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Abstract 
Background: Prostate cancer is a common disease in men over 50 years. On-
ly early detection by screening can guarantee a favourable outcome. Objec-
tive: The objective of the study is to report on the practice of prostate cancer 
screening by general practitioners in Lomé. Material and Method: This was 
a practice survey. A questionnaire administered to general practitioners al-
lowed to examine the following parameters: the practitioner’s years of prac-
tice, the screening criteria, the screening tools and the factors motivating the 
request for urological advice. The data were analysed using the software Epi 
info 7.1.5. The P value was considered significant below 0.05. Results: One 
hundred and eighty (180) physicians average-aged 29 were administered 
among whom one hundred and fifty-seven (157) males and twenty-three (23) 
females. The average duration of the medical practice was 35.2 months (6 
months - 204 months). The screening criteria were age (47.2%), family history 
of cancer (17.8%), and age over 50 years associated with symptoms of the low 
urinary tract (35%). The practitioner’s experience did not affect these criteria 
(p = 0.12). The screening tools were the digital rectal examination (DRE) as-
sociated with prostate specific antigen (PSA) assay (20.5%), PSA alone 
(29.5%), DRE alone (6.6%), suprapubic ultrasound (32.3%) and endorectal 
ultrasound (11.1%). The choice of the screening tool was related to the practi-
tioner’s experience (p = 0.03). The determining factor for a urological con-
sultation was a high PSA (>4 ng/ml) independent of the DRE. Conclusion: 
Prostate cancer screening is largely done by general practitioners in Lomé. 
However, the use of some criteria and tools for the screening is not optimal. 
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1. Introduction 

Prostate cancer is a major concern due to its frequency (most common urologi-
cal cancer, second most common cancer in men) and mortality (sixth cause of 
cancer death in men) [1] [2]. Although prostate cancer is a global public health 
issue, its mass screening is controversial. This is still so despite the fact that stu-
dies have reported a gain in overall survival (European Randomized Study of 
Screening for Prostate Cancer (ERSPC)) [3]. The risk of overdiagnosis and over-
treatment has been a reality since the advent of PSA and its wide use [4] [5]. In 
Africa, the diagnosis is often done with a predominance of metastatic forms at 
diagnosis (from the outset metastatic) and very high mortality [6]. According to 
GLOBOCAN, the incidence of prostate cancer will increase significantly in 
Africa in the coming decades; the greatest impact will be recorded by 2040 in 
Africa, followed by Latin America and the Caribbean and Asia [7]. Unlike de-
veloped countries where the problem of overdiagnosis and overtreatment arises, 
prostate cancer is characterized in Africa by a delay in diagnosis. In Togo, 85% 
of patients with prostate cancer are diagnosed at the metastasis stage where the-
rapeutic options are limited with high mortality [8]. Therefore, early detection 
represents a solution in the fight against prostate cancer mortality by allowing 
diagnosis at a stage accessible to curative treatment. Prostate cancer screening by 
general practitioners is an essential element in the screening activity because 
they are the ones who see the most patients often in the asymptomatic stage. 
This study was carried out to report on the practice of prostate cancer screening 
by general practitioners in Lomé in order to assess the screening activity of these 
practitioners. 

2. Materials and Methods 
2.1. Type of Study 

This is a cross-sectional descriptive study based on a practice survey carried out 
in Lomé. The study length was three months (from April to June 2020), and the 
site was health centers of Lomé. We administered anonymous questionnaire to 
general practitioners. 

2.2. Sampling 

General practitioners who gave their consent and where regularly registered with 
the national order of doctors of Togo were enrolled. The minimum representa-
tive sample size (n) was calculated on the basis of the following formula  

( )2 21n z p p m= × − . 

z = 1.65: value corresponding to 90% confidence level; 
p: Estimated proportion of study population who screen for prostate cancer = 

0.5; 
m: desired degree of accuracy = 0.07; 
n = (1.65)2 × 0.5(1 − 0.5)/(0.07)2 = 138.9. 
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The minimum representative sample size n = 139 practitioners. 
All the physicians who filled the questionnaire were taken into consideration 

for the study. The questionnaire consisted of three main parts. The first part eli-
cited the socio-demographic data and the number of years of medical practice. 
The second part was devoted to screening criteria and the tools used. The third 
part focused on the risk of cancer interpretation and the request or not for a 
urological consultation. 

To check the reliability of the questionnaire, it has been tested on a small 
sample of ten practitioners. Following this test, improvements were made mak-
ing it possible to develop the final questionnaire.  

2.3. Statistical Analysis 

The data analysis was carried out by the software Epi info 7.1.5. We used per-
centages for qualitative and median variables with their standard deviations for 
quantitative variables. The statistical tests used were Pearson Chi-square test for 
qualitative variables and Student test for quantitative variables. The significance 
threshold was 0.05. 

3. Results 

One hundred and eighty (180) physicians took part in the study (the total num-
ber of physicians is 215) for a participation rate of 83.7%. 157 representing 
87.2% were male and the average age of all respondents was 29. The medical 
practice average length was 35.2 months with extremes of 6 months and 204 
months. The characteristics of the respondents are summarized in Table 1. 
 
Table 1. Sociodemographic characteristics of practitioners. 

 Value 
Age (Years)  

1) Average 29 

2) Extremes 27 - 52 
Sex  
1) Male 157/180 
2) Female 23/180 
Medical practice length (months)  
1) Average 35.2 
2) Extremes 6 - 204 
3) ≤ 60 months 58/180 
4) > 60 ≤ 120 months 32/180 
5) > 120 months ≤ 180 months 49/180 
6) > 180 months 41/180 
Lesson on prostate cancer over last 60 months  
Yes 45/180 
No 135/180 
Total 180 
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The screening criteria for prostate cancer used were age only (age over 50 
years) by 47.2% of physicians, family history of cancer by 17.8% and urinary 
symptomatology (symptoms of the lower urinary tract) associated with age (age 
over 50 years) by 35%. The respondents unanimously considered an age of less 
than 50 as a criterion for exclusion from prostate cancer screening. The practi-
tioner’s experience did not influence the screening criteria (p = 0.12), as well as 
the sex (p = 0.35). The screening tools were digital rectal examination (DRE), 
prostate specific antigen (PSA) assay, suprapubic ultrasound and endorectal ul-
trasound as shown in Figure 1. 

The choice of the screening tool was significantly related to the practitioner’s 
experience (p = 0.03), with DRE-PSA being more used by practitioners over 10 
years of experience in the profession, while the pubic ultrasound was the pre-
ferred exam by practitioners under 10 years of practice. The majority of partici-
pants (83.8%) considered abnormal PSA and ultrasound abnormalities of the 
prostate to be the main findings for suspecting cancer. But the main criterion 
(76.6%) that motivated the referral of the patient to the urologist was a PSA rate 
of at least 4 ng/ml regardless of the result of DRE and prostatic ultrasound. 

4. Discussion 

According to the study, prostate cancer screening is a major concern of general 
practitioners in Lomé although there is a large disparity in the choice of criteria 
and modalities for screening. The criteria for the screening are well identified. 
These include risk factors; the most important of which are age, family history of 
prostate cancer, genetic susceptibilities and environmental factors such as diet 
[9]. Age and genitourinary disorders have been identified as the primary  
 

 
Figure 1. Distribution of prostate cancer screening tools used by practitioners. DRE = 
digital rectal examination; PSA = prostate specific antigen. 
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screening criteria by practitioners and this is not consistent with current rec-
ommendations [10]. Systematic research on patients aged 50 or more needs to 
be considered and addressed in our region characterized by a high rate of delay 
in diagnosis and a weak screening policy. Family history of prostate cancer was 
only considered a risk factor by 48 physicians (26.6% of the respondents). This 
constitutes a major concern given the important role played by this factor in the 
early onset of prostate cancer. In addition to their early onset, family cancer ap-
pears to be more aggressive compared to sporadic forms [11] and thus reinforc-
ing the beneficial role that systematic early cancer screening could play in Africa. 
However, recent studies on large series have questioned these conclusions [12]. 

Individual screening based on risk assessment for each patient reduces the risk 
of overdiagnosis without negating it, but active treatment is reserved only for 
patients in whom cancer is considered significant and the treatment is beneficial 
[13] [14]. Among the risk factors for prostate cancer, patients older than 45 
years with a family history of prostate cancer and African descent are important 
factors supporting a massive prostate cancer screening in Africa since the risk of 
diagnosis at an advanced stage is more important in Africa [15] [16] [17]. The 
practice of prostate cancer screening is not yet up to date in general practitioner 
medicine. This practice, even though improves with professional experience, 
does not meet the recommendations of urologists. 

The DRE used alone as a screening tool has low sensitivity and specificity and 
is therefore not recommended for the elimination of prostate cancer [18]. Al-
though most cancers are located at the peripheral prostate, making it possible 
to detect a nodule from 0.2 ml in volume, only 18% of cancers are detected by 
DRE alone, regardless of the PSA value [19]. Since the advent of PSA and its use 
as a front-line screening tool following Catalona’s work in 1991 [1], the inci-
dence of prostate cancer has exploded worldwide and the T1c clinical stage is 
widely diagnosed in Europe [20]. However, this stage is rare in Africa. The effect 
of PSA screening has been evaluated by many studies and the most important of 
which was the randomized Swedish Goetborg study. This study reported lower 
rates of advanced stage (41% less in the arm tested) and lower mortality (44% 
less in the detected arm) in the screened arm compared to the non-screened arm 
[21] [22]. 

DRE and PSA represent the two screening tests. Although their interpretation 
is related, the normality of the two or one does not eliminate cancer. Thus, for a 
normal DRE with a PSA level less than or equal to 2 ng/ml, the positive predic-
tive value of prostate cancer varies between 5% and 30% [23] while an abnormal 
DRE is associated with an increased risk of high ISUP grade prostate cancer [24] 
[25]. 

The PSA is a dynamic data whose value commonly defined as normal (4 ng/ 
ml) is relative. Although high values increase the risk of prostate cancer, values 
below 4 ng/ml do not formally eliminate it and may even be related to cancers 
classified as ISUP 2 or higher as shown by Thomson et al. [26] (Table 2). 
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Table 2. Risk of prostate cancer and ISUP grade ≥ 2 for PSA values less than or equal to 4 
ng/ml [26]. 

PSA level (ng/mL) Risk of PCa (%) Risk of ISUP grade ≥ 2 PCa (%) 

0.0 - 0.5 6.6 0.8 

0.6 - 1.0 10.1 1.0 

1.1 - 2.0 17.0 2.0 

2.1 - 3.0 23.9 4.6 

3.1 - 4.0 26.9 6.7 

 
This makes the logarithm decision for prostate cancer screening complex for 

the general practitioner since many cases could escape diagnosis and therefore 
increase the risk of late diagnosis for aggressive cancers. The best approach 
would be to refer all patients at risk (family history) to the urologist who will be 
able to weigh the benefits and risks of further exploration that can allow more 
efficient recruitment of patients to be treated. 

Our study has some limitations common to all surveys, especially the low val-
ue of answers and their objectivity. However, the data collected allow an analysis 
of the reality of the practice of screening for prostate cancer in our conditions. 

5. Conclusion 

Prostate cancer screening by general practitioners of Loméis inefficient. The do-
sage of PSA is widely used but its interpretation is not optimal. Also, the results 
of the digital rectal examination are trifling in the suspicion of prostate cancer. 
On-going training of practitioners is needed to popularize the good practice of 
prostate cancer screening. 
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Appendix 1: Questionnaire 
Practitioner’s Characteristics  

1) Age: years 
2) Sexe: F (  )   M (  )  
3) Medical practice lenght (months): ≤60 (  ) >60 and ≤120 (  ) >120 and 

≤180 (  ) >180 ( ) 
4) Have you get a lesson on prostate cancer over last 60 months? 
Yes (  ) No (  )   

Prostate Cancer Screening Criteria and Tools 

1) What is (are) the prostate cancer screening criteria? 
 Age > 50 years? Yes (  ) No (  )  
 Family history of cancer?  Yes (  ) No (  ) 
 Voiding symptoms? Yes (  )   No (  ) 

2) What is (are) criteria for prostate cancer screening exclusion? 
 Age < 50 years: Yes (  )  No (  ) 
 Age > 80 ans: Yes (  ) No (  ) 
 Patient with other serious ilness: Yes (  )  No (  ) 
 Patient unable to pay for care: Yes (  )  No (  ) 

3) What tools do you use for prostate cancer screening? 
 Digital rectal examination (DRE): Yes (  )  No (  ) 
 Prostate Specific Antigen test: Yes (  )  No (  ) 
 Pubic ultrasound: Yes (  )  No (  ) 
 Rectal ultrasound: Yes (  )  No (  ) 
 Both of precedent: Yes (  )  No (  ) 

Risk Interpretation and Request for Urological Consultation 

Which results do you consider to be abnormal and requiring a urological 
opinion for cancer detection? 
 Family history of cancer (  ) 
 Voiding symptoms (  ) 
 Concerning DRE 
• Prostate enlargement (  ) 
• Prostate induration (  ) 
• Prostate irregularity (  ) 
 Concerning PSA  
• > 4 ng/ml (  ) 
• Ratio free PSA/Total PSA < 15% (  )           
 Concerning ultrasound 
• Heterogenuous prostate (  )    
• Nodular prostate (  ) 
 Concerning all parameters 
• Abnormal DRE (  ) 
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• abnormal PSA level (  )  
• Abnormal DRE + abnormal PSA level (  ) 
• Abnormal ultrasound (  ) 
• Abnormal DRE + Abnormal ultrasound (  ) 
• abnormal PSA level + Abnormal ultrasound (  ) 
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