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Abstract

Background—Clinical guidelines for prostate cancer screening (PCS) advise physicians to 

discuss the potential harms and benefits of screening. However, there is a lack of training 

programs for informed decision making (IDM), and it is unknown which IDM behaviors 

physicians have the most difficulty performing. Identifying difficult behaviors can help tailor 

training programs.

Purpose—In the context of developing a physician IDM program for PCS, we aimed to describe 

physicians’ use of nine key IDM behaviors for the PCS discussion and to examine the relation 

between the behaviors and physician characteristics.

Methods—A cross-sectional sample of The American Academy of Family Physicians National 

Research Network completed surveys about their behavior regarding PCS (N=246; response 

rate=58%). The surveys included nine physician key IDM behaviors for PCS and a single-item 

question describing their general practice style for PCS.

Results—The most common IDM behavior was to invite men to ask questions. The two least 

common reported behaviors concerned patients uncertain about screening (i.e., arrange follow up 

and provide additional information for undecided men). Physicians reported difficulty with these 
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two behaviors regardless whether they reported to discuss or not to discuss PCS with patients. 

Reported use of key IDM behaviors was associated with a general practice style for PCS and being 

affiliated with a residency training program.

Conclusions—Physician training programs for IDM should include physician skills to address 

the needs of patients uncertain about screening. Future research should determine whether if actual 

behavior is associated with self-reported behavior for the PCS discussion.

INTRODUCTION

Clinical guidelines for the early detection of prostate cancer emphasize the need for primary 

care physicians to advise men about the potential harms and benefits of screening [1–4]. 

Results from national studies suggest that most physicians (70–80%) do discuss prostate 

cancer screening (PCS) with patients [5 6], but there is evidence that the discussions are not 

well balanced. In one study, men reported that physicians were more likely to discuss the 

benefits of screening (71.4%) than the risks (32.0%) [6]. Moreover, lack of time for an 

adequate discussion is a common barrier cited by physicians [7–9].

Most of the research and training for informed decision making (IDM) has focused on the 

patient. Patient decision aids, or tools that help inform patients about options, clarify values, 

and guide them in deliberating and communicating during the decision-making process, are 

shown to be effective in promoting informed or shared decision-making [10]. While patient 

decision aids may help physicians achieve more balanced discussions and reduce the time 

needed to educate men about PCS, primary care physicians still need training to help 

facilitate the process and to best advise the patient in a tailored fashion that is specific to the 

man’s clinical situation. Yet there is little evidence of effective physician training programs 

[11 12] or consistent methods for evaluating physician behavior [11].

In the context of developing a provider IDM training program for PCS that included a 

patient decision aid, we identified nine key behaviors to assess physicians’ use of an IDM 

process for PCS. We then conducted a national survey to describe the use of these behaviors 

among primary care physicians and to examine the relation between the behaviors, general 

practice style for PCS, and physician characteristics. We aimed to use this information to 

identify which behaviors were most important to emphasize in physician training programs 

and to discover if certain groups of physicians need different training based on current key 

behavior use.

METHODS

Development of key behaviors for informed decision making

In a separate study we developed a physician intervention consisting of two parts: a decision 

aid provided to the patient for his review before the clinical visit and a training session for 

the physician on IDM for PCS. To evaluate the training session, we sought to identify the 

essential physician behaviors purportedly required to successfully conduct IDM with 

patients. We drew from several sources: reports of the U.S. Preventive Services Task Force 

(USPSTF) and Community Preventive Services Task Force on shared decision making and 

IDM [13 14], tenets of informed consent, a provider-based IDM trial [15], constructs from 
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cancer screening decision aid trials [10], the “5 A’s” used to structure tobacco cessation 

counseling [16], and consultation with practicing physicians and medical decision-making 

experts. The key behaviors identified were: 1) “tell men there is a decision to make”, 2) “tell 

men that experts disagree about whether men should be screened”, 3) “make sure men have 

information on benefits and risks”, 4) “question men about their understanding”, 5) “ask 

men what they think about screening,” 6) “invite men to ask questions”, 7) “refer undecided 

men to other sources”, 8) “plan follow-up for undecided men”, and 9) “document the 

discussion in the patient’s chart”.

Study design and study population

This cross-sectional study surveyed primary care members of the American Academy of 

Family Physicians National Research Network (AAFP NRN). In July 2007, the AAFP NRN 

project team invited physicians by email to complete an online survey and subsequently sent 

out two email reminders. The team then mailed study packets (invitations, surveys, and 

return envelopes) to non-respondents and members without email addresses. A final packet 

was mailed to all non-responders in January 2008. The AAFP and Baylor College of 

Medicine Institutional Review Boards approved this study. Detailed study procedures are 

elsewhere [17].

Physician survey

The survey asked physicians to self-report how often they engaged in each of the nine key 

behaviors for PCS. The five possible responses ranged from 1-“never” to 5-“always”. To 

identify a general practice style for PCS, physicians were asked a single-item question, 

“Which approach best describes your usual practice regarding prostate-specific antigen 

(PSA) screening with age-appropriate men who have no other risk factors?” The six 

response options were: 1) “I generally do not order the PSA test nor discuss the possible 

harms and benefits with the patient”, 2) “I generally order the PSA test without discussing 

the possible harms and benefits with the patient”, 3) “I generally discuss the possible harms 

and benefits of PSA screening with the patient, and then recommend the test”, 4) “I 

generally discuss the possible harms and benefits of PSA screening with the patient, and 

then recommend against the test”, 5) “I generally discuss the possible harms and benefits of 

PSA screening with the patient and then let him decide whether or not to have the test”, and 

6) “Other”. Finally, respondents were asked for their total years in practice, gender, and 

whether their practice was a residency training site.

Statistical analysis

To compare the physicians’ general practice style for PCS across each of the nine key 

behaviors, we used the three most commonly reported styles. For this analysis of variance, 

each of the nine behaviors was treated as continuous (values = 1 to 5) and all statistical 

significance testing was set at p < .05.

Additionally, we dichotomized the behaviors to represent physicians who frequently 

endorsed behaviors (responded as “often” or “always”) and those who did not (responded as 

“never”, “rarely”, or “sometimes”). To determine the total number of behaviors endorsed, we 

summed the nine dichotomized behaviors.
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RESULTS

Description of the study respondents

Of the 426 then-current AAFP NRN members, 246 (57.7%) completed the questionnaire. 

Members reported an average of 19.4 years in practice (SD = 8.9, range = 2 to 68 years). 

Respondents were predominately male (71.5%), and a little less than half reported residency 

training site affiliation (45.9%). Overall, the characteristics of the respondents to the survey 

were similar to the larger population of AAFP members [17].

General practice style for prostate cancer screening

Almost half of respondents reported that they discuss PCS with patients and allow the 

patient to decide (47.5%); the others were almost evenly divided between screening without 

discussion (24.2%) or discussing PCS and then recommending screening (23.0%). Few 

respondents reported that they discuss screening with patients and then recommend against it 

(3.7%) or that they neither screen nor discuss screening (0.2%).

Reported use of key informed decision-making behaviors

Overall, the most common self-reported behaviors were “invite men to ask questions” (M = 

4.27) and “tell men that there is a decision to make” (M = 3.98). The least common were 

“refer undecided men to other sources” (M = 2.71), “plan follow-up for undecided men” (M 
= 2.94), and “question men about understanding” (M = 3.17). Mean scores for each of the 

nine behaviors were significantly different across the three general practice styles for PCS 

(Table 1). Post-test comparisons revealed significant mean differences for each of the nine 

behaviors between physicians who reported that they screen without discussion and 

physicians who reported that they discuss screening and recommend the PSA test or let the 

patient decide (all p < .05). When comparing the two general practice styles for PCS that 

include discussion of screening (i.e., recommend PSA test and let patient decide), the two 

groups differed significantly on three of the nine key behaviors: “tell men there is a decision 

to make” (p = .03), “tell men that experts disagree” (p < .001), and “ask men what they think 

about screening” (p = .05). Those that recommend the PSA test had higher means for the 

three behaviors compared to those that let the patient decide.

Dichotomized key behavior responses resulted in the total sample endorsing five of the nine 

behaviors (M = 4.90, SD = 2.70). No gender differences were observed for endorsing 

behaviors (F(1,217) = 2.55, p = .11), but there were differences for whether the practice was 

a residency training site (F(1,217) = 40.70, p < .001). Those who reported practicing at a 

residency training site endorsed more behaviors (M = 6.05, SD = 2.23) compared to 

physicians who did not report practicing at such a site (M = 3.92, SD = 2.69).

Endorsement differed across general practice style for PCS (F(2,220) = 74.97, p < .001) 

(Figure 1). Physicians who reported that they discuss screening and then let the patient 

decide endorsed a mean of 6.22 of nine behaviors (SD = 2.05), followed by those who 

reported that they discuss screening and then recommend PCS who were full point lower (M 
= 5.13, SD = 2.22). Physicians who reported that they screen without discussion endorsed 

few behaviors (M = 2.07, SD = 2.05).
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DISCUSSION

In this study, we aimed to describe primary care physicians’ use of nine key behaviors for 

promoting informed decisions about PCS. Overall, physicians only endorsed about half of 

these behaviors, suggesting that the decision-making process between physicians and 

patients may be enhanced by teaching physicians to engage in more of the behaviors, some 

of which could be increased by the use of decision aids. Our results suggest that for all 

physicians, IDM programs should include training on how to make follow-up plans for 

undecided men and provide resources for men to help make screening decisions (e.g., 

websites, decision aids). Training programs should also teach physicians skills on how to 

check men’s understanding about the risks and benefits of screening.

Previously, we identified several general practice styles used by physicians when discussing 

PCS with their patients [18 19]. The single-item question about general practice style for 

PCS was able to group physicians who discuss screening and those who don’t according to 

self-report of ordering PSA tests, screening high-risk men, and attitudes about screening. In 

our current study, we compared key behavior use across general practice style for PCS and 

found that this single item was able to classify physicians according to reported behavior 

use. Therefore, the single-item indicator may be of use to generally classify physicians for 

their PCS style when time is a limiting factor for assessment.

We found few differences between the two general practice styles that discuss screening 

(i.e., recommend screening or let the patient decide). These differences may be an 

interesting research finding, but may not inform intervention development because the 

differences are for key behaviors that are reported to be done frequently for both of the style 

groups. But, the broader finding that many physicians engage in some shared decision-

making behaviors infrequently has greater implications for intervention development.

We found that the total number of behaviors endorsed was associated with practicing at a 

residency-training site affiliation, but not with gender. Other researchers have also found the 

discussion to be associated with practice setting (i.e., multi-group versus solo practice) but 

not with gender [5]. One explanation for the differences by setting is that certain settings 

may have screening discussions as a standard of care. Similarly, residency-training sites may 

emphasize patient-centered care through physician-patient communication skills training as 

part of the curriculum. Outside of residency training sites there is a lack of physician 

incentives for performing IDM behaviors.

The primary limitation of our study is our use of self-report instead of observation, thus 

introducing the potential for over reporting of more desirable behavior. For example, a 

recent study that analyzed audio-recorded encounters to measure IDM found that the process 

for PCS was quite low and that there was little meaningful content during the discussion 

[20]; however, that study did not assess physicians’ self-report of the behaviors. Because of 

the tendency of over report, we chose a conservative cut off to dichotomize IDM behavior 

endorsement. That is, we included responses of “sometimes” as not endorsing a behavior 

(included with responses of “rarely” or “never”) instead of endorsing a behavior (responses 

with “often” and “always”).

Linder et al. Page 5

J Cancer Educ. Author manuscript; available in PMC 2016 December 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Another limitation is that organizations have issued new guidelines for PCS since our study 

was conducted. The USPSTF now recommends against PSA-based screening, while 

acknowledging that some patients themselves may bring up questions about screening and 

that some physicians will still offer the test [1]. For those who offer the test, the USPSTF 

suggests that physicians should be prepared to engage in a shared decision-making process. 

Based on our results, we recommend that provider-based interventions should teach 

physicians how to engage patients in the decision-making process, share values and 

preferences, and provide resources and follow up to patients not ready to make a decision 

about screening.

In particular, we believe that training programs should offer ways to help facilitate IDM for 

undecided men. Because the new USPSTF guideline conflicts with conventional wisdom 

that “prevention is always beneficial,” there is the potential for more men to be confused 

about screening, question screening, and bring it up to their doctor. This may lead to more 

men being uncertain about screening. Current training programs do not address what to do 

with and how to follow up with undecided men [11].

The nine IDM behaviors we identified can be used to describe physicians’ use of IDM 

process and to evaluate provider decision-making programs. The single-item general 

practice style for PCS may provide a quick assessment of a physician’s general practice style 

for PCS. Future research should determine whether actual physician IDM behavior is 

associated with reported behaviors and general practice styles for PCS and explore the needs 

of the undecided after an IDM process.

Acknowledgments

Funders: This project was funded in part by grants from the American Academy of Family Physicians Foundation 
and the Texas Academy of Family Physicians Foundation (#G0602PB). Dr. Linder was supported through a pre-
doctoral fellowship, The University of Texas School of Public Health Cancer Education and Career Development 
Program, National Cancer Institute/National Institutes of Health (#R25-CA-57712). The content is solely the 
responsibility of the authors and does not necessarily represent the official views of the National Cancer Institute or 
the National Institutes of Health. Drs. Mullen, Swank, and Volk were supported by a grant from the Centers for 
Disease Control and Prevention (#U48DP000057-01, Special Interest Proposal 04-023).

REFERENCES

1. Moyer VA. Screening for prostate cancer: U.S. Preventive Services Task Force recommendation 
statement. Ann Intern Med. 2012; 157(2):120–134. doi: 1216568 [pii] 
10.7326/0003-4819-157-2-201207170-00459[published Online First: Epub Date]|. [PubMed: 
22801674] 

2. Wolf AM, Wender RC, Etzioni RB, et al. American Cancer Society guideline for the early detection 
of prostate cancer: update 2010. CA Cancer J Clin. 2010; 60(2):70–98. doi: caac.20066 [pii] 
10.3322/caac.20066[published Online First: Epub Date]|. [PubMed: 20200110] 

3. Basch E, Oliver TK, Vickers A, et al. Screening for prostate cancer with prostate-specific antigen 
testing: American Society of Clinical Oncology Provisional Clinical Opinion. J Clin Oncol. 2012; 
30(24):3020–3025. [published Online First: Epub Date]|. [PubMed: 22802323] 

4. Greene KL, Albertsen PC, Babaian RJ, et al. Prostate specific antigen best practice statement: 2009 
update. J Urol. 2009; 182(5):2232–2241. doi: S0022-5347(09)01955-7 [pii] 10.1016/j.juro.
2009.07.093[published Online First: Epub Date]|. [PubMed: 19781717] 

Linder et al. Page 6

J Cancer Educ. Author manuscript; available in PMC 2016 December 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



5. Hall IJ, Taylor YJ, Ross LE, Richardson LC, Richards TB, Rim SH. Discussions about prostate 
cancer screening between U.S. primary care physicians and their patients. J Gen Intern Med. 2011; 
26(10):1098–1104. [published Online First: Epub Date]|. [PubMed: 21416405] 

6. Hoffman RM, Couper MP, Zikmund-Fisher BJ, et al. Prostate cancer screening decisions: results 
from the National Survey of Medical Decisions (DECISIONS study). Arch Intern Med. 2009; 
169(17):1611–1618. doi: 169/17/1611 [pii] 10.1001/archinternmed.2009.262[published Online 
First: Epub Date]|. [PubMed: 19786681] 

7. Guerra CE, Jacobs SE, Holmes JH, Shea JA. Are physicians discussing prostate cancer screening 
with their patients and why or why not? A pilot study. J Gen Intern Med. 2007; 22(7):901–907. 
[published Online First: Epub Date]|. [PubMed: 17549576] 

8. Dunn AS, Shridharani KV, Lou W, Bernstein J, Horowitz CR. Physician-patient discussions of 
controversial cancer screening tests. Am J Prev Med. 2001; 20(2):130–134. doi: 
S0749-3797(00)00288-9[published Online First: Epub Date]|. [PubMed: 11165455] 

9. Pollack CE, Platz EA, Bhavsar NA, et al. Primary care providers' perspectives on discontinuing 
prostate cancer screening. Cancer. 2012; 118(22):5518–5524. [published Online First: Epub Date]|. 
[PubMed: 22517310] 

10. Stacey D, Bennett CL, Barry MJ, et al. Decision aids for people facing health treatment or 
screening decisions. Cochrane Database of Systematic Reviews. 2011; (10) CD001431 [published 
Online First: Epub Date]|. 

11. Legare F, Politi MC, Drolet R, Desroches S, Stacey D, Bekker H. Training health professionals in 
shared decision-making: An international environmental scan. Patient Educ Couns. 2012; 88(2):
159–169. doi: S0738-3991(12)00033-X [pii] 10.1016/j.pec.2012.01.002[published Online First: 
Epub Date]|. [PubMed: 22305195] 

12. Legare F, Witteman HO. Shared decision making: examining key elements and barriers to adoption 
into routine clinical practice. Health affairs. 2013; 32(2):276–284. [published Online First: Epub 
Date]|. [PubMed: 23381520] 

13. Briss P, Rimer B, Reilley B, et al. Promoting informed decisions about cancer screening in 
communities and healthcare systems. Am J Prev Med. 2004; 26(1):67–80. doi: 
S0749379703002885 [pii][published Online First: Epub Date]|. [PubMed: 14700715] 

14. Sheridan SL, Harris RP, Woolf SH. Shared decision making about screening and chemoprevention: 
a suggested approach from the U.S. Preventive Services Task Force. Am J Prev Med. 2004; 26(1):
56–66. doi: S0749379703002873 [pii][published Online First: Epub Date]|. [PubMed: 14700714] 

15. Gattellari M, Donnelly N, Taylor N, Meerkin M, Hirst G, Ward JE. Does 'peer coaching' increase 
GP capacity to promote informed decision making about PSA screening? A cluster randomised 
trial. Fam Pract. 2005; 22(3):253–265. doi: cmi028 [pii] 10.1093/fampra/cmi028[published Online 
First: Epub Date]|. [PubMed: 15824055] 

16. Agency for Healthcare Research and Quality. Five major steps to intervention (The “5A's”). 
Secondary Five major steps to intervention (The “5A's”). http://www.ahrq.gov/clinic/tobacco/
5steps.htm

17. Volk RJ, Linder SK, Kallen MA, et al. Primary care physicians' use of an informed decision-
making process for prostate cancer screening. Ann Fam Med. 2013; 11(1):67–74. [pii][published 
Online First: Epub Date]|. [PubMed: 23319508] 

18. Linder SK, Hawley ST, Cooper CP, Scholl LE, Jibaja-Weiss M, Volk RJ. Primary care physicians' 
reported use of pre-screening discussions for prostate cancer screening: a cross-sectional survey. 
BMC Fam Pract. 2009; 10:19. doi: 1471-2296-10-19 [pii] 10.1186/1471-2296-10-19[published 
Online First: Epub Date]|. [PubMed: 19296843] 

19. Volk RJ, Spann SJ, Cass AR, Hawley ST. Patient education for informed decision making about 
prostate cancer screening: a randomized controlled trial with 1-year follow-up. The Annals of 
Family Medicine. 2003; 1(1):22–28. [PubMed: 15043176] 

20. Leader A, Daskalakis C, Braddock CH, et al. Measuring informed decision making about prostate 
cancer screening in primary care. Med Decis Making. 2012; 32(2):327–336. doi: 
0272989X11410064 [pii] 10.1177/0272989X11410064[published Online First: Epub Date]|. 
[PubMed: 21685377] 

Linder et al. Page 7

J Cancer Educ. Author manuscript; available in PMC 2016 December 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.ahrq.gov/clinic/tobacco/5steps.htm
http://www.ahrq.gov/clinic/tobacco/5steps.htm


Figure 1. 
Number of endorsed behaviors for informed decision making, by general practice style for 

prostate cancer screening
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