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Patient Positioning During Digital Rectal Examination of the 
Prostate: Preferences, Tolerability, and Results
Frederico R. Romero, Antonio W. Romero, Renato Tambara Filho, Thadeu Brenny Filho, 
Fernando Cesar de Oliveira Júnior

ABSTRACT

Hospital de Clínicas da Universidade Federal do Paraná (FRR, TF, TBF); Instituto Curitiba de 
Saúde (FRR, FCO Jr); Hospital Policlínica Cascavel, PR, Brazil (FRR, AWR)

Purpose: To evaluate the preferred position used by Brazilian Urologists to perform DRE, the position that Brazilian 
patients prefer or think it is less embarrassing to have a DRE, and to evaluate the results of DRE with patients in left 
lateral decubitus, modified lithotomy, standing-up, or the physician will have them place their elbows on the table and 
squat down slightly.
Materials and Methods: Brazilian Urologists were contacted by e-mail, and 200 patients answered a questionnaire while 
undergoing prostate cancer screening.
Results: The preferred position was modified lithotomy position reported by 63.4% of Urologists, and left lateral posi-
tion reported by 42.7% of the patients. Total DRE time was lower in the standing-up position. Pain and urinary urgency 
scores were similar regardless of the position used, and bowel urgency score was higher in patients squatting down. Pa-
tients were similar in terms of age and PSA level, but there was a significant difference between the standard deviations 
of estimated prostate weight in left lateral position. There were no differences in prostate asymmetry, positive DRE, or 
incomplete palpation of the prostate rates among different examination positions.
Conclusions: Despite individual subjective preferences, a faster examination time in the standing-up position, and higher 
bowel urgency scores in patients with their elbows placed on the table and squatting down slightly, there were similar 
rates of prostate asymmetry, positive DRE, and incomplete palpation of the prostate, and comparable patient tolerability 
among different examination techniques.
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INTRODUCTION

Digital rectal examination (DRE) was the 
only diagnostic test for prostate cancer before 1920, 
and although diagnostic procedures have increased 
in number, complexity, and expense (1), DRE is 
still an important part of prostate cancer screening 
because of its simplicity, limited time and expenses, 
and relative little discomfort involved. Furthermore, 

DRE may detect more clinically significant prostate 
cancers, decreasing rates of overdiagnosis and over-
treatment of potentially indolent prostate cancers.

	Several positions have been recommended 
over the years to allow a thorough DRE, from the 
exaggerated knee-chest position and bimanual sit-
ting-rectal position commonly used in the past (2,3), 
which are frequently uncomfortable, complicated 
and time-consuming, to the straightforward and most 
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frequently used positions (lateral position, modified 
lithotomy position, and standing-up position) (4-6).

	Although positioning preferences are indi-
vidual and, there is little published information com-
paring different position techniques during prostate 
cancer screening (4-6). The purpose of this study is 
to evaluate the preferred position used by Brazilian 
Urologists to perform DRE, in which position Bra-
zilian patients prefer or perceived as less embarrass-
ing to undergo DRE.

 
MATERIALS AND METHODS

Urologists’ preferences

	Urologists from 4 Brazilian States (PR, RS, 
SC, and SP) were contacted by e-mail regarding 
their preferences on patient positioning during DRE. 
Three e-mails were sent for all members of Brazilian 
Society of Urology in each State. The first email was 
entitled “Research on prostate cancer screening”, 
and it had one question regarding in which position 
he/she usually performed DRE when screening for 
prostate cancer. The second and third emails were 
entitled “SECOND CALL” and “LAST CALL”, re-
spectively, and they were sent with 14 and 30 days 
delay between communications only for Urologists 
that did not answer the preceding e-mail. In the body 
of the e-mail, there was a figure illustrating the dif-
ferent positions, and a description of each possible 
alternative (Figure-1).

Patients’ preferences

	Two hundred patients undergoing prostate 
cancer screening answered if they had received DRE 
in the past. If ‘yes’, they answered, based on Fig-
ure-1, in which position they were examined previ-
ously, and in which position they preferred - or they 
perceived as less embarrassing - to undergo DRE. 
Patients who had no preference were examined in 
the same position they underwent DRE previously. 
If ‘no’, they responded in which position they pre-
ferred undergoing DRE for the first time. When no 
preference was stated, they were positioned at the 
discretion of the examiner.

Tolerability

	Immediately after DRE, patients quantified 
the intensity of pain, urinary urgency, and urge to 
defecate felt during examination using a 0-to-10 vi-
sual analog scale (VAS).

Results

	Total DRE time (in seconds) was recorded 
starting after patient instructions were given, includ-
ing removing the pants down to patient’s knees level, 
patient positioning, DRE, and clothing. Time using 
the toilet after examination was not included.

	Estimated prostate weight (in grams), pros-
tate asymmetry, positive DRE (presence of hard nod-
ules), and incomplete palpation of the prostate rates 
were calculated for each position.

	All patients were examined by a single ex-
aminer with 5 years of clinical experience after a 
4-year Residency in Urology.

	Statistics
	Categorical variables were analyzed using 

Fisher Exact Test. Continuous data were evaluated 
using t-Student Test. Statistical significance in this 
study was set as p < 0.05.

 
RESULTS

Urologists’ preferences

	We received 506 (27.7%) answers from a 
total 1,827 e-mail contacts to Urologists from one 
Southeastern and three Southern Brazilian States; 
193 (10.6%) e-mails were undeliverable, and 1,128 
(61.7%) did not answer . The preferred position re-
ported by 321 Urologists was modified lithotomy 
position (63.4%), followed by left (or right) lateral 
position (17.0%), standing-up position (14.2%), 
squatting down with elbows on the table (3.4%), and 
other position (1.0%).

Patients’ preferences	

	From a total 200 patients, 111 (55.5%) had 
already received DRE in the past. In this group, 
when asked in which position they preferred - or 
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thought it was less embarrassing - to undergo DRE, 
69 (62.2%) patients chose the same position used 
previously, 24 (21.6%) chose a different position 
than in past DRE, and 18 (16.2%) patients had no 
preference (Table-1). Thirty-eight (55.9%) patients 
that had DRE in modified lithotomy position chose 
a different position in current DRE, and 2 patients 
who underwent examination in left lateral position 
or standing-up position chose a different position 
in current DRE (8.3% and 13.3%, respectively).

	Eighty-nine (44.5%) patients underwent 
DRE for the first time. The preferred position 
chosen by these patients was left lateral position 

(42.7%), and 15 (16.9%) patients had no prefer-
ence (Table-1). Overall, the preferred position was 
left lateral decubitus (37%), followed by stand-
ing-up (20.5%), modified lithotomy (19.5%), and 
squatting down with elbows on the table (6.5%).

Tolerability

	The four groups of patients undergoing one 
of each position illustrated in Figure-1 were simi-
lar in terms of age and PSA level (Table-2). Pain, 
urinary urgency, and urge to defecate scores are 
summarized in Table-3. Urge to defecate score was 
higher in the squatting down position with elbows 
on the table, in comparison with the standing-up 
position. All other scores were comparable regard-
less of the position used.

Results

	Total DRE time was lower for the standing-
up position compared to all other groups. Timing 
among modified lithotomy position, left lateral posi-
tion, and squatting down with elbows on the table 
was similar. Estimated prostate weight was different 
in the left lateral position when compared to modi-
fied lithotomy position, and to squatting down with 
elbows on the table. There was no difference in pros-
tate asymmetry, positive DRE, or incomplete palpa-
tion of the prostate rates among the different posi-

Figure 1 - The Burdizzo clamp (A) positioned to crush the 
spermatic cord (B).

 1 

Table 1 - Patient positioning in past DRE, and patients’ preferences in current DRE. 

 
Preferred patient position for 

DRE 

    No preference 

 

Positive past history of DRE 

Position in past DRE 24 (21.6) 68 (61.3) 15 (13.5) 4 (3.6) - 

Same position chosen in current 

DRE 

22 (31.9) 30 (43.5) 13 (18.8) 4 (5.8) 18 (16.2) 

Different position chosen in 

current DRE 

14 (58.3) 0 (0.0) 7 (29.2) 3 (12.5) 

Preferred position  36 (32.4) 30 (27.0) 20 (18.0) 7 (6.3) 18 (16.2) 

Negative past history of DRE 

Preferred position 38 (42.7)       9 (10.1) 21 (23.6)    6 (6.7) 15 (16.9) 

TOTAL  74 (37.0)    39 (19.5)       41 (20.5) 13 (6.5) 33 (16.5) 

Table 1 - Patient positioning in past DRE, and patients’ preferences in current DRE.
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tions (Table-4). The number of patients in each 
group was not large enough to allow comparison 
between rates of prostate cancer detection in each 
position. Two (1.0%) patients had prostate cancer 
overall, both in the left lateral position group.

 
DISCUSSION

	Positioning preference for examining the 
prostate varies from one country to another (4), 
from one examiner to another (5), and even from 
one patient to another (6). In the US, DRE is more 
often performed in the standing-up position, while 
in UK patients are usually examined in the lateral 
position (4). In Brazil, Messina et al. reported that 
the preferred position for DRE reported by 846 
Urologists is the dorsal decubitus position (57.9%) 
(5), similar to the modified lithotomy position re-

ported in the present study, which was the pre-
ferred position claimed by 63.4% of responders.

	Furlan et al. reported that 53.9% of 269 
patients preferred DRE in supine position (simi-
lar to modified lithotomy position) (6). A potential 
bias in this study was that patients answered the 
question regarding their preference after receiving 
DRE in supine position. In the present study, we 
observed that patients’ preferences are influenced 
by past experience, given that 62.2% of patients 
chose the same position used in past DRE. There-
fore, patient preference may be to some degree 
related to examiner preference. The preferred po-
sition reported by Brazilian Urologists (modified 
lithotomy position) was validated by the fact that 
61.3% patients receiving DRE in the past were ex-
amined in this position. Previous experience cer-
tainly influenced patients’ preferences, since all 

 2 

Table 2 – Age and PSA level of the patients. 
 
Pain/discomfort     p value 

 

 

Age (years) 50.0 ± 8.3 

(39 – 77) 

51.0 ± 7.3 

(40 – 72) 

52.5 ± 7.3 

(41 – 71) 

55.0 ± 8.7 

(43 – 68) 

> 0.05 

PSA (mg/dL) 0.97 ± 1.7 

(0.1 – 7.4) 

1.18 ± 2.9 

(0.1 – 17.1) 

1.20 ± 2.6 

(0.2 – 13.0) 

0.87 ± 1.5 

(0.3 – 5.0) 

> 0.05 

Table 2 - Age and PSA level of the patients.

Table 3 - Patient tolerability of DRE.

 3 

Table 3 - Patient tolerability of DRE. 
 
 
Pain/discomfort median ± SD 

(range) 
  

  

p value 

Pain score 5.0 ± 2.2  

(0.5 – 9.5) 

4.5 ± 2.2 

(0 – 10) 

5.0 ± 2.4 

(0 – 10) 

5.0 ± 2.1 

(0 – 7) 

> 0.05 

Urinary urgency score 2.2 ± 3.1 

(0 – 10)  

2.0 ± 3.0 

(0 – 10) 

4.0 ± 3.7 

(0 – 10) 

2.0 ± 3.5 

(0 – 10) 

> 0.05 

Bowel urgency score 0.0 ± 2.6 

(0 – 10) 

0.0 ± 2.2 

(0 – 8) 

0.0 ± 2.2 

(0 – 10) 

1.5 ± 3.4 

(0 – 8) 

* 

 
 
* p = 0.03 for urge to defecate score between standing-up position, and kneeling while resting on the 
table with the hands; comparison between the other groups, p > 0.05 
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Table 4 - Results of DRE.

* p < 0.001 in total DRE time for all groups compared to standing-up position
** p < 0.05 in estimated prostate weigth between modified lithotomy position, and kneeling while resting on the table 
with the hands compared to left-lateral position

	Despite individual subjective preferenc-
es, there is little objective information to suggest 
that positioning of the patient makes much differ-
ence in the results of DRE. In the present study, 
we found that total DRE time was lower for the 
standing-up position. Since DRE was performed 
in all patients by one examiner in the same medi-
cal office, the single difference in total DRE time 
between each position was patient positioning 
itself. Lower DRE time in standing-up position 
may be due to needless laying on the examining 
table, and speedier clothing after examination. 
Although time should not be a major issue while 
evaluating patients’ health, faster examination 
may be valuable if standing-up position prove 
to be as effective as other positions, particularly 
when examining large number of patients in pros-
tate cancer screening programs.

	Early in the past century, Frank Hinman 
stated that the exaggerated knee-chest position 
(on the knees with hips to heels and chest to knees) 
was the only position that allowed a thorough pal-
pation of the prostate and seminal vesicles (2). 
Although some conditions such as obesity, hip 

patients that chose modified lithotomy position in 
current DRE were positioned in the same way in 
previous DRE examinations. In Furlan’s study, if 
patients were able to choose a different position 
than supine, most patients would have preferred 
the standing-up position, followed by left lateral 
position (6). In the present study, patients under-
going DRE for the first time picked left lateral 
position first and standing-up position second. In 
the group of patients that had received DRE in 
the past, the preferred position was, again, left 
lateral position, followed by modified lithotomy 
position and standing-up position. Based on these 
results, most patients prefer or perceive as less 
embarrassing to undergo DRE in the left lateral 
position or the standing-up position. In addition, 
we observed that the majority of patients that had 
DRE in the past have a tendency to be positioned 
in the same way, and that 16.5% of patients have 
no preference, or they believe the selection of po-
sitioning is up to the examiner. Only one study 
compared patient preference between standing-up 
position and left lateral position, and found better 
acceptance of the standing-up position (7).

 4 

 
Table 4 – Results of DRE. 
 
 
Results 

  
  

p value 

Total DRE times ± 

SD (range) 

140.5 ± 27.6 

(93 – 241) 

142.0 ± 23.8 

(104 – 202) 

111.0 ± 18.6 

(86 – 168) 

148.0 ± 20.0 

(124 – 188) 

* 

Estimated prostate 

weigth g ± SD (range) 

40 ± 10.6 

(20 – 80) 

40 ± 12.6 

(20 – 80) 

40 ± 11.2 

(20 – 70) 

45 ± 8.1 

(35 – 60) 

** 

Prostate asymmetry 

rate No. (%) 

19 (21.1) 10 (21.3) 10 (19.2) 3 (30.0) > 0.05 

Nodularity rate No. 

(%) 

2 (2.2) 2 (4.2) 2 (3.8) 0 (0.0) > 0.05 

Incomplete palpation 

of the prostate rate 

No. (%) 

2 (2.2) 2 (4.2) 2 (3.8) 0 (0.0) > 0.05 

 
 
 
 
* p < 0.001 in total DRE time for all groups compared to standing-up position 
** p < 0.05 in estimated prostate weigth between modified lithotomy position, and 
kneeling while resting on the table with the hands compared to left-lateral position 
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osteoarthritis, bedridden patients, or extremely 
large prostates may require special positioning or 
bimanual examination to allow for complete pal-
pation of the prostate (3), currently, the majority 
of patients may be satisfactorily examined in one 
of the four positions. Overall, we found a 0% to 
4.2% rate of incomplete palpation of the prostate, 
similar between the different positions studied. 
When the prostate cannot be completely palpat-
ed, additional flexion of the hips and knees is a 
simple method that frequently allows a complete 
examination.

	Subtle findings such as asymmetry be-
tween prostate lobes may be suggestive of the 
presence of prostate cancer, and considered by 
some to be an indication for prostate biopsy (8). 
Empirically, when prostate asymmetry is acknowl-
edged in left lateral position, patients should be 
examined again in a different position to confirm 
asymmetry. This was not confirmed in the present 
study, since prostate asymmetry rate was similar 
between the different positioning techniques.

	Romero et al. reported that pain and dis-
comfort during DRE are not negligible, and that 
measures to decrease patient distress should be 
evaluated (9). In their study, in which all patients 
were positioned in modified lithotomy, 61% re-
ported moderate to unbearable pain, and 22% re-
ported moderate to unbearable urinary urgency or 
urge to defecate during DRE (9). Using a VAS, 
Furlan et al. reported a mean pain score of 1.68 
for DRE in supine position (6), and Kaygisiz et 
al. found a mean pain score of 2.59 in left lat-
eral position (10). In our study, mean and median 
pain scores were respectively 4.63 and 5.00 ± 2.3 
for the entire cohort, similar among the differ-
ent positions evaluated. Patients in standing-up 
position, however, had a tendency to higher uri-
nary urgency score (median 4.00 ± 3.7). Urge to 
defecate score was higher in patients positioned 
squatting down with elbows on the table (median 
1.50 ± 3.4) in comparison with the standing-up 
position (0.00 ± 2.2). These results should be in-
terpreted with caution due to the small number of 
patients.

	Patients in the different subgroups of our 
study were similar in terms of age and PSA level, 

and although median estimated prostate weight 
was identical in left lateral position (40g ± 10.6), 
modified lithotomy position (40g ± 12.6), and 
standing-up position (40g ± 11.2), there was a 
significant difference between the standard devia-
tions of estimate prostate weight in left lateral po-
sition, modified lithotomy position, and squatting 
down with elbows on the table (45 ± 8.1). Since 
the degree of prostatic enlargement is of more 
practical interest than the precise estimate of 
prostate volume (11), small differences between 
the groups may not be clinically significant.

	Strengths of our study include that a sin-
gle examiner performed all DRE per site. Patients 
were questioned about their preferences before 
examination, avoiding bias, and they were divided 
in groups according to their choices. Limitations 
to this study include a small survey response rate 
(27.7%). However, the proportion between the 
different positioning preferences remained fairly 
the same throughout data collection. Randomiza-
tion through patients’ and examiners’ preferences 
is not a recommended method for research pur-
poses. Standard methods of randomization should 
be used in future studies. Another limitation was 
the relatively small sample size in each subgroup, 
especially for the squatting down with elbows on 
the table. A significantly larger sample of patients 
would be necessary to evaluate the rate of pros-
tate cancer detection.

CONCLUSIONS

	The preferred position reported by Bra-
zilian Urologists to perform DRE of the prostate 
is the modified lithotomy position, while our pa-
tients prefer or think it is less embarrassing to re-
ceive DRE in left lateral position.

	Results of DRE in the different positions 
evaluated demonstrate a faster examination time 
in the standing-up position, and similar prostate 
asymmetry rate, positive DRE rate, and incom-
plete palpation of the prostate rate. Pain, urinary 
urgency, and bowel urgency scores are also com-
parable between each position, except for squat-
ting down with elbows on the table, which may 
show increased bowel urgency score.
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EDITORIAL COMMENT

	The need to undergo a Digital rectal exami-
nation (DRE) as part of the Prostate cancer screen-
ing continues to torment many patients. Despite 
many articles suggesting that it is unnecessary, 
DRE continues to have a role in the diagnosis and 
management of prostate cancer as the search for the 
perfect marker continues.

	Romero et al. have reported on patient po-
sitioning during DRE of the prostate. They have an-
alysed both the clinicians’ and the patients’ prefer-
ence about undertaking/undergoing a DRE. It is no 
surprise that most patients prefer the left lateral po-
sition which is my experience in the United King-
dom as well as the Far East. This could be attributed 
to the ability to avoid eye contact in this position. 
Also, the foetal position is somewhat comforting. 
On the other hand, The North American Urologists 
tend to prefer the knee-elbow/bent over position 
which is quicker and less taxing on the mobility-
challenged.

	An important finding in the study is the 
total completeness of the examination in the knee-
elbow position. This suggests in a select group of 
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practice we attempt to adopt to our patients needs 
and comfort in order to keep their compliance and 
cooperation, therefore the lateral position seems to 
be more popular while doing full abdomino-pelvic 
examination. However it is common to use a stand-
ing up position for annual prostate screening and 
therefore this data should be correlated to the status 
of the visit (first, routine annual or part of other uro-
logical investigated issues) and be explained to the 
examinee beforehead. One should realize that even 
a small, simple clinical issue might be so important 
for the well being of the patients, for his further 
cooperation that eventually will lead to a better di-
agnosis and early detection of treatable disease.
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patients such as the markedly obese, this position 
would be appropriate.

	This article suggests findings which should 
enable urologist to undertake a better quality DRE 
especially from the patient perspective.
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EDITORIAL COMMENT

Digital rectal examination (DRE) is done for 
various complaints. The patient’s position should 
adopt according to their desire, comfort, physical 
condition and the indication concerned. The pur-
pose of the study was to evaluate the preferred DRE 
position by the urologists and their patients, a com-
parison between four typical positions. The exam 
is important to the diagnosis of anorectal disorders 
and prostate palpation. It is considered as one of 
the physician basic skills (1). Without a DRE, pa-
tients would have their disease detected only by the 
presence as urinary symptoms and cancer would be 
more likely to have higher stage and less potentially 
curable (2). The quality and degree of the pain and 
discomfort is debatable among studies, encourage 
us to find the best clinical set up for patients accep-
tance and cooperation even in their inexperienced 
first visit (3-5). A previous attempt to investigate 
the tolerability and acceptance of the patients have 
been presented by Furlan et al., yet this new study 
sheds more light and adequate statistical power (3). 
As for this manuscript, one can consider retrieving 
data regarding doctor’s finger diameter and length; 
it might influence the patients discomfort in spe-
cific positions.

Left or right lateral position seems to be 
mostly preferred by the patients while the modified 
lithotomy position is mostly preferred by the urolo-
gists. The main argument for the patients prefara-
tion is decreased embarrassment. In our every day 
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EDITORIAL COMMENT

The authors evaluated the preferred position 
for digital rectal examination (DRE) used by Bra-
zilian Urologists and patients. They also analyzed 
results and tolerability of different positions. DRE 
should be part of urological evaluation; PSA does 
not reduce the value of DRE. This kind of papers 
emphasizes the importance of DRE.

In this study preferred position is written 
and discussed well, study gives information about 
pain score and even urinary and bowel urgency 
score. However modified lithotomy position was 
preferred by Brazilian Urologists, different posi-
tions could be selected in different country with the 
similar pain and discomfort rate. This study could 
guide the clinician to select the position; for exam-

ple standing-up position could be selected in busy 
clinics with lower total DRE time.

Mean pain score of DRE is 5.0, this high 
pain score should not discourage the urologist to 
perform DRE since pain score was lower in previ-
ous literatures (1,2) as written in discussion.

Limited patients’ number of group 4 and 
position selection criteria with examiners’ and pa-
tients’ preferences are deficiency for comparing the 
DRE pain and tolerability between groups as writ-
ten in discussion. This analyze could not give us 
definite judgment however it is well written paper 
for patient and urologist selection with pain and tol-
erability for whole groups and it should have been 
the essence of the study.
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