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Reflexive ordering of percent free PSA in patients:  
Do we need to ask the question? 
Jean-Baptiste Lattouf, MD, FRCSC

See related article on page 317. 

The authors have studied the practice of “reflexive” 
ordering of percent free prostate-specific antigen (PSA) 
in patients that have a total PSA value between 4 and 

10 ng.1 This ordering is standard procedure at their tertiary 
care centre and possibly across other centres. They conclude 
that nearly half of the percent free PSA measurements are 
probably not warranted and result in $8647.76 of unneces-
sary yearly costs at their institution.

This figure may be small when one considers the global 
budget of a tertiary care centre, but it should be kept in mind 
that only one test is being analyzed here. One wonders what 
the cumulative cost would be if other “reflexive” laboratory 
tests across specialties are factored in.2,3 Further, due to the 
nature of the data analysis, the number of unnecessary tests 
is probably underestimated. Indeed, the study does not take 
into account the unfortunate, but common, scenarios where 
PSA is ordered for clinical conditions known to result in 
false positive values, such as in the setting of cystitis or 
after catheter placement. These tests would be considered 
screening tests since the subjects may not have a diagnosis 
of cancer, and therefore the tests may have been falsely 
deemed justified. 

Asking whether a reflexive laboratory measurement is 
warranted in a condition as controversial and heterogeneous 
as prostate cancer (whether for screening or follow-up) is 

akin to asking whether taking a history and performing a 
physical are necessary to treat a patient. It is unfortunate that 
the authors had to ask this question, but I congratulate them 
for critically assessing this routine practice, and concluding 
what should be considered obvious by many clinicians.
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