 58 72.5%

Yes 22 27.5%

Participated in  awareness rising 
events related to prostate cancer 

No 69 86.3%

Yes 11 13.8%
 Follow up  prostate cancer patient No 68 85.0%

Yes 12 15.0%
Range Mean SD

Age (25-59) 33.84 8.279
Years of experience (1-27) 7.31 6.944

Average patient seen daily (3-80) 24.54 15.636

Clinical  practice  improve ment  factors Count  %
Do you think there is a need for decision aid 

brochure for prostate cancer screening?
No 14 17.5%
Yes 66 82.5%

Do you think there is a need for extensive 
courses about Prostate cancer to improve 

your knowledge in this topic ?

No 14 17.5%

Yes 66 82.5%

Do you think there is a need for national 
guideline for prostate cancer screening ?

No 6 7.5%
Yes 74 92.5%



Table 2 shows sixty six respondents need extensive courses about 
prostate cancer screening and management ( 82%), 74 ( 92%) 
physician think there is a need for national guideline for prostate 
cancer screening, 66 ( 82%) physician need decision aid brochure for 
prostate cancer screening.

Table 3. Respondent s  knowledge about prostate cancer screening 
and risk  factors

Table 3 shows physicians knowledge on prostate cancer risk factors 
and screening tests , the mean total knowledge score percentage is 
52.03 +/- 12.4 ( range 26.3-78.9) . Half of the participants 44 (55%) 
know the recommended age to start screening and only 18 participants 
( 22.5%) know the recommended age to stop screening for prostate 
cancer.

Majority of the physicians 70 (87.5%) share the decision about 
prostate cancer screening with their patients , most of them use PSA as 
screening tool, and aware that it has high false positive results .Only 15 
participants ( 18.8) knows that screening will not affect the mortality 
rate signicantly.

Most of the participants know about  prostate cancer diagnostic test, 
and most of them agree about the possible complications and PC 
overdiagnosis after the screening.

Majority of the physicians know that increased age ( over 50 years ) 
stand 1  degree relative with PC are possible risk factors. Most of them 

think that current smoking ,high fat intake , coffee consumptions and 
stBPH are risk factors for PC, only 30 (37.5%) physicians knows that 1  

degree relative with breast cancer increased the risk for PC .

Figure 1 shows physicians perceived practice , only 12.5% of the 
participants frequently offers screening for asymptomatic patient in 
the age group 55-69 , and 48% would  never  offer  screening.

10% of them would counsel every patient about the possible benet 
and harm of screening, while 35% would never counsel before 
screening. 

41% of the physicians would never inform their patient when they 
order PSA for screening, and 45 % would never discuss PC treatment 
in general terms.

Figure 1: Attitudes  toward s  prostate  cancer  screening  and  
counseling.

2.  Association results:
Factors  associated  with  Knowledge  about prostate cancer screening 
and  risk  factors

Table4. Independent Samples T-test for knowledge percentage 
association  with  participant  demographic  predictors.

An independent-sample t-test was conducted to compare participant 
knowledge score percent with participant demographic factors.

There was a signicant difference in the knowledge percent for 
physicians who have worked in geriatric clinic during their practice 
(M=57.11, SD=13.04) compare with those who didn't have previous 
experience (M=50.35, SD=11.88)  p Value= 0.035.

Also there was a signicant difference in the knowledge score percent 
between the physicians who did follow up prostate cancer patient 
during their practice ( M=63.6, SD=13.92) and those who didn't seen 
such patient in their clinic ( M=49.36, SD=11.08) p Value= 0.01 .

Participant who did need extensive courses about prostate cancer have 
lower knowledge score (M=49.36, SD=11.33) compare with those 
who didn't need more curses ( M=64.66, SD=9.56) p value=0.00 .

Table 5. One way ANOVA test for association between participant 
Qualifications  a nd  knowledge  percentage.

A one-way Anova test was conducted to compare the effect of 
participant job on their knowledge score percentage.

FM specialist/consultant have signicantly higher knowledge score 
(M=60.86, SD=10.87) than FM resident and GP p value= 0.005 .
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Physician
 Knowledge 

N % Physician
 Knowledge 

N %

recommended age to start 
screening (55)

44 55.0% Increased age (over 
50 years) (increases 

risk)

68 85.0%

recommended age to stop 
screening (70)

18 22.5% 1st degree relative 
with prostate cancer 

(increases risk)

72 90.0%

Screening done after 
shared decision between 

the patient and the 
physician

70 87.5% Current smoking 
(does not affect risk)

5 6.3%

Recommended screening 
tool for prostate cancer 

(PSA)

63 78.8% High dietary fat 
intake (does not affect 

risk)

19 23.8%

PPV of PSA <30% 
(correct)

13 16.3% 1st degree relative 
with breast cancer 

(increases risk)

30 37.5%

Prostate  cancer
 diagnostic test 
( TRUS biopsy)

55 68.8% BPH 
(does not affect risk)

11 13.8%

PC screening and early 
treatment decrease the 

death signicantly (False)

15 18.8% Coffee consumption 
(does not affect risk)

33 41.3%

Pain , bleeding, fever, 
urinary incontinence, or 

hematospermia after 
TRUS biopsy

( True) 

61 76.3% PSA based prostate 
screening has high 

false positive results 
(True)

49 61.3%

High risk of  depression 
or anxiety after screening 

(True)

58 72.5% Overdiagnosis is 
possible harm of 

PSA-based screening 
program (True)

48 60.0%

Risk to develop urinary 
incontinence , erectile 
dysfunction or fecal 
incontinence after 

therapy (True) 

59 73.8%  

Demographic  Factors  N Mean SD p Value

Gender Female 40 51.97 10.47 0.96
Male 40 52.11 14.29

 Worked in geriatric clinic No 60 50.35 11.88 0.035*
Yes 20 57.11 13.04

Attended  training  course  in 
geriatric care  in  the  last 5 years

No 53 50.55 12.57 0.13

Yes 27 54.97 11.89
Attended training course in 

cancer screening  the last 5 years
No 58 50.73 11.94 0.126

Yes 22 55.50 13.37
Participated in  awareness rising 
events related to prostate cancer 

No 69 51.72 11.84 0.56
Yes 11 54.07 16.32

Follow  up  prostate  cancer
 patient

No 68 50.00 11.08 0.01*

Yes 12 63.60 13.92
Need for extensive courses 

about  Prostate  cancer
No 14 64.66 9.56 0.00*
Yes 66 49.362 11.3359

Need for national prostate 
cancer  screening  guideline

No 6 60.53 13.62 0.08

Yes 74 51.35 12.19
Need for prostate cancer 

screening decision aid brochure
No 14 56.39 11.94 0.15
Yes 66 51.12 12.4469

Job  description N Mean SD p  Value

FM specialist/ consultant 16 60.86 10.87 0.005

FM resident 34 49.85 12.17

GP 30 49.82 11.79



Table 6. Correlation  between  age, experience and number of 
patients with  knowledge  percentage.

A Pearson correlation was computed to assess the relationship between 
the knowledge score and the age , years of experience and average 
number of patient seen daily.

There was signicant positive correlation between the age of 
participant ( p=0.015) and years of experience (p=0.011) with the 
knowledge score percentage , participant with long experience have 
higher knowledge score.

Factors  associated  with  perceived  practice  “Screening”

Table 7. Chi Square test of demographic predictors and physician’s 
perceived practice "Screening".

A Pearson Chi-square test was calculated to compare the frequency of 
multiple demographic factors in physicians who screen asymptomatic 
men for prostate cancer in age group 55-69. Attending training courses 
in cancer screening signicantly affect the decision for screening 
asymptomatic men in age group 55-69 p value= 0.008. Physicians who 
attend training course in cancer screening during the last 5 years are 
less likely to screen (72.7%) compare with those who didn't attend 
training courses (60.3%).

Physicians who need decision aid brochure for prostate cancer 
screening in their clinic (57.6%) reported more screen compare with 
those who didn't need (21.4%) p value = 0.014.

Table 8. Independent sample T-test for association between 
demographic predictors and the physician's perceived practice 
"screening”

An independent-sample t-test was conducted to compare 
participant's mean age, experience, and number of patients seen 
among those who reported screening for any asymptomatic patient 
in the age group 55-69. 

Reported screening of any asymptomatic patient in the age group 55-
69 is found to be signicantly associated with older age physicians, 
those have longer experience and those who see more patients (p- 0.01, 
0.03, and 0.001)

Table 9. Logistic  regression  analysis: 
Factors associated with physician's perceived practice for screening 
patient

Binary Logistic regression analysis was conducted to determine the 
independent effect of the demographic factors on the physicians 
perceived practice “ screening”

Average number of patients seen daily is a signicant factor for 
screening, Increase by one patient seen will result in 7.9% increase in 
practicing prostate cancer screening. OR 1.079 (95% CI 1.008 to 
1.155) p value 0.028

Attending training courses in cancer screening in the last ve years 
was a major predictor for prostate cancer screening, the odds of 
practicing prostate cancer screening is 5 times higher for those who 
did not attend the training course. OR 5.0.54 (95% CI 1.062 to 24.06) 
p value 0.042.

Factors  associated  with  perceived  practice  “counselling”

Table 10. Independent sample T-test for association between 
demographic predictors and their physician's perceived practice 
"counselling”

Reported counselling of patient about the possible benets and harm of 
screening is found to be signicantly associated with older age 
physicians (p-0.024 ).
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 Factors Range Pearson Correlation p Value
Age (25-59) 0.27 0.015

Years  of  experience (1-27) 0.28 0.011
Average  patient  seen  daily (3-80) 0.01 0.96

Demo  graphic  Factors Screening  for  any  
asymp tomatic  

patient  in  the  age  
group  
55-69

p
 Value 

No Yes

N Row N 
%

N Row 
N%

Gender Female 21 52.5% 19 47.5% 0.502
Male 18 45.0% 22 55.0%

Job  title FM 
specialist/ 
consultant

8 50.0% 8 50.0% 0.445

FM resident 19 55.9% 15 44.1%
GP 12 40.0% 18 60.0%

Worked  in  geriatric  
clinic

Yes 13 65.0% 7 35.0% 0.093
No 26 43.3% 34 56.7%

Attended training course 
in cancer screening  the  

last  5 years

Yes 16 72.7% 6 27.3% .008*
No 23 39.7% 35 60.3%

Attended  training course 
in geriatric care in  the  

last  5  years

Yes 16 59.3% 11 40.7% 0.180

No 23 43.4% 30 56.6%

Participated in awareness 
rising events related  to  

prostate  cancer

Yes 5 45.5% 6 54.5% 0.814

No 34 49.3% 35 50.7%

 Follow  up  prostate  
cancer  patient 

Yes 4 33.3% 8 66.7% 0.247

No 35 51.5% 33 48.5%
Need for prostate cancer 
screening decision aid  

brochure

Yes 28 42.4% 38 57.6% .014*

No 11 78.6% 3 21.4%

Need  for national 
prostate cancer 

screening  guideline

Yes 29 43.9% 37 56.1% 0.062
No 10 71.4% 4 28.6%

Need for prostate cancer 
screening decision aid  

brochure

Yes 34 45.9% 40 54.1% 0.078
No 5 83.3% 1 16.7%

Age Yes 41 36.02 9.546 0.014

No 39 31.54 5.999

Years of experience Yes 41 8.93 8.039 0.031
No 39 5.62 5.143

Average number of 
patients seen daily

Yes 41 30.20 15.829 0.001
No 39 18.59 13.178

Screening for any 
asymptomatic patient in 

the age group 55-69

N Mean Std.
 Deviation

p Value 

Factors p
 Value

OR 95%  C.I.  for
 EXP(B)

Lower Upper

Age 0.409 1.15 0.825 1.603

Gender 0.948 0.962 0.300 3.085

Job title 0.198 0.422 0.114 1.570

Experience 0.479 0.862 0.571 1.301

Worked in g  eriatric  clinic 0.605 1.844 0.182 18.707

Average number of patient seen daily 0.028 1.079 1.008 1.155
Attended training course in cancer 
screening  the  last  5 years 

0.042 5.054 1.062 24.060

Attended training course in geriatric  
care  in  the  last  5  years 

0.913 1.087 0.240 4.930

Participated in  awareness rising  
events  related  to  prostate  cancer 

0.833 0.837 0.159 4.394

Follow up  prostate  cancer  patient 0.412 0.440 0.062 3.128

Need for prostate cancer screening 
decision aid  brochure 

0.429 0.518 0.102 2.643

Need for extensive courses about  
Prostate  cancer

0.219 0.330 0.056 1.931

Need for national prostate cancer  
screening  guideline 

0.429 0.337 0.023 5.009

Counsel every patient about the 
possible  benefit  and  harm of 

N Mean Std. 
Deviation

p
 Valu

Age ? Yes 52 35.19 9.081 0.024

No 28 31.32 5.888

How long have you been in 
practice ?

Yes 52 8.15 7.676 0.098

No 28 5.75 5.089
How many patient do you see each  

day  in  average ?
Yes 52 26.10 16.501 0.227

No 28 21.64 13.698



DISCUSSION
Physician's knowledge of prostate cancer screening and risk 
factors.
Knowledge is an important factor in practice, physicians' practice is 
inuenced by their own knowledge and believes about the benets of 
screening.

In practice, guidelines are often not followed; one major cause is 
physicians' lack of knowledge about the recommendations. (24)In this 
study Physician knowledge and awareness about prostate cancer 
screening was inadequate for proper counseling and screening.

The USPSTF recommended screening for men aged 55-69 years, but 
against screening men over 70 years old”. 

Among surveyed physicians in this study who offer to screen, more 
than half of them know the recommended age to start screening (55%), 
and less than quarter (22.5%) of the respondent physicians know 
recommended age to stop screening. Signicant proportion of the 
respondent physicians  are offering screening outside the 
recommended age (42.5%) , 12.5% and 30% would test men younger 
than 55 years and older than 69 years, respectively. This result is better 
than Drummond et al study in Ireland 2009 where two thirds of GPs 
(65%) would test asymptomatic men outside the recommended age 
ranges; 34% and 51% would test men younger than 50 years and older 
than 75 years, respectively(20). Previous study done by Christopher B. 
Allard et al in Canada 2012 showed that more than 42 % of the 
physicians continue to screen beyond the age of 70. (21) Screening 
outside the recommended age group might lead to overdiagnosis of PC 
and an increase in potential screening complications.

The majority (78.8%) of the respondent physicians chose PSA as 
screening tool. This is similar to Drummond F study where more than 
three-quarters of respondents (79%) reported that they would usually 
use PSA to test asymptomatic men for prostate cancer (20), and slightly 
lower than Christopher B. Allard et a study where (88.1%) of the 
physicians would chose PSA for screening ( 80.97% for DRE and PSA, 
and 7.15% for PSA only) (21).

There is high number of physicians are not aware about the predictivity 
of PSA as screening tool. About two thirds (61.3%) agree that PSA 
based prostate screening has high false-positive results. This results is 
higher than Study done in United States where more than one third 
(39%) of the physicians know that serum PSA possesses a high 
sensitivity and a low specicity in detecting prostate cancer (25). 
Unaware physicians might screen excessively which leads to high 
false-positive PSA results and an increase in referred cases and 
overdiagnosis.

A majority of the respondents correctly answered the rst-degree 
relative with a history of prostate cancer (85%) and increased age over 
50 years (90%) as risk factors for prostate cancer. However, only 
(37.5%) of the respondents were aware of the family history of breast 
cancer in a rst-degree relative as a risk factor for prostate cancer. 
These ndings are slightly better than the previous study carried out in 
Malaysia where more than one third of the GPs (31.1%) were aware of 
a family history of breast cancer in a rst-degree relative as a risk factor 
(23). Where in Ireland only 18% are aware of it (20). This could be due 
to the perception that prostate cancer is a male disease and hence 
doctors may not link it to breast cancer. (23)

Experience showed to be a signicant factor in increasing knowledge 
about prostate cancer, a participant with long experience have higher 
knowledge score (p=0.011). Family medicine specialist/consultant 
have signicantly higher knowledge score than Family medicine 
resident or general practitioner (p value= 0.005) which is expected.

This result is similar to Bell et al study, knowledge scale scores were 
higher, on average, among participants who were board-certied 
Family physicians (7.8 vs 5.0, P=.002), and who were within 20 years 
of medical school graduation (8.1 vs 6.6, P=.008).(26)

Physicians who worked in the geriatric clinic have a higher knowledge 
score percentage than those who didn't (p Value= 0.035) also 
physicians who follow prostate cancer patients during their practice 
have signicantly higher knowledge score percentage than those who 
didn't (p Value= 0.01).

Physician's  practice of prostate cancer screening and counseling
More than half of the participants physicians (52%) frequently offers 
to screen for asymptomatic patient in the age group 55-69. This low 
rate of screening is similar to the study carried out in Malaysia where 
49.5% of the surveyed GP screened asymptomatic men for prostate 
cancer (23). Low screening rate probably due to lake of knowledge or 
the fact that national guideline is not available in both countries. A 
study done in Canada showed that 87% of the GPs would screen 
asymptomatic men for prostate cancer (27). This high number due to 
availability of local guidelines which recommended GPs to offer 
prostate cancer screening after discussing the risks and benets with 
the patients.

In this study reported screening of an asymptomatic patient in the age 
group 55-69 is found to be signicantly associated with older age 
physicians, those have longer experience and those who see more 
patients (p- 0.01, 0.03, and 0.001) this is similar ndings to Drummond 
et al study which showed that  GP older than 50 years, or in practice 
more than ten years were signicantly more likely to usually test 
asymptomatic men (p- 0.002, and 0.001) (20). In Tun Firzara and Chirk 
Jenn study, the factors associated with the propensity of GPs to screen 
asymptomatic men for prostate cancer were physicians old age group 
(p=0.02) and longer duration of practice (p=0.03).(23)

Any survival benet from prostate cancer screening must be weighed 
against the potential harms, including anxiety, complications from a 
prostate biopsy and treatment morbidity (28). Of the surveyed 
physicians, only 10% would counsel every patient about the potential 
benet and harm of screening, while 35% would never counsel before 
the screening. Also in this study 32.5% of physicians would not 
routinely discuss the implications of an abnormal PSA test and 45 % 
would never discuss PC treatment in general terms, this is similar to the 
study done in Malaysia where 39% of GPs would not routinely discuss 
the implications of an abnormal PSA test and treatments of prostate 
cancer before PSA testing. The reasons for physicians not disclosing 
and discussing the pros and cons of prostate cancer screening with men 
could be due to the lack of knowledge or communication skills. (29)

41% of the physicians would never inform their patient when they 
order PSA for screening, while in Malaysia up to a quarter of GPs 
would not routinely disclose to their patient that his PSA was being 
checked(23); in contrast, only 10% of the GPs from Ireland would do 
so (20).

By using binary Logistic regression analysis, the average number of 
patients seen daily is a signicant factor for screening, Increase by one 
patient seen will result in a 7.9% increase in practicing prostate cancer 
screening. OR 1.079 ( 95% CI 1.008 to 1.155) p-value 0.028. Possible 
explanation would be that the chance of seeing patient who required 
screening is increasing with an increase in patient number.

Physicians who Attend training courses in the last ve years was a 
major predictor for prostate cancer screening, The odds of practicing 
prostate cancer screening is 5 times higher for those who did not attend 
the training course. OR 5.0.54 ( 95% CI 1.062 to 24.06)  p-value 0.042. 
Attending training courses in cancer screening increase physicians 
awareness about the screening tools, indications and the potential 
benets or harm from screening which might decrease the rate of 
screening or overdiagnosis. 

CONCLUSION 
Our ndings suggest that PHC physicians should be aware about the 
recent recommendations. The need for national PC screening 
guideline is essential. PHC physicians should attend cancer screening 
course or have post graduate qualications to be aware about the recent 
recommendations. Also, they should work in geriatric clinic or urology 
clinic during their undergraduate or postgraduate training to increase 
their knowledge
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