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Background: The role of primary care providers (PCPs) in decision making around cancer care remains
largely unknown. We evaluated how frequently men with localized prostate cancer report receiving help
from their PCP about their treatment, and whether those men who do are less likely to receive definitive
treatment.

Methods: We mailed surveys to men newly diagnosed with localized prostate cancer between 2012
and 2014 in the greater Philadelphia region. Participants were asked whether their PCP helped decide
how to treat their cancer. The outcome was receipt of definitive treatment (either radical prostatectomy
or radiotherapy).

Results: A total of 2386 men responded (adjusted response rate, 51.1%). Among these men, 38.2%
reported receiving help from their PCP regarding choosing a treatment, and 79.6% received definitive
treatment. In adjusted analyses, non-Hispanic black men (odds ratio, 1.76; 95% confidence interval,
1.37–2.27) were more likely than non-Hispanic white men to report receiving help from their PCP.
However, men who did receive help were not more likely to forgo definitive treatment overall (P � .58)
or in the subgroups of men who may be least likely to benefit from definitive treatment.

Conclusions: Though a substantial proportion of men reported receiving help from their PCP about
prostate cancer treatment, these discussions were not associated with different treatment patterns. Fur-
ther effort is needed to determine how to optimize the role of PCPs in supporting patients to make pref-
erence-sensitive cancer decisions. (J Am Board Fam Med 2017;30:298–307.)
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Questionnaires

In 2013, the Institute of Medicine called for col-
laboration between cancer specialists and primary
care providers (PCPs) to improve delivery of com-

prehensive, high-quality cancer care.1 This was
motivated, in part, by recognizing the growing
number of cancer patients with complex medical
needs. The role of PCPs in cancer care has typically
been limited to screening, diagnosis, and, more
recently, survivorship.2,3

Studies evaluating PCP involvement in cancer
treatment decision making remain limited.4,5 Wall-
ner and colleagues5 recently found that 35% of
women with breast cancer reported a high level of
PCP participation in their treatment decision, but
this was not with linked with more meaningful
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deliberation for their treatment decision. Jang and
colleagues4 used cancer registry and Medicare
claims data to evaluate how PCP visits relate to
treatment choice, finding that 22% of men visited
their PCP before their prostate cancer treatment
and were more likely to receive conservative man-
agement. However, that study used any visit with a
PCP before treatment, as identified in insurance
claims, as a proxy for treatment discussions and did
not evaluate the effect among subgroups of men
eligible for active surveillance.

Building on the prior literature and drawing on
a large survey of men diagnosed with localized
prostate cancer, we sought to better understand
how frequently men reported receiving help from
their PCP in deciding on prostate cancer treatment
and whether reporting help was linked with differ-
ent patterns of treatment. Men with clinically lo-
calized prostate cancer represent an important clin-
ical group in which to evaluate the potential role of
PCPs in treatment decisions. Prostate cancer is
diagnosed in 180,890 men in the United States
annually,6 and men with localized disease face a
choice among treatment options—including radical
prostatectomy, radiation therapy, and active sur-
veillance—with varying side effects and benefits.
Ideally, patients’ preferences, in conjunction with
clinical features, should guide the treatment that
they receive.7,8 In practice, however, treatment of-
ten depends on the type of specialist that a patient
sees. Hoffman and colleagues9 found that the urol-
ogist who diagnosed a patient’s prostate cancer
accounted for twice as much of the variation in his
ultimate treatment when compared with patient-
level characteristics. When cancer specialists are
surveyed regarding their management of prostate
cancer, specialists tend to recommend the treat-
ment that they themselves deliver: the majority of
urologists recommend radical prostatectomy for
clinically localized cancer, whereas the majority of
radiation oncologists recommend radiation ther-
apy.10–12

PCPs may be in an ideal position to help men
with prostate cancer make treatment decisions.
First, compared with specialists, PCPs are more
likely to have longitudinal relationships with their
patients and often act as trusted sources of infor-
mation and provide emotional support for their
patients.13–15 In this role, they may be better suited
to elicit patient preferences and consider patient
comorbidities in clinical decision making.16–19 Sec-

ond, unlike specialists who are apt to recommend
the treatment they themselves deliver, PCPs may
be more likely to deliver balanced treatment rec-
ommendations and thereby help patients make
treatment decisions consistent with individual val-
ues.2,20 A PCP’s role may be particularly important
for patients who qualify for active surveillance pro-
grams based on their age, comorbidities, functional
status, and stage of their prostate cancer.

In this study, we hypothesized that men with
localized prostate cancer who received help from
their PCP to choose a treatment would be less
likely to receive definitive treatment with either
radical prostatectomy or radiation therapy,4 and we
anticipated that the effect would be larger among
men who may benefit most from active surveil-
lance, particularly men who are of advanced age,
who have a shorter life expectancy, and who have
lower-risk tumors.21 In addition, with well-docu-
mented racial differences in physician-patient com-
munication and patients’ engagement in their own
health care,22,23 we hypothesized that black men
would be less likely to report receiving help from
their PCP before treatment, and that these conver-
sations may be less strongly associated with the type
of treatment they receive.

Methods
Patient Cohort
The Philadelphia Area Prostate Cancer Access
Study (P2 Access) is a study of black and white men
diagnosed with localized prostate cancer within the
greater Philadelphia area. This study uses multiple
data sources, including a state cancer registry, pa-
tient surveys, and provider inventories, to under-
stand how access to care influences racial differ-
ences in prostate cancer treatment. This article is a
secondary analysis of data from the patient survey.
Men diagnosed with prostate cancer between Jan-
uary 1, 2012, and December 31, 2014, were iden-
tified from the Pennsylvania Cancer Registry
(PCR) using the following inclusion criteria: (1)
new diagnosis of prostate cancer; (2) adenocarci-
noma histology; and (3) resident of 8 specified
counties within the greater Philadelphia area
(Berks, Bucks, Chester, Delaware, Lancaster, Le-
high, Montgomery, and Philadelphia). Men were
excluded if they (1) died before data could be col-
lected, (2) were unable to speak English or Spanish,
and (3) had metastatic disease at the time of pre-
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sentation. We also excluded men if they had mili-
tary insurance (including Tricare and Veterans Ad-
ministration) and received chemotherapy for
treatment. This article focuses specifically on the
subset of men who reported having a PCP at the
time of their cancer diagnosis (95% of the total
respondents).

Patient Questionnaire
Men who were newly diagnosed with prostate can-
cer were invited to participate in a survey between
February 2014 and September 2015, reflecting the
lag time from diagnosis to identifying patients and
obtaining data from the PCR. Participants received
up to 2 mailings of the survey, followed by phone
calls to all nonresponders. An unconditional $2
incentive was included in the initial mailing, and
$15 was provided upon completion of the survey.
Survey items were based on prior studies4,24–27 and
were pilot tested among a similar cohort of men
with newly diagnosed localized prostate cancer.

PCP Help with Treatment Decision Making
To assess the role of PCPs in prostate cancer treat-
ment decision making, men were asked in the sur-
vey, “After you found out you had prostate cancer,
did your primary care provider help you decide
how to treat it?” Responses were yes or no.

Treatment
Data from the PCR was used to define receipt of
definitive treatment. Definitive treatment was clas-
sified as having either radical prostatectomy or ra-
diotherapy (including external beam radiation ther-
apy or seed brachytherapy).

Covariates
Patient sociodemographic characteristics that have
previously been found to influence prostate cancer
treatment were obtained from the survey and the
cancer registry. From the survey, patients reported
their education (less than eighth grade, some high
school, high school graduate, some college, college
graduate, and beyond college education), race/eth-
nicity (non-Hispanic white, non-Hispanic black,
Hispanic, and non-Hispanic other), and marital
status (married or single/other).10,28 We obtained
insurance at the time of diagnosis from the PCR,
classified as private, Medicaid, Medicare (with and
without a supplement), and none.

A validated mortality index was used to calculate
the life expectancy for each respondent based on
survey data.25 The index included age, body mass
index, tobacco use, self-reported comorbidities,
and functional status. Participants were grouped
into those with low (�25%), intermediate (25–
50%), high (50–75%), and very high (�75%) risks
of 10-year mortality.29

Tumor-specific data were abstracted from the
cancer registry. For our primary analysis, we eval-
uated a Gleason score from biopsy (�7, 7, �7), and
the clinical tumor stage (stage 1, 2, or 3 based on
the American Joint Committee on Cancer TNM
system).30 We performed a sensitivity analysis cal-
culating risk based on National Comprehensive
Cancer Network classification (NCCN) (low, in-
termediate, and high risk), which further included
prostate-specific antigen results obtained from the
PCR. Gleason score, clinical tumor stage, and
NCCN risk stratification have all been previously
shown to be prognostic predictors of prostate can-
cer outcomes.21,31

Statistical Analysis
Descriptive analysis was used to provide summaries
of patient sociodemographic and tumor character-
istics. The �2 test was used to compare character-
istics of men who did and did not receive help from
their PCP to decide on prostate cancer treatment
following diagnosis. We constructed a multivari-
able logistic regression model to assess whether
receiving help from the PCP regarding treatment
was associated with patient sociodemographic (age,
race/ethnicity, education, insurance, employment,
and marital status) and clinical (life expectancy,
Gleason score, and clinical tumor stage) character-
istics. Next, we examined the association between
receiving help from the PCP and receipt of defin-
itive treatment. Propensity score matching was
used to achieve balance on observable characteris-
tics among those who did and did not receive help
from their PCP. This was implemented using
1-to-1 nearest-neighbor matching and doubly ro-
bust methods in our multivariable regression
model.32 Our initial model adjusted for the above-
mentioned sociodemographic and clinical charac-
teristics. We then assessed whether the relationship
between receiving help from the PCP and treat-
ment patterns varied by patient race by including
an interaction term (race � PCP involvement). We
performed 3 sets of subgroup analyses to examine
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the association between receiving help from the
PCP and receipt of definitive treatment among
men who would be considered suitable candidates
for active surveillance under clinical guidelines: (1)
age �70 years; (2) limited life expectancy (10-year
risk of mortality �50%); and (3) NCCN-classified
low-risk prostate cancer.21,33 Finally, among the
subgroup of men who received definitive treat-
ment, we examined whether receiving help from
the PCP was associated with either type of treat-
ment (surgery or radiation) using a multivariable
logistic regression model, adjusting for sociodemo-
graphic and clinical characteristics. For covariates
with missing data, we used multiple imputation via
multiple chained equations based on all available
patient characteristics. Five imputed data sets were
used in this approach. Analyses were conducted
using Stata 13.0 software (StataCorp, College Sta-
tion, TX). This study was approved by the institu-
tional review boards at the University of Pennsyl-
vania and Johns Hopkins University.

Results
A total of 2386 of 4672 eligible men completed the
survey (adjusted response rate, 51.1%). Compared
with nonresponders, responders were white (77.5%
vs 61.5%) and had higher rates of receiving defin-
itive treatment (79.5% vs 70.9%) (Appendix Table
1). Among the 2294 men in our final analytic co-
hort, the average age was 65.4 years (standard de-
viation, 8.3 years; Table 1). Men predominantly
were white (78.6%), were married (80.0%), had a

Table 1. Demographic and Clinical Characteristics
of Patients

Characteristic

Age (years)
Mean (SD) 65.4 (8.3)
�60 567 (24.7)
60–64 459 (20.0)
65–69 570 (24.9)
70–74 363 (15.8)
�75 318 (13.9)
Missing 17 (0.7)

Race/ethnicity
Non-Hispanic white 1804 (78.6)
Non-Hispanic black 351 (15.3)
Hispanic 41 (1.8)
Non-Hispanic other 26 (1.1)
Missing 72 (3.1)

Education
Less than high school 157 (6.8)
High school graduate 529 (23.1)
Some college 463 (20.2)
College graduate 349 (15.2)
More than college 620 (27.0)
Missing 176 (7.7)

Insurance
Private 1271 (55.4)
Medicaid 67 (2.9)
Medicare 921 (40.1)
None 10 (0.4)
Missing 25 (1.1)

Employment
Unemployed/other 242 (10.6)
Employed 902 (39.3)
Retired 972 (42.4)
Missing 178 (7.8)

Marital status
Single 425 (18.5)
Married 1836 (80.0)
Missing 33 (1.4)

10-Year risk of mortality
�25% 622 (27.1)

25- 50% 747 (32.6)
50–75% 548 (23.9)
�75% 225 (9.8)
Missing 152 (6.6)

Gleason score 6.8 (0.89)
�7 909 (39.6)
7 920 (40.1)
�7 400 (17.4)
Missing 65 (2.8)

Continued

Table 1. Continued

Characteristic

Clinical tumor stage
1 1642 (71.6)
2 558 (24.3)
3 51 (2.2)
Missing 43 (1.9)

Definitive treatment
Yes 1825 (79.6)
No 364 (15.8)
Missing 105 (4.6)

Treatment
Surgery 1175 (51.2)
Radiation therapy 680 (29.6)
Hormone therapy 309 (13.5)

Data are n (%) of patients unless otherwise indicated.
SD, standard deviation.

doi: 10.3122/jabfm.2017.03.160359 PCPs Help Patients Choose Prostate Cancer Treatment 301

 on 10 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2017.03.160359 on 8 M

ay 2017. D
ow

nloaded from
 

http://www.jabfm.org/


higher-level education (62.4%), and had either pri-
vate insurance (55.4%) or Medicare (40.1%). The
majority of men had tumors with a Gleason score
�7 and clinical tumor stage 1 disease.

Over a third of men (38.2%) reported receiving
help from their primary care provider in deciding
how to treat their prostate cancer (Table 2). In
bivariate analyses, black men were more likely to
have reported receiving help compared with white
men. PCP involvement was less likely among men
who were employed or retired compared with those
who were unemployed. In the adjusted analysis,
black men (odds ratio, 1.76; 95% confidence inter-
val, 1.37–2.27) had a significantly higher likelihood
of receiving help from their PCP compared with
white men (Table 2).

Overall, 1825 men (79.6%) received definitive
treatment; 38.8% of men who received definitive
treatment reported receiving help from their PCP,
compared with 40.3% of men who did not receive
treatment (P � .58). Using propensity score match-
ing, we achieved appropriate balance on observable
covariates. In our doubly robust models, men who
received help from their PCP were as likely to
undergo definitive treatment as men who did not
report receiving help (odds ratio, 0.97, 95% confi-
dence interval, 0.75–1.26). Race did not modify the
effect of PCP involvement on definitive treatment
(P � .79). In subgroup analyses of men more likely
to be eligible for active surveillance—including
men with NCCN-classified low-risk disease, with
limited life expectancy (�50% 10-year risk of mor-
tality), and �70 years old—we did not find evi-
dence that discussions with PCPs were associated
with receipt of definitive treatment (Figure 1). Fur-
ther, we did not find significant associations be-
tween PCP help and the specific type of treatment
(surgery or radiation) among men who received
definitive treatment.

Discussion
In a large, population-based sample of men with
localized prostate cancer, we found that over one
third reported receiving help from their PCP in
deciding how to treat their cancer. In particular,
black men were more likely to report receiving help
from their PCP compared with white men. Con-
trary to our original hypothesis, we did not find
evidence that men who reported receiving help
from their PCP were less likely to receive definitive

therapy, either overall or in subgroups of men most
likely to be considered for active surveillance based
on clinical guidelines. Past studies show that PCP
involvement is often limited during cancer treat-
ment.15,34,35 Our results may suggest opportunities
to increase the role of PCPs in treatment decision
making among men with localized prostate cancer.

In our sample, a larger proportion of men (38%)
reported receiving help than was found by Jang and
colleagues4 (22%). Some of the difference may
stem from differences in approaches to measuring
PCP involvement. Jang et al used visit patterns
from the Surveillance, Epidemiology and End Re-
sults/Medicare database and defined PCP involve-
ment as a visit to a PCP between diagnosis and
treatment. We rely on patient self-report of receiv-
ing help during office visits or through other modes
such as telephone or electronic communication.
Further, in contrast to the study by Jang et al, we
limited our cohort to men who reported having a
PCP at the time of their prostate cancer diagnosis.
It is notable that, in our study, black men were
more likely to report discussing treatment with
their PCP, despite evidence suggesting that these
men are less likely to be active participants in their
health care and to be engaged with their provid-
ers.23,36 Our results may suggest that PCP involve-
ment is greater for patients vulnerable to disparities
in care. They may also point to potential differ-
ences between black and white patients in what
they value for high-quality care; similar to findings
from prior studies, minority patients may value
their PCP’s holistic approach to cancer care rather
than disease-specific care.37,38 Future efforts to em-
power PCPs to be able to engage with patients in
cancer treatment discussions is critical.

We did not find that receiving help from PCPs
was associated with a lower likelihood of receiving
definitive treatment. Our results were in contrast to
those of Jang and colleagues,4 though in that study
it is uncertain whether patients discussed their op-
tions for prostate cancer treatment during the PCP
visit. It may be that visit patterns with PCPs around
the time of diagnosis and treatment are related to
other factors that might influence the decision of
whether to pursue definitive treatment. Patients
perceived their primary care to be of high quality in
the study by Wallner et al,5 yet PCP engagement,
communication, and participation were not associ-
ated with improvement in meaningful deliberation
over treatment decisions. Within this context, lack
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Table 2. Bivariate and Multivariable Analyses of Patient Characteristics Associated with Receiving Help from the
Primary Care Physician Regarding Treatment

Received Help from the PCP,
n (%)

P Value*
Adjusted Model,† Odds Ratio

(95% CI) P ValueNo Yes

Total 1375 (59.9) 876 (38.2)
Age (years) .24

�60 340 (24.8) 220 (25.3) Reference
60–64 276 (20.1) 175 (20.1) 0.96 (0.72–1.27) .77
65–69 363 (26.4) 200 (23.0) 0.75 (0.51–1.09) .13
70–74 220 (16.0) 141 (16.2) 0.78 (0.51–1.19) .25
�75 175 (12.7) 135 (15.5) 0.85 (0.55–1.35) .50

Race/ethnicity �.001
Non-Hispanic white 1144 (85.1) 637 (75.3) Reference
Non-Hispanic black 167 (12.4) 177 (20.9) 1.76 (1.37–2.27) �.001
Hispanic 20 (1.5) 20 (2.4) 1.72 (0.91–3.28) .10
Non-Hispanic other 13 (1.0) 12 (1.4) 1.48 (0.68–3.22) .33

Education .04
Less than high

school
75 (5.9) 73 (9.1) Reference

High school
graduate

316 (24.8) 205 (25.6) 0.86 (0.61–1.26) .48

Some college 275 (21.6) 179 (22.3) 0.92 (0.63–1.36) .69
College graduate 214 (16.8) 127 (15.8) 0.97 (0.64–1.46) .87
More than college 396 (31.0) 218 (27.2) 0.91 (0.62–1.32) .62

Insurance .28
Private 783 (57.5) 469 (54.3) Reference
Medicaid 34 (2.5) 31 (3.6) 0.87 (0.50–1.50) .61
Medicare 539 (39.6) 361 (41.8) 1.04 (0.82–1.33) .74
None 6 (0.4) 3 (0.4) 0.66 (0.16–2.70) .56

Employment �.001
Unemployed/other 117 (9.2) 116 (14.5) Reference
Employed 579 (45.3) 309 (38.6) 0.75 (0.54–1.04) .09
Retired 581 (45.5) 376 (46.9) 0.83 (0.59–1.14) .24

Marital Status .08
Single 241 (17.7) 179 (20.7) Reference
Married 1122 (82.3) 688 (79.4) 1.03 (0.81–1.30) .84

10-Year mortality risk �.001
�25% 395 (30.3) 221 (27.3) Reference
25–50% 486 (37.2) 250 (30.9) 1.10 (0.79–1.54) .54
50–75% 299 (22.9) 244 (30.1) 1.62 (1.11–2.36) .01
�75% 125 (9.6) 95 (11.7) 1.36 (0.87–2.13) .18

Gleason score .73
�6 554 (41.3) 336 (39.6) Reference
7 549 (40.9) 359 (42.3) 1.03 (0.84–1.25) .77
�7 238 (17.8) 153 (18.0) 1.03 (0.80–1.34) .80

Clinical tumor stage .92
1 984 (72.8) 627 (73.0) Reference
2 335 (24.8) 214 (24.9) 0.99 (0.80–1.22) .93
3 32 (2.4) 18 (2.1) 0.88 (0.48–1.62) .68

*�2 Test.
†Imputed data, adjusted for age, race, education, insurance, employment, marital status, life expectancy, Gleason score, and clinical
stage.
CI, confidence interval.
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of association with differences in treatment pat-
terns as a result of PCP involvement may reflect the
limited influence of PCPs during treatment deci-
sion making, a period in which cancer specialists’
recommendations carry the most weight with pa-
tients. In our study, we also did not find PCP
involvement in decision making to be associated
with different treatment patterns among men who
may be least likely to benefit from definitive treat-
ment, including older men, men with limited life
expectancy, and men with low-risk disease. Many of
these men receive definitive treatment and are of-
ten unaware of the risk-benefit controversies asso-
ciated with treatments.39–41 PCPs may be particu-
larly well suited to capitalize on their longitudinal
relationship with patients within these subgroups of
men, using their knowledge of the patient’s comor-
bidities and functional status to help ensure that the
patient is making decisions in line with their values
and preferences.

With a large portion of patients reporting re-
ceiving help but no evidence from our data that, at
a population-level, this affected treatment patterns,
further work is needed to determine whether and

how PCPs’ roles might be extended to have a
greater influence in the treatment decision-making
process. In a survey of PCPs and cancer specialists,
Klabunde and colleagues34 found that many PCPs
saw themselves as playing a role in providing gen-
eral medical care, but far fewer reported a role in
determining initial cancer treatment. PCPs also
report feeling disconnected from their patient’s
care and endorse having insufficient knowledge
about treatment plans.14,42,43 This may limit a
PCP’s ability to effectively help his or her patients
navigate complex cancer treatment decisions. New
models of care that integrate interdisciplinary can-
cer care teams, promote communication between
PCPs and cancer specialists, and improve provider
competencies around cancer treatment may em-
power PCPs to engage in more meaningful discus-
sions with their patients about key treatment deci-
sions.

This study has several limitations. First, while
men reported obtaining help from their PCP in
choosing a treatment, we are unable to determine
the ways in which PCPs helped. It is possible that

Figure 1. Adjusted odds ratio (OR) and 95% confidence interval of receipt of definitive treatment associated with
receiving help from the primary care physician among various patient cohorts. All models adjusted for age, race,
education, insurance, employment, marital status, and life expectancy, with models for older men and limited life
expectancy additionally adjusted for Gleason score and clinical stage. NCCN � National comprehensive Cancer
Network.
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some PCPs engaged in discussing the risks and
benefits of different treatment options and assess-
ing patient preferences, others may have provided
emotional support, and still others may have had
more limited conversations. Delving deeper into
the type of help provided—both from a patient and
a PCP perspective—and analyzing the content of
conversations around these issues is an important
next step. Second, we do not have information on
the duration of the PCP-patient relationship,
which may affect the quality of the discussions and
the influence of the PCP on treatment decisions.
We might expect that longer relationships are as-
sociated with greater provider trust and more in-
fluence on decision making. Third, nonresponse
bias may have affected our findings, as responders
were more likely to be white men and received
definitive treatment. With conflicting prior evi-
dence,4,5 the direction in which this would bias our
findings on the association between PCP involve-
ment and definitive treatment remains unclear.
Fourth, patient self-report of discussions with their
PCP could be susceptible to recall and social desir-
ability biases; however, they are similar to those
reported in prior studies.5,20 Fifth, data were ob-
tained from a single geographic area, which may
limit the generalizability of the study. However, the
study area includes 5.3 million residents across ur-
ban and suburban locales. It is racially and ethni-
cally diverse, and 29% of the area’s population is
nonwhite.

Conclusions
Receiving help from a PCP was not associated with
differences in treatment patterns in our study pop-
ulation of men with clinically localized prostate
cancer, either overall or in cohorts who may be
least likely to benefit from definitive treatment.
Our study may point to opportunities to leverage
the help that PCPs are providing to their patients
in order to promote preference-sensitive care, and
also the need to explore new models of collabora-
tive decision making between cancer specialists,
PCPs, and patients.

To see this article online, please go to: http://jabfm.org/content/
30/3/298.full.
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Appendix Table 1. Demographic and Clinical Characteristics of Responders and Non-Responders

Characteristic Responders N (%) n � 2386 Non-responders N (%) n � 2286 P-value*

Age (years) 0.044
�60 704 (29.5) 712 (31.2)
60–64 511 (21.4) 492 (21.5)
65–69 559 (23.4) 464 (20.3)
70–74 349 (14.6) 323 (14.1)
�75 263 (11.0) 294 (12.9)
Missing 0 (0.0) 1 (0.0)

Race/ethnicity �0.0001
Non-Hispanic White 1850 (77.5) 1405 (61.5)
Non-Hispanic Black 391 (16.4) 691 (30.2)
Hispanic 32 (1.3) 88 (3.9)
Non-Hispanic Other 0 (0.0) 0 (0.0)
Missing 113 (4.7) 102 (4.5)

Insurance 0.058
Private 1310 (54.9) 1198 (50.9)
Medicaid 73 (3.1) 102 (4.5)
Medicare 958 (40.2) 921 (40.3)
None/Other 19 (0.8) 20 (0.9)
Missing 26 (1.1) 45 (2.0)

Gleason score 0.317
�7 944 (39.6) 901 (39.4)
7 953 (39.9) 896 (39.2)
�7 414 (17.4) 348 (15.2)
Missing 75 (3.1) 141 (6.2)

Clinical tumor stage 0.446
Stage 1 1706 (71.5) 1649 (72.1)
Stage 2 574 (24.1) 514 (22.5)
Stage 3 58 (2.4) 62 (2.7)
Missing 48 (2.0) 61 (2.7)

Treatment
Surgery 1230 (51.6) 1053 (46.1) 0.496
Missing 386 (16.2) 543 (23.8)
Radiation therapy 703 (29.5) 602 (26.3) 0.539
Missing 399 (16.7) 537 (23.5)
Hormone therapy 326 (13.7) 319 (14.0) 0.122
Missing 423 (17.7) 566 (24.8)

Active Treatment �0.001
No 393 (16.5) 567 (24.8)
Yes 1897 (79.5) 1620 (70.9)
Missing 96 (4.0) 99 (4.3)

*Using chi squared tests.
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