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Abstract
Objective—Evaluate a computer-assisted telephone counseling (CATC) decision aid for men
considering a Prostate Specific Antigen (PSA) test.

Methods—Eligible men were invited by their primary care providers (PCPs) to participate.
Those consenting received an educational booklet followed by CATC. The counselor assessed
stage of readiness, reviewed booklet information, corrected knowledge deficits and helped with a
values clarification exercise. The materials presented advantages and disadvantages of being
screened and did not advocate for testing or for not testing. Outcome measures included changes
in stage, decisional conflict, decisional satisfaction, perceived vulnerability and congruence of a
PSA testing decision with a pros/cons score. Baseline and final surveys were administered by
telephone.

Results—There was an increase in PSA knowledge (p<0.001), and in decisional satisfaction
(p<0.001), a decrease in decisional conflict (p<0.001), and a general consistency of those
decisions with the man's values. Among those initially who had not made a decision, 83.1% made
a decision by final survey with decisions equally for or against screening.

Conclusions—The intervention provides realistic, unbiased and effective decision support for
men facing a difficult and confusing decision.

Practice Implications—Our intervention could potentially replace a discussion of PSA testing
with the PCP for most men.
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1. Introduction
Considerable controversy exists about the effectiveness of prostate specific antigen (PSA)
screening in reducing mortality from prostate cancer (PCa), although there is good evidence
that the PSA test can detect early stage prostate cancer. Moreover, there is evidence that
screening is associated with important harms: frequent false-positive biopsies, anxiety,
overtreatment of non-aggressive cancers. [1]. Most organizations recommend that men
should be given the opportunity to discuss the benefits and risks of PSA testing with their
primary care providers (PCPs) before making a screening decision [2].

Two recent reports of randomized trials of PSA screening have done little to resolve the
screening controversy. One study showed no mortality benefit. The other identified a small
impact of PSA testing on PCa mortality but was associated with considerable human and
financial cost due to overtreatment [3,4]. The controversy over whether PSA testing can
significantly reduce PCa-specific mortality has resulted in some PCPs who strongly
recommend PSA testing, some who strongly recommend against, and few who inform men
about the pros and cons and share in the decision-making process. Men may also feel
pressure from family, friends, public figures and the media, most of whom urge PSA testing.
Given this confusing situation, informed decisions about whether one should or should not
get a PSA test have never been more needed.

To make an informed decision, the US Preventive Services Task Force suggests that one
should understand the risk or seriousness of the disease and the preventive service offered,
one should understand its risks, benefits, alternatives, and uncertainties and one should
weigh his values regarding potential harms and benefits before engaging in decision-
making. Decision-making may be shared with one's provider and sharing may range from no
sharing at all to ceding the decision making to the PCP [5].

In general, decision aids help patients make informed decisions about a number of
preventive measures and treatments. Several aids have been developed specifically to
address PSA testing [6-13]. O'Connor proposes that a good decision aid should: 1) improve
knowledge of the problem, options, and outcomes, 2) create realistic expectations of
outcomes, 3) clarify personal values for outcomes 4) promote congruence between values
and choice, 5) reduce decisional conflict, 6) promote implementation of choices and 7)
improve satisfaction with decision making [11]. These standards seem to us and others
[14,15] to apply to decision-making around cancer control issues in general and PSA
screening, in particular.

Evans et al. [16] reviewed eight PCa screening decision aids and concluded that most aids
increase knowledge and help subjects feel more confident about their decision. Several
reviews confirm that PCa screening decision aids generally increase patient knowledge,
decrease decisional conflict, and/or increase greater involvement in decision-making
[17,18]. A Cochrane review of decision aids concluded that PCa screening decision aids also
appear to decrease interest in PSA testing [17]. Few studies of PCa screening decision aids
have included measures of decision congruence with the patient's preferences and values.
Most aids do not promote shared decision-making or define a role for the PCP. Two studies
that do address these issues are: a) a randomized trial of a web-based decision aid compared
to publicly available websites that showed better congruence of men's decisions and their
values after reviewing the web-based aid [19] and b) a video decision aid that showed men
who had decided not to be screened were less likely to discuss their decision with their PCP
compared to men who had decided otherwise [20].

Telephone counseling has been successful in many health promotion efforts focused on
moving individuals to a desired health behavior such as having regular screening
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mammograms. But, to our knowledge, it has not focused on the outcome being an informed
decision, rather than a specific desirable behavior [21-29]. Decision making about PCa
screening is complex because the value of PCa screening is unproven. A PCa screening
decision aid should therefore not promote screening but rather promote informed decision
making that is congruent with a man's values and understanding, regardless of whether the
decision is for or against screening. A decision aid may also serve to complement discussion
with one's PCP, although few engage in balanced discussions and most do not discuss the
negative aspects of PSA testing [30].

The purpose of the pilot study reported here was twofold: 1) to evaluate the effectiveness of
computer-assisted telephone counseling (CATC) as a decision aid for men considering PSA
testing and 2) to present a testable surrogate for discussion and decision sharing with one's
PCP. The more common model of informed decision making includes a decision aid (print,
video, etc.) with no or limited live interaction between decision aid and subject, sometimes
followed by discussion and/or shared decision making between patient and PCP. Our
intervention is distinguished from other decision aids by the use of a CATC system and a
counselor who played several roles: educator, facilitator of values clarification, and
motivational interviewer. Our study is also distinguished from many other studies of
informed decision making by the inclusion of measures of stage of readiness and stage
change, perceived vulnerability, decisional conflict, decisional satisfaction, as well as pros
and cons scores to quantify values, and the difference between pros and cons scores to
quantify the consistency of values with the PSA decision made.

2. Methods
2.1. Study sample and selection criteria

Three large primary care medicine practices in Worcester MA participated in the study.
Eligibility criteria included: being male, ability to speak English, age 50-70 years (45-70 for
African-Americans), no history of PCa and no PSA test in the last 12 months. Providers
reviewed lists of their patients who met these criteria and eliminated those they thought were
not study candidates (life expectancy of ≤ 5 years, dementia). The University of
Massachusetts Medical School Institutional Review Board approved the study that was
conducted in 2007-8.

2.2 Intervention overview
Eligible men from selected primary care practices who were approved for study by their
PCP were invited by a letter signed by their PCP recommending participation in the study.
The letter stated that the recipient had an opportunity to join a study to learn about PCa and
a test for PCa, that study personnel would be calling to enroll him and that, if he enrolled, he
would receive an informative booklet and be referred to a counseling service to discuss the
booklet. Within 1-2 weeks, the research assistant made up to 8 attempts to reach each
subject leaving up to 2 voice messages. When an eligible man was reached, consent to be in
the study was obtained, the baseline survey administered, an appointment made for the
telephone counselor call, and the booklet sent. 1-2 weeks after the booklet was sent, the
telephone counselor called and followed the CATC protocol that included assessment of
stage of readiness to make a decision about whether or not to be tested, review of the
information in the booklet, correction of any knowledge deficits and assistance in a values
clarification exercise. Congruence of stated values with the testing decision was assessed at
the end of the call. Men whose overall values contradicted their screening decision received
additional counseling. A final telephone survey was administered 4-8 weeks following the
counseling call.
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2.3 Booklet development
The booklet was patterned after the PROCASE booklet of Partin et al. [6,31] who had
included concepts that patients, urologists and oncologists consider key to understanding
PCa and the PSA test. With the help of a low literacy consultant, the booklet was revised to
accommodate low literacy participants at a 5th grade reading level. The revised booklet
ultimately included findings from focus groups and key informant interviews with African-
American and non African-American and low-literate men. Low literate men were identified
by their PCP and confirmed by their answers to several literacy questions (see section 2.5).
The same qualitative research consultant conducted the focus groups, telephone interviews,
and in-person interviews. When asked to evaluate the fairness of the booklet, men reported
that the booklet seemed well-balanced and unbiased regarding PSA testing options. See
Table 1 for methodology of booklet development.

2.4 Counselor training, counselor protocol and computer support
The counselor had a master's degree (MPH) and had experience interviewing and counseling
participants in prior studies. The training protocol involved practice in the use of the CATC
system, education about the basics of PCa and PSA testing controversy and motivational
interviewing techniques including the use of open-ended questions, reflective listening and
asking permission to give information. Training was conducted by the study oncologist,
psychologist and project director, included role playing lasted about 20 hours. Random calls
were monitored for quality control [29].

The counseling call protocol and the design of the supporting computer software were
adapted from our previously developed computer-assisted telephone counseling (CATC)
systems for breast and colon cancer screening [26-29,32]. The CATC system directed the
telephone counselor to screens displaying messages appropriately tailored to the subject's
level of interest and knowledge and enabled the counselor to easily access information
required to address patient questions from menus linked to scripted answers to frequently
asked questions. The protocol directed the counselor to identify a man's stage of readiness to
make a decision about PSA testing at several points during the call, based on the stage
classification in the Precaution Adoption Process Model (PAPM) [33,34]. Table 2 shows
how the counselor introduced the purpose of the call. Table 3 shows a typical exchange
between a Stage 3 (Undecided) participant and the counselor.

In addition to addressing knowledge deficits, the counselor assisted men in a values
clarification exercise. In the values clarification exercise, a man was asked to rate the
importance of reasons favoring PSA testing (pros) and reasons against screening (cons). The
CATC system calculated the difference between the total pros and cons scores, yielding a
positive value if pros scored higher than cons and a negative value if cons scored higher. If
the pros/cons score conflicted with a man's testing decision (e.g., a negative score but a
decision to get tested), the counselors employed motivational interviewing principles
[35-37] to assist him in exploring and resolving the conflict.

2.5 Data collection
The surveys: The baseline survey included items on socio-demographics, family history of
PCa and literacy skills. Both the baseline and final surveys included items on knowledge and
beliefs about PCa and PSA testing, stage of readiness to make a decision about PSA testing,
perceived risk, questions about decisional conflict, decisional satisfaction and perceived
vulnerability. The surveys did not include pros or cons about PSA screening or about the
controversy regarding PSA's role in reducing PCa mortality. The baseline survey estimated
literacy with 2 items: highest education level and interest in reading (like to read a lot; like
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to read short things; don't like to read much; or have trouble reading). Men were offered a
gift card as an incentive for answering the surveys.

2.6 Measures
Outcome measures: See Table 4. Knowledge, perceived vulnerability, decisional conflict,
decisional satisfaction and the subject's stages of readiness were measured on the baseline
survey and on the final survey. Staging information was also collected during the counseling
call. Perceived vulnerability items were included because the literature has reported a
general relationship of perceived vulnerability and screening [40]. The Values Clarification
score was obtained at the end of the counseling call. Each man was asked to weigh the
importance of each of five core pro reasons and each of five core con reasons by circling
asterisks which were placed next to each item in the booklet. There were six possible
choices from ‘no asterisk circled’ (of no importance to the man) to ‘five asterisks circled’
(extremely important). Each star counted 1 point. A pro reason got a plus score and a con
reason a minus score. Men could add and score personal pros and cons, which were then
collapsed into five additional pro and con categories. A man's final score indicated whether
he was leaning against screening (negative number) or towards screening (positive number)
and with what strength.

2.7 Statistical Analysis
All analyses were performed using Stata SE v.10.1 [46]. Characteristics of the sample were
summarized using frequency tabulations for categorical variables and means and standard
deviations for continuous variables. Nonparametric versions of the chi-square test, t-test and
ANOVA were used to account for small cell frequencies and non-normal distributions of
continuous data. Comparisons of continuous variables with 2 groups were analyzed using
the sign test and Kruskal-Wallis test for data with more than 2 groups. Comparisons of
categorical variables with cell counts >5 were analyzed using the chi-square test. A p value
of <0.05 was considered statistically significant. Except where noted, p-values were
calculated using the chi-square test.

3. Results
3.1 Patient population recruitment and participation

Study PCPs approved 310 men. Of these, 18 (5.8%) were found to be ineligible when
contacted, 57 (18.4%) had disconnected phones, 79 (25.5%) were unreachable, and
41(13.2%) refused study participation, leaving 115 (37.1%) men who completed the
baseline survey, seven of these had low literacy. 101 of the men who completed the baseline
survey completed the counseling call, representing 43.0% of the 235 men who were eligible
and had a current phone number. Table 5 shows selected characteristics of those 101 men.
Of the 101 men who completed the baseline survey and counseling, 92 completed the final
survey. Only 17.1% of African-American men could be contacted and agreed to counseling
compared to 38.4% of Caucasian men (p=.001). Fewer African-American men had current
telephone numbers than Caucasian men (p=.008). Of the 41 refusals, 11 responded: 5 were
“not interested,” 4 had “no time”, 1 wanted “to talk with my PCP first”, and 1 didn't
understand the prompt. Ages and prior PSA testing of those completing the baseline survey
and those unreachable or refusing were not statistically significantly different (p>.05).

The average counseling call took 20 minutes. All men received some basic motivational
interviewing components: assessing stage, giving feedback on staging/intentions, eliciting
pros/cons regarding screening, assessing self-efficacy (if Decided Yes). Three men had
made decisions that were non-congruent with their pros/cons scores. When the discrepancy
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was noted, they changed their decision to match their pros/cons values (1 Decided No; 2
Decided Yes), adding about 5 minutes to the call.

3.2 Changes in stage of readiness
Table 6 shows the distribution of stages of readiness of the 92 counseled men who
completed both surveys at 1) baseline survey, 2) beginning of the call, 3) end of the call, and
4) final survey. Initially 47.8% of men were unaware of or unengaged in PSA testing, but
after receiving the booklet, only 7 (7.6%) were still unengaged or unaware. At the baseline
survey, only 35.9% of men had made a decision about PSA testing: 3.3% decided not to be
tested and 32.6% decided to be tested. After receiving the booklet, 71.7% had made a
decision about the testing issue. From baseline to final surveys, men making a PSA testing
decision increased from 35.9% (n=33) to 85.9% (n=79) (p<0.001).

Table 7 shows the stage at final survey for men in each stage on the baseline survey. The
initial Decided No group was very small and remained Decided No. Most of the initial
Decided Yes group (22/27, 81.5%) also did not change stage. Of the 59 men who initially
had not made a testing decision (Unaware, Unengaged, Undecided), 49 (83.1%) made a
decision by final survey. Nearly equal numbers of these 49 men, Decided Yes (27/49,
55.1%, 95% CI: 40.2%, 69.3%) and Decided No (22/49, 44.9%, 95% CI: 30.7%, 59.8%.

3.3 Changes in knowledge, perceived vulnerability, decisional conflict and decisional
satisfaction

Table 8 shows changes in knowledge, perceived vulnerability, decisional conflict and
decisional satisfaction. All changed significantly except for perceived vulnerability, even
though the intervention included information about PCa risk as it related to age, family
history and race. Men showed significant improvement on several knowledge items: the
most common cause of problems with urination; most men with PCa die from something
else; the main adverse effects of PCa treatment (urine loss; sexual dysfunction).

3.4 Pros and cons score and stage correlations
Regarding distribution of scores, 25% of men had strong pros scores compared to 10.9% of
men with strong cons score and 37% of men had moderate pros scores compared to 34% of
men with moderate cons scores. Figure 1 shows the relationship between the summed pros-
cons scores and the participants' stages at the end of the counseling call. The median scores
are statistically significantly different (Kruskal Wallis p = 0.0001) and consistent with the
related stages: Decided Yes is associated with the highest positive score, Decided No with
the lowest negative score, and Undecided scores cluster around a pro/con difference of zero.
Thus the men's decisions, represented by the stages, are mostly consistent with their values,
as measured by the pro/con score difference.

4. Discussion and conclusion
4.1 Discussion

Overall, the intervention was well received by the men. Almost all considered the booklet
and the counseling improved their knowledge of PCa and PSA. We believe the booklet and
counseling presented a balanced picture, neither for nor against testing. This contention is
supported by two facts: a) men in two focus groups reviewed the booklet and informed us
that the booklet was not biased but balanced regarding PSA testing and b) men who had not
made a decision prior to the intervention were equally apt to make a pro or a con testing
decision following the intervention.
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Our intervention was highly successful in helping men make an informed decision by the
end of counseling. At the baseline survey, only 36% of the group had made a decision. But
by the final survey, 86% had made a decision. Although more men ultimately decided in
favor of screening (n=49, 53%) than decided against (n=30, 33%), this finding is primarily
due the large number of men whose initial stage was Decided Yes (n=30), most of whom did
not change stage. For men in all other stages at baseline (Unaware, Unengaged, Undecided),
nearly equal numbers moved to either Decided No or Decided Yes by the final survey.
Perhaps more importantly, the intervention helped almost all of the men either make or
confirm a decision that was congruent with their values.

Staging men at different points in the intervention was an important aspect of the study and
allow us to judge the value of various intervention components. For example, as shown in
Table 6, the booklet alone moved almost all men from Unaware and Unengaged to higher
stages. Staging also permitted us to key the counseling script to the individual participant's
stage. Table 3 shows a typical counseling sequence for a Stage 3 (Undecided) participant.

We believe the addition of a telephone counselor to the mailed booklet was critical.
Although in a randomized study, the PROCASE booklet alone demonstrated an
improvement in knowledge and clarity about preference [6,31], only 50% of men mailed the
PROCASE booklet looked at it [47-49]. In Partin's qualitative work, men said they would
not complete the self-administered values clarification exercise, considered an essential
component of decision aids [50]. We hypothesized that the addition of a follow-up call from
a counselor would be an encouragement for men to read the booklet and complete the
exercise with the help of the counselor. In our study, 99% of the men read the booklet and
every counseled man completed the exercise. The interaction with the counselor also
provided an opportunity to correct any misunderstandings in real time and permitted low-
literacy men to have an “interpreter” of the booklet's information. While the counselor in
this pilot study was master's prepared, typical requirements for a counselor would be
bachelor's prepared, familiarity and ease with computers, informal experience with
counseling and 40 hours of training using the CATC system.

An informed decision should rest on adequate knowledge. In this study, at baseline, only
43% of men had a knowledge score >= 80%, suggesting insufficient knowledge to make an
informed decision. By the final survey, 92% of men had achieved a knowledge score >=80%
score, a reasonable knowledge base for informed decision-making. Results from the final
survey showed a significant and substantial increase not only in knowledge, but also a
significant decrease in decisional conflict, a significant increase in decisional satisfaction, a
consistency of decisions with values and the movement of the majority of initially undecided
men to a decision.

Generalizability of our study findings is limited by the composition of the study population
and selection bias. Most participants were white, middle class and well-educated. Only 7%
of the men were low-literate and only 12% were non-Caucasian despite our efforts to
promote participation by a diverse population that included a personalized invitational letter
with an enthusiastic endorsement of the study by each man's PCP, print materials designed
for a 5th grade reading level or less, and multiple attempts to reach each subject. Also, it is
likely that the composition of the study population was biased towards men with an interest
in learning more about PCa and PSA testing. Most men who actively or passively refused to
participate did not share their reasons. Other study limitations include the absence of a
control group and possible impact of the surveys on participation and outcome.

A disturbing finding was the low number of African-Americans who participated. One
reason was that 30% did not have a working phone number. Another 30% had a working
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phone number but did not answer or return any of the counselor's eight calls. This may
reflect distrust of the medical system, a firm PSA testing decision already made and/or the
men may have felt no need to review the issues or their motivations. More vigorous attempts
to engage this population could involve alternate recruitment strategies (e.g. referral at the
time of a clinic visit) and community outreach programs (e.g. through community or church
groups).

4.2 Conclusions
Our pilot study was successful in significantly improving knowledge, decreasing decisional
conflict, increasing decisional satisfaction and increasing the number of men making a
decision about PSA testing. We believe that enough men were motivated to receive
telephone counseling to justify further study of this method. A print decision aid alone may
be adequate for some men (e.g., many of those decided yes after reading the booklet).
Measuring key outcomes after men read the booklet and before counseling could confirm
this observation. Values clarification may not be required for men to achieve similar
outcomes given that very few men changed stage after the values clarification exercise.
Because we did not measure decisional conflict and decisional satisfaction before and after
the values clarification exercise, we cannot judge the impact of the exercise on these
measures. We believe the intervention, combining print material with a CATC system
provides realistic and effective decision support for men facing a difficult decision and could
potentially substitute for discussion of PSA testing with their PCPs. However, in the absence
of a controlled trial, this is speculation.

4.3 Practice implications
Adequately informing men about the uncertainties and tradeoffs involved in PSA testing so
they can make an informed and value-concordant decision takes time to do well. With most
practitioners working under pressure to see more patients in less time, helping patients
understand complex health issues has become a luxury few PCPs can afford [51]. Less than
16% of study subjects had had a discussion about PSA testing with their PCP at their last
clinic visit, a finding consistent with a recent report of shared decision making [30].

The current crisis in the PCP workforce has serious detrimental effects on patient education
and counseling [52]. Given patients average face-to-face time with PCPs of 15 minutes, it
seems unlikely that men could receive an adequate education about PSA testing during a
routine visit [53]. Even if PCPs had adequate time and compensation, it is unclear whether
they have the skills to counsel men to make an informed decision. Our intervention could
potentially replace a men's discussion of PSA testing with their PCP. The small minority of
men who remain undecided after receiving the intervention could request discussion and
shared decision making with their PCP.

Future research should investigate reasons for refusal and for the difficulty in reaching
patients by telephone. A randomized controlled trial comparing other decision aids to our
intervention would clarify its relative efficacy and cost-efficiency.
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Figure 1. Box Plot of Pro Sum Score-Con Sum Score by Stage at End of Counseling Call
Each box represents the interquartile range (middle 50% of values), the line in the box the
median, the vertical lines the extent of the highest and lowest quartiles, and the dots
represent values that lie more than 1.5 times the interquartile range from the median.
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TABLE 1
Methodology for Booklet Development

Setting Participants Overall Task Specific Task Facilitator Role

2 Focus Groups AA* men group
(n=5)

Review overheads of
revised PROCASE
booklet

React to each page,
title, text, illustrations,
formatting and overall
reaction

Respond to questions and
objections; seek suggestions
for revision

Non-AA men group
(n=9)

Individual Telephone Interviews Focus group
participants: AA
men (n=2) Non-AA
men (n=3)

Review booklet,
now revised again
after above focus
group input

Review each page,
added material from
focus group
suggestions

Seek feedback on revision,
seek additional changes to
be made

Non-focus group
participants: AA
men (n=2) Non-AA
men (n=2)

Individual face-to-face meetings at
UMass

Low literate AA
men (n=2)
Low literate Non-
AA men (n=2)

Review revised
PROCASE booklet

Review for need for
clarification of
concepts

Assist men in reading
booklet; 2 men wanted the
facilitator to read the pages
to them.
Assess need to revise for
clarification.

*
AA refers to African-American
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TABLE 2
Counselor Presentation of Rationale for Booklet and Call

We will be talking about testing for prostate cancer today. Page 3 of your booklet explains why your doctor wants you to talk about prostate
cancer with me today.

Getting tested for prostate cancer may not be a good thing for everyone.

In fact expert doctors do not agree on routine testing for prostate

Some doctors say all men should get tested.

Others say that no men should be tested because they believe that many more men would be harmed by testing than would be helped.

Your doctor wants to be sure you understand all the reasons for and against getting tested and come to a decision that fits with your personal
values.

Your doctor believes it would be OK for you to get tested, but also fine if you decide against testing, as long as you are comfortable with your
decision.

Do you have any questions about why your doctor wants you to talk with me today?
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TABLE 3
Typical Dialogue between Counselor and Stage 3 (Undecided) Man

Counselor: So you know about the PSA screening blood test. Have you made a decision about whether to get the test or not?

Participant: I've been thinking a lot about it. But, no, I haven't made a decision. I really can't make up my mind. It seems awful confusing. I
think of reasons to get it and reasons not to get it.

Counselor: Well, you're not alone. It's hard for many men to make a decision about testing. There are good reasons FOR getting tested and there
are good reasons AGAINST getting tested.

Participant: I want to be sure I choose the right answer.

Counselor: There is really no right or wrong answer. Each man should look at his personal reasons for being tested or not being tested and
weigh them. Your values are most important in choosing the right decision for you.

Participant: You mean the facts aren't enough.

Counselor: Right. The facts alone are not enough. By looking at the reasons you have for and against getting tested, we may be able to help you
make a decision. If you've gotten any of the facts wrong, I can help straighten that out. That way your decision will be based on the facts and
also on your personal values.

Participant: OK.

Counselor: [Reviews participant's reasons for and against] Is there any more information that would help you make a decision about getting
tested?

Participant: No.

Counselor: OK. [Moves to pros/cons value clarification exercise] Let's look again at your reasons for and against testing, but this time let's look
carefully at how much each reason means to you. By weighing how much a reason means to you, you may see what decision best fits you.
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TABLE 5
Characteristics of Counseled Men (N=101)

Characteristic N (%)

Age

 40-49 6 (5.9)

 50-64 87 (86.1)

 ≥65 8 (7.9)

Race

 African American 12 (11.9)

 White 84 (83.2)

 Other 5 (5.1)

Education

 < High school 4 (4.0)

 Grad HS or tech 17 (16.8)

 Some college 26 (25.7)

 College grad 29 (28.7)

 Post grad 25 (24.8)

Household financial situation

 Very comfortable with money for extras 49 (48.5)

 Can make ends meet without cutting back 28 (27.7)

 Have cut back just to make ends meet 14 (13.9)

 Very hard to get by 6 (5.9)

 Refused 4 (4.0)

Married or living with partner

 No 12 (12.0)

 Yes 87 (87.0)

 Refused 1 (1.0)

Goes for checkups when well 82 (81.2)

Family history 8 (7.9)

Low literacy 7 (6.9)

Stage at baseline survey

 1: Unaware 22 (21.8)

 2: Unengaged 28 (27.0)

 3: Undecided 15 (14.9)

 4&5: Decided 36 (35.6)

  4: Decided No 4 (4.0)

  5: Decided Yes 32 (31.7)
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TABLE 6
Stage of Adoption from Baseline Through Final Survey

Baseline Survey
n (%)

Before Counseling
n (%)

After Counseling*
n (%)

Final Survey
n (%)

Unaware 20 (21.7) 1 (1.1) 0 0

Unengaged 24 (26.1) 6 (6.5) 0 0

Undecided 15 (16.3) 19 (20.1) 5 (5.5) 13 (14.1)

Decided 33 (35.9) 66 (71.7) 86 (94.5) 79 (85.9)

 Decided No 3 (3.3) 20 (21.7) 28 (30.8) 30 (32.6)

 Decided Yes 30 (32.6) 46 (50.0) 58 (63.7) 49 (53.3)

*
N=91 due to missing data
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