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Background: Clinical guidelines for using the prostate-spe-
cific antigen (PSA) test as a population-based tool vary. This
study qualitatively explores the prostate cancer screening
practices of African-American primary care physicians.
Methods: Eight telephone focus groups were conducted
with 41 African-American primary care physicians from 22
states. Data were coded on five major topic areas relative
to provider screening practices: use of serum PSA and digi-
tal rectal examination (DRE), counseling routine, factors
influencing screening practices, familiarity with clinical
guidelines, and use of educational materials
Results: Almost all (95%) of the physicians routinely recom-
mended and offered prostate cancer screening to their
patients, which was universally defined as consisting of both
a PSA test and DRE. Most physicians reported offering the
PSA test to asymptomatic, non-African-American men
beginning around age 50, but African-American men or
men with a family history of prostate cancer were offered
the PSA test 5-10 years earlier.
Conclusions: The observed practice patterns for prostate
cancer screening among African-American primary care
physicians do not evenly reflect both sides of the PSA
screening controversy. For most physicians, concerns about
prostate cancer in their patients outweighed concerns
about the potential limitations of screening and the unto-
ward side effects of treatment. These physicians adopted a
more proactive approach toward use of the PSA test in
asymptomatic men irrespective of their race or ethnicity.
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INTRODUCTION
In the United States, prostate cancer is a significant

cause of mortality and morbidity. It is the most com-
monly diagnosed noncutaneous cancer, and only lung

cancer causes more cancer-related deaths among men.' In
2006, >234,000 new cases will be diagnosed, and >27,000
deaths are expected.2 It is well established that men of sub-
Saharan African descent endure a high burden of prostate
cancer.3-5 In the United States, the incidence of prostate
cancer is 60% higher among African Americans than in
whites.' In addition, the mortality rate for African-Ameri-
can men is more than twice the rate for white men.'

Although prostate cancer can be detected early by a
prostate-specific antigen (PSA) test alone or in combi-
nation with a digital rectal examination (DRE), uncer-
tainty persists about the ability of screening to reduce
mortality and morbidity from prostate cancer.6 Current
clinical guidelines for prostate cancer screening vary
considerably among professional organizations, but
most encourage physicians to discuss the benefits and
potential limitations of PSA testing with their patients
before offering them the test.7'8

Primary care physicians play an important role in pro-
viding standard cancer prevention and screening services
to patients in the communities they serve. African-Ameri-
can primary care physicians are more likely than other
physicians to care for minority, poor and underserved
patients9 (who are likely to be underscreened), and yet lit-
tle has been reported on their patterns of screening or
counseling relative to prostate cancer.

This study qualitatively explores the screening and
counseling practices ofAfrican-American primary care
physicians and the reasons for such practices. Specifi-
cally, we examined factors influencing their practices,
their familiarity with and adoption of clinical guidelines
for prostate cancer screening and their use of education-
al materials to supplement their practices. An earlier
study exploring PSA test use among primarily white
physicians identified two distinct screening profiles:
routine screeners (physicians who recommended regu-
lar PSA screening to asymptomatic men with no known
risk factors and 2-10-year life expectancy beginning
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around age 50) and nonroutine screeners (physicians
who generally discussed the implications of screening
with men before offering the PSA test but gave no rec-
ommendations whether to screen).'0 We sought to deter-
mine whether similar patterns were present in a sample
ofAfrican-American physicians.

METHODS
Between August and September 2003, eight tele-

phone focus groups were conducted with 41 African-
American primary care physicians who practiced in 22
states. The groups consisted of 3-6 participants, and
sessions lasted an average of 1 hour. A professional

Table 1. Characteristics of physicians who participated in the focus groups

Characteristic Total (n=41)
N %

Primary Care Specialist
Family physician 18 43.9
General practitioner 3 7.3
General internist 19 46.3
Other 1 2.5

Average Number of Hours in Direct Patient Care
20-29 3 7.3
30-39 8 19.5
40-49 16 39.0
>49 14 34.2

Practice Setting
Solo practice 18 43.9
Single-specialty group practice 7 17.1
Multispecialty group practice 10 24.4
Staff model HMO 2 4.9
Other model HMO 0 0.0
Mixed model practice 1 2.4
Other 2 4.9
Unknown 1 2.4

Conduct Health Maintenance Exams
Yes 41 100.0
No 0 0.0

Follow Formal Prostate Cancer Screening Guidelines
Yes 23 56.1
No 18 43.9

Proportion (%) of Patients, Male
21-30 11 26.8
31-40 24 58.6
>40 6 14.6

Proportion (%) of Male Patients Aged 40-70 Years
20-30 7 17.1
31-40 11 26.8
41-50 9 22.0
>50 14 34.1

Proportion (%) of Male Patients Aged 40-70 Years Considered Black or African-American
<10 2 4.9
10-25 8 19.5
26-50 10 24.4
51-75 4 9.8
>75 17 41.4

Physician Gender
Male 23 56.1
Female 18 43.9

Physician Age (Years)
25-34 6 14.6
35-44 13 31.7
45-54 12 29.3
55-64 3 7.3
>64 5 12.2
Unknown 2 4.9

1638 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 98, NO. 10, OCTOBER 2006



PROSTATE CANCER SCREENING PRACTICES

moderator facilitated all the discussions. Telephone
focus group methodology was chosen to facilitate the
assembly of physicians from diverse geographic loca-
tions, foster the anonymity of its participants and
enhance the participation of professionals with excep-
tionally demanding schedules.

Participants
All of the participating physicians met the following

criteria: specialized in general practice, family practice or
internal medicine; practiced medicine full- or part-time in
the United States; and served a patient population that
included African-American men aged >40. Participants
were selected from a random sample ofphysicians drawn
from the National Medical Association (NMA) member
list. The NMA is a professional organization of licensed
physicians whose principal mission is to "promote(s) the
collective interests of physicians and patients ofAfrican
descent." For more details on the process of selecting the
sample, the reader is referred to the companion article on
methods in this journal."

Study Protocol
The moderator followed a semistructured discussion

guide that explored five major topic areas relative to
provider prostate cancer screening practices: current use of
PSA and DRE, counseling routine, factors most influencing
screening practices, familiarity with relevant clinical guide-
lines, and use of educational materials or informational
tools. The moderator asked all participants to describe the
racial/ethnic composition of their practices, their screening
protocol for high-risk patients and the influence ofpromo-
tional activities (i.e., health fairs) in their respective commu-
nities on their screening practices. Additional themes were
assessed through free-flowing discussion in which the mod-
erator frequently summarized commentary and probed for
alternative points of view. To protect anonymity, partici-
pants were encouraged to use only their first names. The
sessions were scheduled and tape-recorded by a commer-
cial telephone-conferencing service.

Coding and Analysis
Tapes of the sessions were transcribed and summa-

rized by the research team to identify important themes
and concepts that emerged from the focus group discus-
sions. Subsequently, three members of the team
reviewed the transcripts, sorted the data and established
coding categories based on the five research topic areas.
The reviewers then met to compare the codes and
resolve any discrepancies in coding. Next, members of
the research team organized the coding categories into a
code book. The code book was pilot tested and revised
by the team based on the utility and relevance of its
codes. Based on the finalized code book, two coders
independently analyzed each of the focus group discus-
sions. Pair agreement reached 82% overall across all

focus groups, respectively. When the primary coders
disagreed, the third coder was consulted and a consen-
sus reached. All coding data were entered and analyzed
using QSR N6® (QSR International Pty LTD, Victoria,
Australia), a software program for qualitative analyses.

The code book was organized around the following
five topics explored by the moderator: current PSA and
DRE screening practices, counseling routine, factors
influencing PSA screening practices, familiarity with
clinical guidelines, and use of educational materials in
practice.

Current PSA test and DRE screening practices.
All elements of practices related to prostate cancer
screening were abstracted, including specific recom-
mendations made by the clinician, age range for which
screening was offered, reasons not to screen, frequency
of screening, procedures for following up abnormal test
results and opportunities to offer screening.

Counseling routine. The following elements related
to provider counseling procedures were explored: man-
ner in which the topic of prostate cancer screening was
introduced to the patient, time-frame counseling was
offered to patient (in context of the visit), and the types
of conversations physicians have with patients regarding
prostate cancer screening.

Factors influencing practices. Nine determinants
of screening were revealed: physician experience,
patients' expectations, scientific evidence, perceived
community standards of care, clinical guidelines, prac-
tice values, concerns about malpractice liability, prac-
tice mandates or protocols, and cost considerations.
Determinants were rated as being major ifmentioned by
5-8 groups, moderate if mentioned by 2-4 groups, or
minor ifmentioned by only one group.

Familiarity with clinical guidelines. Comments
related to the differences in existing screening guide-
lines were coded as demonstrating or not demonstrating
awareness of the lack of consensus in those recommen-
dations. In addition, the accuracy of participants'
descriptions of the guidelines was assessed.

Use of educational materials. Comments related to
the types of educational materials used or desired when
discussing prostate cancer screening with patients were
coded. Other related items addressed were content,
source or format ofthe materials.

RESULTS
Characteristics of Participants

There were 41 participants-23 men and 18 women
(Table 1). Focus groups ranged from 3-6 physicians,
with an average of five. Of physicians whose age was
known, essentially half (19/39) were in the 25-44 -year
age range. The majority ofparticipating physicians were
either general internists (46%) or family practitioners
(44%). Almost three-fourths of the physicians spent 24O
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hours in direct patient care per week. Twenty-one (51%)
of the respondents indicated that their patient popula-
tion was predominantly African-American, while a
greater part of the remainder described their practice as
racially mixed. African Americans aged 40-70 years
comprised more than half of the male patient population
in a slight majority of the physician practices. More than
half (23/41) of the physicians practiced in the south, and
just four (10%) practiced in the west.

Current PSA Screening Practices
Almost all (39/41) of the physicians routinely recom-

mended and offered the PSA test to their patients.
Although specific screening criteria varied, the physi-
cians regularly recommended the PSA test to their
patients after they reached a particular age. A majority
(78%) of the physicians began to recommend the test to
their African-American patients at age 40, but a notewor-
thy percentage (12%) began to recommend it to these
patients at age 35 if there was a family history of prostate
cancer. One physician even routinely recommended the
PSA test to his African-American patients beginning at
age 30. Even so, the physicians typically recommended
the PSA test to African-American men 5-10 years earlier
than men ofother racial or ethnic groups.

For men who were not African-American, the major-
ity (51%) of respondents began to recommend and offer
the PSA test to these men at age 50. However, the
remainder (49%) of physicians recommended screening
this group before age 50, even as early as age 40. Sever-
al of the physicians who adopted this pattern of screen-
ing younger, non-African-American men were in prac-
tices consisting mostly ofAfrican-American patients.

With regard to when screening should no longer be
offered, recommendations were not as clear. Only three
respondents said they would stop screening at a prede-
termined age (i.e., 75 years). Most did not select an
absolute cutoff; instead, they said they would assess the
overall health status of the patient before deciding
whether to screen. Almost one-half of the physicians
acknowledged that they would not screen a patient who
was in a nursing home, frail or in poor health.

Most respondents who recommended the PSA test
said they try to do a PSA test on their patients annually,
regardless of race or ethnicity. In all but two focus
groups, physicians agreed that they attempted to maxi-
mize screening opportunities by offering screening at
annual health maintenance examinations and during ini-
tial, follow-up and acute care visits. This opportunistic-
type of screening was an important issue for several
physicians.

Current DRE Practices
Physicians in all of the focus groups considered the

DRE an important component of evaluating the prostate
gland. Screening for prostate cancer was defined clearly

as including both the PSA test and the DRE. Although
several physicians expressed concern about the accura-
cy or validity of the DRE, most continued to use it in
combination with the PSA test or as a substitute for the
PSA test. When DRE was used as a substitute, physi-
cians typically used it to assess the prostate gland in
patients who fell outside the "standard" age parameters
for screening (i.e., they were <40 or >70 years old).

Counseling Routine
Most physicians (85%) reported discussing screen-

ing for prostate cancer with their age-appropriate
patients before offering the tests. The issues most often
discussed included: 1) the intended purpose and diag-
nostic accuracy of the PSA test, 2) the importance of
screening in relation to patient's risk profile, and 3) the
potential costs to the patient if the PSA test is not cov-
ered by his insurance. Typically, the approach was
directed towards explaining the reasons the patient
should have the PSA test. Only a few physicians report-
ed discussing the pros and cons of screening, and
expressly involving their patients in the decision to be
screened.

Discussions about screening were most often initiat-
ed by the physicians, but several noted an increasing
trend for patients to inquire about the PSA test. Physi-
cian-initiated discussions were more likely to occur dur-
ing the review of systems of the health history. Some
physicians believed it important to introduce the topic
of screening for prostate cancer to their younger patients
to begin to prepare them for the associated procedures,
especially the DRE.

Among 15% of physicians, there was little or no dis-
cussion with patients about the PSA test before ordering
it. In most instances, the PSA test was ordered as part ofa
routine blood work-up. These physicians generally
reported waiting until after receiving results before hav-
ing any type of discussion. One participant stated, "Given
the kind of time constraints we have these days, I don't
invite that conversation. I generally tell them, 'Let's get
the PSA and hopefully it'll be normal. If it isn't then we
have to have a more prolonged conversation."'

Many physicians said that patients were willing to be
screened for prostate cancer and that refusal of the pro-
cedure was not a problem in their practice. Patients will-
ing to be screened were characterized as well informed,
inquisitive and health conscious. In addition, the physi-
cians believed that messages about prostate cancer pro-
vided through media sources have educated patients and
thereby influenced their requests or expectations to be
screened.

Reasons for Screening Practices
Physicians reported a variety of factors that influ-

enced their screening practices. Major factors included
scientific evidence, clinical guidelines, patient requests,
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and experience (both professional and personal). Moder-
ate factors were cost considerations, practice values,
practice protocols and perceived community standards of
care. Concerns about malpractice liability were rated as a
minor factor. We provided additional information below
on the four factors categorized as major influences.

Scientific evidence. Thirty-one physicians (76%)
listed scientific evidence as an influence on their
screening practices. The issues on which they were
influenced by such evidence included the high preva-
lence and mortality of prostate cancer among African
Americans, the merits (earlier detection) and limitations
(high false-positive rate) of the PSA test, and best treat-
ment options following abnormal results. Some physi-
cians also cited the current lack of scientific evidence
specific to African Americans as an influence. Physi-
cians expressed interest seeing more studies addressing
the biologic aggressiveness of disease in African Ameri-
cans, the utility of using race-specific PSA levels and
the health-related quality of life outcomes in African
Americans following various treatment options.

Patient requests. Requests to be screened constitut-
ed the most important patient-specific influence on
screening. Factors cited to contribute to men's increased
demand for screening included their heightened aware-
ness of prostate cancer through community outreach
activities and media exposure, more active involvement
in health care decision making, and pressures from
spouses or other family members to take the tests. Less
commonly mentioned were patient refusals ofDRE, and
patients perceptions that screening would be of little
benefit to them..

Experience. Sixteen physicians across five focus
groups discussed the influence of their professional or
personal experience. Residency training, clinical experi-
ences, involvement in research on prostate cancer, and
personal experience with the disease-either through
the diagnoses of family members or friends-were
described as influential.

Familiarity with clinical guidelines. Although the
physicians said they were familiar with the recommenda-
tions of various professional organizations, most did not
cite language specific to the guidelines. The guidelines
most often cited were those issued by the American Can-
cer Society, the American Urological Association and the
U.S. Preventive Services Task Force. Other guidelines
that were referenced included those from the American
Academy of Family Physicians, American College of
Physicians and the American Geriatric Society.

Twenty-three (56%) physicians specified that clini-
cal guidelines affected their screening practices;s how-
ever, they did not provide reasoning for selecting partic-
ular guidelines. Only five physicians stated that the
guidelines did not influence their practice patterns.

Opinions regarding the guidelines varied. Descriptive
terms used included confuising, vague, conflicting and

too conservative. Many physicians were aware of the lack
of consensus among professional organizations on guide-
lines for PSA screening. Some physicians described how
this lack of consensus affected their screening practices.
Most of these physicians explained that their practices
were determined by looking at the guidelines and apply-
ing them to their practice based on factors such as clinical
experience, common sense and patient attributes (age,
race/ethnicity, health status, existing comorbidities),
since the guidelines do not agree.

Use of Educational Materials
Although brochures, pamphlets and anatomical

models were reportedly used by some physicians, most
of the physicians did not use any educational materials.
However, the majority of physicians expressed interest
in having print materials in their offices to help explain
prostate cancer and the PSA test. Physicians were par-
ticularly interested in materials for low-literacy popula-
tions (written in multiple languages) and from credible
sources such as government agencies. They were also
interested in providing communities, especially African-
American communities, with support materials such as
videos and print materials for community outreach
activities (i.e., health fairs).

For those who were not interested in using materials,
reasons offered included the preference to dialogue with
their patients about prostate cancer, the dissatisfaction
with the quality of materials examined or the perception
that the viewpoints expressed were imbalanced.

CONCLUSION AND
RECOMMENDATION

African-American physicians participating in the
focus groups were highly supportive of screening and
provided screening with both DRE and PSA to almost
all men in their practices annually. For asymptomatic
non-African-American men with no known risk factors,
screening is most often initiated at age 50. For African-
American men, however, screening tends to start 5-10
years earlier. These practices appear to be driven by con-
cerns about the higher risk for prostate cancer mortality
among African-American men. Of particular interest,
however, was our finding that a large percentage of
physicians also screen their non-African-American
patients before age 50. Those physicians were more
likely to screen all men at younger ages. This could be a
consequence of the high proportion of African Ameri-
cans in their practice population. Our findings also sug-
gest that some physicians opportunistically screen men
whom they consider to have a low likelihood ofreturn to
take advantage of any interface the men may have with
the healthcare system.

African-American primary physicians generally dis-
cuss screening with patients before recommending that
it be performed; however, in most instances, the coun-
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seling practices do not conform to the model of shared
decision-making recommended by some prostate cancer
screening guidelines.'2 It seems to be common practice
to describe the importance of the PSA test and then
make firm recommendations in favor of taking it, leav-
ing little opportunity for the patient to refuse.

Our study indicates that scientific evidence, guide-
lines, patient expectations and experience most influ-
ence decisions to screen men for prostate cancer. This
finding is comparable to the practice patterns of routine
screeners in the prior focus group (mostly white physi-
cians) in that experience and patient demand were the
major factors driving screening patterns. This character-
ization notwithstanding, African-American primary
care physicians appear to be similar to nonroutine
screeners in the previous study in that scientific evi-
dence was found to be a major factor influencing prac-
tice patterns.'0 Interestingly, there appear to be different
forces driving this factor among the participants of the
two studies. In the previous study, the lack of conclusive
evidence supporting the benefits of PSA was the most
frequently cited type of scientific evidence motivating
screening patterns. In this study, however, the physi-
cians appear to be largely aware of the controversy sur-
rounding the PSA test, but their concerns about prostate
cancer in their African-American patients seem to out-
weigh concerns that the PSA test may have limitations.
In addition, many physicians expressed their concerns
about the lack of scientific evidence on screening and
treatment outcomes specific to African Americans (i.e.,
age-specific PSA levels, quality of life), and they see a
need for such evidence to support the establishment of
screening and treatment guidelines for African Ameri-
cans. Finally, as a less pressing point, it appears that the
screening practices of our participants are being influ-
enced by the consequences of community outreach pro-
grams and activities, something that did not emerge as a
factor in the previous study.'0

Our physicians do not use a wide range of education-
al materials but indicate they are supportive of provid-
ing such materials to patients, if they are available and
accessible. Materials targeting low-literacy populations
and persons who speak languages other than English are
considered priority. Printed materials are the preferred
format. Optimal materials are described as concise, easy
to read and adept at explaining the importance of the
PSA test and DRE.

Based on the results ofthis study, we identify the fol-
lowing next steps and priorities for research:

1. conduct a survey with a large sample ofAfrican-
American primary care physicians to generate
more generalizable data since the findings from
this study may not be representative of African-
American primary care physicians nationally;

2. expand the scientific evidence on the efficacy of

screening and treatment relative to age and race,
and elicit feedback from physicians on how
guidelines for prostate cancer should be used to
conduct screening and treatment ofAfrican-
American patients;

3. increase the presence of educational materials for
physicians and their patients in clinical practices
and communities by targeting African-American
physician practices and dispersing information
about available resources of educational materials
on prostate cancer for men and their families in
this setting. African-American physicians may
serve as a practical vehicle in which to reach
African-American patients both because of the
higher presence of these patients in their practices
and the interest these.physicians have in this topic.
Our study indicates that African-American
physicians do not currently use a wide range of
materials but would be supportive of providing
such materials to patients if they were available.
There are particular needs for low literacy,
multilingual materials from a credible source that
would explain prostate cancer screening to
patients; and

4. promote better provider-patient communication
about the pros and cons of prostate cancer screening
by providing African-American physicians with
information on the current recommendations on
prostate cancer screening for populations that mirror
their own. Providing such information in a format
that can be shared with patients can also help to
promote shared decision-making among patients. For
example, the Centers for Disease Control and
Prevention's (CDC's) Screeningfor Prostate Cancer:
Sharing the Decision (www.cdc.gov/cancer/prostate/
screening/index.htm) targets physicians and was
developed to help them explain to patients more
effectively prostate cancer and screening. In this way,
the CDC can assist in ensuring that all men are given
adequate information regarding the risks and benefits
of screening.
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