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Abstract
Objectives—To collect normative data, assess differences between demographic groups, and
indirectly compare US and Canadian medical systems relative to patient expectations of
involvement in cancer treatment decision making.

Study Design—Meta-analysis.

Methods—Individual patient data were compiled across 6 clinical studies among 3491 patients
with cancer who completed the 2-item Control Preferences Scale indicating the roles they
preferred versus actually experienced in treatment decision making.

Results—The roles in treatment decision making that patients preferred were 26% active, 49%
collaborative, and 25% passive. The roles that patients reported actually experiencing were 30%
active, 34% collaborative, and 36% passive. Roughly 61% of patients reported having their
preferred role; only 6% experienced extreme discordance between their preferred versus actual
roles. More men than women (66% vs 60%, P = .001) and more US patients than Canadian
patients (84% vs 54%, P <.001) reported concordance between their preferred versus actual roles.
More Canadian patients than US patients preferred and actually experienced (42% vs 18%, P <.
001) passive roles. More women than men reported taking a passive role (40% vs 24%, P <.001).
Older patients preferred and were more likely than younger patients to assume a passive role.

Conclusions—Roughly half of the studied patients with cancer indicated that they preferred to
have a collaborative relationship with physicians. Although most patients had the decision-making
role they preferred, about 40% experienced discordance. This highlights the need for incorporation
of individualized patient communication styles into treatment plans.
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Control preferences regarding decision making among patients with cancer have been
associated with patient outcomes.1 Several studies have demonstrated that patients who are
involved in making medical decisions fare better2,3 and are more satisfied4–6 than patients
who do not. Based on the unfolding theory by Coombs,7 Hack and colleagues8 developed a
reliable and easy-to-administer instrument to measure the degree of control a patient desires
over his or her medical decisions wherein patients were asked to rank 5 different roles in
order of preference. The measure was used in multiple nursing investigations. Hack et al
found that there was potential for discordance among patients with cancer between the
decision-making roles patients preferred and the roles they experienced (or were allowed to
have) in the active or collaborative experience. The Control Preferences Scale (CPS)
(eAppendix A, available at www.ajmc.com) asks patients 2 questions about how much
decision-making control they would like to have and how much decision-making control
patients perceived that they actually experienced. There are 5 response categories with
associated stick figure drawings for each of the following 5 control options: active, active
shared, collaborative, passive shared, and passive. The responses can be further collapsed
into the following 3 categories of role responses: active, collaborative, and passive.9 There
has been renewed interest in examining patient preferences regarding decision making
because of the focus on patient-centered care,10,11 and the CPS is a brief and valid measure
of this construct.12

The CPS has been applied in studies across the world, including Sweden,13 the United
Kingdom,14 Germany,15 Italy,16 and Norway.17–19 The CPS has been shown to have good
psychometric properties.9,20,21 However, to date there has not been a compilation effort to
provide collective normative data for others to reference. This article aims to fill that void.

BACKGROUND
Several studies22–24 have attempted to determine what factors are associated with desired
levels of control preference in treatment decision making. Many investigations have shown
that higher education level is associated with preference for a more active role. In a sample
of 1012 Canadian women with breast cancer, Degner et al12 found that patients who were
more educated and younger desired a more active role. Education level and length of follow-
up were associated with choice of an active or collaborative role among 140 Italian patients
with multiple sclerosis.16 In a national survey of 1000 Norwegian women older than 18
years, characteristics associated with more active role preferences were age 45 to 59 years
(relative to younger and older age groups), higher education level, better general health
status, and a negative attitude toward therapy.18 In a study25 of 5199 adults from Wisconsin,
female sex, higher education level, better self-rated health, and fewer prescription
medications predicted a significantly higher probability of the most active involvement in
decision making. Role preference showed little variability over time. Hence, role preference
may be more of an intrinsic personality trait that is consistent over time and situations.

Several other factors are also known to influence role preference. In a community survey of
514 men aged 50 to 70 years in Sydney, Australia, occupational skill level predicted men’s
preferences for a passive role.26 Patients with occupational skill levels 3 through 5 were
significantly more likely to delegate decision making to physicians than were managers and
professionals. Shields and colleagues27 found that patients having prostate or breast cancer,
less fatalistic orientation, and professional or managerial occupations preferred a shared or
active role compared with patients having other cancers, more fatalistic orientation, and
other occupations. In a population-based survey of 2765 adults, age younger than 45 years,
excellent self-rated general health, female sex, and white (vs Hispanic) race/ethnicity were
associated with preferences being more patient oriented (ie, more active role).28 In a survey
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of Norwegian women with urinary incontinence, older age and being married were
associated with lower likelihood of preferring an active role.17

Rationale for the Pooled Analysis
The differences between US and Canadian healthcare systems have been well documented.
29–31 Despite the growing body of evidence for incorporating patient control preferences in
medical care, it is unknown if preferences vary by country. This study pooled individual
patient data from 6 studies conducted in the United States or Canada and included 3491
patients. The meta-analysis sought to determine (1) estimates of the overall distribution for
preferences among patients with cancer in terms of role expectation and experience in
treatment decision making, (2) the effect of selected demographic and clinical variables on
patient preference and experience in treatment decision making, and (3) differences in
control preferences between US and Canadian patients.

METHODS
Data were compiled from 6 studies that administered the CPS to patient populations. The
Study of Cancer Survivors I by the American Cancer Society32 was intended to be a national
(US) prospective longitudinal study among patients surviving 1 of 10 common cancers,
including prostate, female breast, lung, colorectal, bladder, uterine, kidney, ovarian, skin
melanoma, and non-Hodgkin’s lymphoma. We included patients from the state of Minnesota
for the pooled analysis.

The Mayo Clinic Multi-Disciplinary Quality of Life Study33 investigated interventions to
maintain overall quality of life in 103 patients undergoing radiation therapy for advanced-
stage cancer. The patients were randomized to standard care or to a structured
multidisciplinary intervention that included 8 sessions addressing cognitive, physical,
emotional, spiritual, and social functioning domains relative to quality of life.

Degner and colleagues9 studied a consecutive sample of 1012 women with a confirmed
diagnosis of breast cancer at 2 tertiary oncology referral clinics and 2 community hospital
oncology clinics. They performed a cross-sectional survey querying about patient
preferences regarding participation in decision making for their care.

In another study, Degner and Sloan34 investigated patient preferences in decision making
among 434 consecutive adult patients with a new cancer diagnosis at 2 tertiary care referral
clinics in Winnipeg, Manitoba, Canada. All patients were queried within 6 months of an
initial diagnosis of cancer.

Hack and colleagues35 studied the efficacy of audiotaping primary adjuvant therapy
consultations on information communication, satisfaction, and quality of life among 628
women with newly diagnosed breast cancer from 6 cancer centers in Canada. The patients
were block randomized to 1 of the following 4 consultation groups: (1) standard care control
and not audiotaped, (2) audiotaped but no audiotape given, (3) audiotaped and patient given
audiotape, or (4) audiotaped and patient offered choice of receiving audiotape or not.

In a similar study, Hack and colleagues36 studied the efficacy of providing an audiotape of
primary treatment consultations to 472 men with newly diagnosed prostate cancer
undergoing radiation therapy. Patients were recruited from 4 cancer centers in Canada and
were block randomized to 1 of 4 consultation groups as described for the breast cancer
study.35
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Data evaluated in this pooled analysis were CPS findings and patient demographics,
including country, sex, and age. Among all studies, patients were categorized as having
corcordance or discordance between the role in treatment decision making that they
preferred and the role that they experienced. For each CPS question, the distribution of
control (role preference and role experience) was summarized by simple proportions and by
graphical representations of bar charts. Cross-tabulation of control preferences with
demographic variables followed. The Fisher exact test was used to compare role distribution
concordance and to measure association with clinical and demographic variables. For ease
of interpretation, CPS preferences were categorized as active, collaborative, or passive as in
previous studies.9,13,15,17–19 Multivariate logistic regression models were used to assess the
effect of the univariately significant variables (age, sex, country, and tumor stage) in
combination with each other to predict role preference and concordance between role
preference and experience.37

As suggested by a reviewer, we performed additional sensitivity analyses adjusting the
aforedescribed multivariate-adjusted models for education level (grade school, high school,
more than high school, or not reported) to assess if the country-related and other associations
with role preference and concordance were confounded by patient education. In addition, we
performed these multivariate analyses considering all 5 CPS categories, instead of the 3
collapsed levels, per the reviewer’s suggestion.

RESULTS
The study cohort consisted of 3491 patients enrolled in 6 different cancer treatment trials
(Table 1). There were 2591 patients (74% of the total sample) from Canadian clinical trials
and 900 patients (26% of the total sample) from US studies. Overall, the study included 68%
female patients, 61% aged 65 years or older, and 29% with tumor stages 0 to 2 (Table 2).
Comparisons between the US and Canadian patient cohorts indicate more women, more
patients 50 years or older, and more patients with early-stage disease among US patients.
There is a considerable amount of missing data on tumor stage, so the latter finding needs to
be interpreted with caution. All studies involved CPS assessment at the time of diagnosis or
before treatment initiation except for the American Cancer Society study,32 which was a
cross-sectional study of survivors.

Overall Preferred and Actual Roles in Treatment Decision Making
Four percent of patients preferred an active role in treatment decision making, 22% an active
shared role, 49% a collaborative role, 15% a passive shared role, and 9% a passive role
(Table 3). Collapsing these into 3 categories indicates that 26% of 3276 patients preferred an
active role in treatment decision making, 49% a collaborative role, and 25% a passive role.
The percentage of patients preferring an active role ranged from 12% in the multitumor
study by Degner and Sloan34 to 36% in the American Cancer Society study.32

The decision making that patients reported actually experiencing were 4% active, 26%
active shared, 34% collaborative, 14% passive shared, and 22% passive (Table 3).
Collapsing these into 3 categories indicates that 30% of patients reported that they
experienced an active role, 34% a collaborative role, and 36% a passive role. The percentage
of patients experiencing an active role ranged from 18% in the Mayo Clinic Multi-
Disciplinary Quality of Life Study33 to 40% in the prostate cancer study by Hack et al.36

Role preferences were compared to determine whether preferred roles were in concordance
with actual roles (Table 4). Overall, there was roughly 61% concordance (ie, patients’
preferred and actual roles were the same). Only 6% of patients experienced extreme
discordance between their preferred and actual roles (ie, wanting an active role and
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experiencing a passive role, or vice versa). Twenty-six percent of patients preferred an
active role, and 30% experienced an active role. Conversely, 36% of patients preferred a
passive role, and 25% experienced a passive role. Among 1058 of 2742 patients (39%)
reporting discordance between their preferred and actual roles, 453 (43%) had a more active
role than they preferred, whereas 605 (57%) had a more passive role than they preferred.

Role Distributions by Sex, Country, Age, Tumor Stage, and Education Level
The distribution of patients by the roles they preferred versus actually experienced is broken
down by sex in Figure 1. There was little difference in the role distributions preferred by
men versus women (Figure 1A). However, there was a significant difference in the
distribution of the actual roles patients experienced, with more women than men reporting
taking a passive role (40% vs 24%, P <.001) (Figure 1B).

More US patients than Canadian patients preferred active roles (32% vs 22%, P <.001),
whereas more Canadian patients than US patients preferred (33% vs 14%, P <.001) and
actually experienced (42% vs 18%, P <.001) passive roles (Figure 2A and 2B). American
men preferred and actually experienced more active and collaborative roles than Canadian
men (eAppendix B1 and B2). Canadian men actually experienced a more active role versus
what they preferred (40% versus 24%, P = .004). American women preferred a less passive
role than Canadian women (10% vs 33%, P <.001) and actually experienced a less passive
role than Canadian women (17% vs 45%, P <.001) (eAppendix B3 and B4).

The preferred and experienced role distributions varied across age groups. More older
patients (≥50 years) than younger patients preferred a passive role in treatment decision
making (32% vs 21%, P <.001). More younger patients (<50 years) than older patients
preferred an active role (31% vs 22%, P <.001). More older patients than younger patients
actually experienced a passive role (38% vs 30%, P <.001). More younger patients than
older patients actually experienced an active role (34% vs 29%, P = .02).

In the subset of patients for whom tumor grade was available, there was no significant
difference in the preferred role distribution between patients having tumor stages 0 to 2
(24% active and 33% passive) versus patients having tumor stages 3 to 5 (21% active and
36% passive) (P = .50). However, there was a difference in the actual role distribution, with
more patients having tumor stages 0 to 2 than those having tumor stages 3 to 5 actually
experiencing an active role (30% vs 22%, P = .02).

The preferred role differed by education level. Grade school, high school, and more than
high school education levels were associated with preference for a passive role in 49%,
32%, and 22% of patients, respectively (P <.001). A passive actual role was experienced by
64%, 35%, and 23% of patients with grade school, high school, and more than high school
education levels, respectively (P <.001).

Concordance Between Preferred and Actual Roles by Sex, Country, Age, and Tumor Stage
More men than women (66% vs 60%, P = .001) reported concordance between their
preferred and actual roles. More US patients than Canadian patients (84% vs 54%, P <.001)
reported concordance between their preferred and actual roles (Figure 3). Examination
within sex and country of residence shows that US men had greater role concordance than
Canadian men (85% vs 52%, P <.001). This was also true for US women compared with
Canadian women (85% vs 54%, P <.001). Among patients 65 years or older, 59% reported
role concordance compared with 63% among patients aged 50 to 64 years and 62% among
patients younger than 50 years (P = .18). Tumor stage did not affect concordance between
preferred and actual roles (62% concordance for patients with tumor stages 0 to 2 vs 56%
concordance for patients with tumor stages 3 to 5, P = .10). Patients with grade school
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education had 59% concordance between preferred and actual roles, those with high school
education had 59% concordance, and those with more than high school education had 64%
concordance (P = .01).

Multivariate Modeling of Role Preference and Role Concordance
A polytomous logistic regression model was constructed using the preferred trichotomous
role categorization (active, collaborative, and passive) to assess which demographic and
clinical variables (age, sex, country, and tumor stage) were related to patients’ role
preferences. Patients tended to prefer a more active role if they were American (odds ratio
[OR], 5.26; 95% confidence interval [CI], 2.86–10.0), female (OR, 2.13; 95% CI, 2.86–
10.0), and younger (OR, 1.03; 95% CI, 1.02–1.04) (P <.001 for all, Wald χ2). Collectively,
these variables accounted for 62% of the variability in role preferences. Sensitivity analyses
that included education level did not change the significance of these associations, as
follows: American (OR, 4.27; 95% CI, 2.28–8.00), female (OR, 2.30; 95% CI, 1.42–3.78),
and younger (OR, 0.98; 95% CI, 0.97–0.99) (P <.001 for all, Wald χ2). Education level was
associated with role preference. Compared with patients having a grade school education
level, those having high school (OR, 1.32; 95% CI, 1.01–1.74) and more than high school
(OR, 2.16; 95% CI, 1.65–2.82) education levels were more likely to prefer a more active
role. Collectively, these variables accounted for 65% of the variability in role preferences.

Considering CPS preference using the original 5-point scale (as suggested by a reviewer),
results were consistent with what was seen using the 3-point scale. Patients tended to prefer
a more active role if they were American (OR, 3.66; 95% CI, 2.07–6.49), female (OR, 1.73;
95% CI, 1.11–2.71), and younger (OR, 0.97; 95% CI, 0.96–0.98) (P <.01 for all, Wald χ2).
These associations changed little in sensitivity analyses that also adjusted for education
level. Patients were more likely to prefer a more active role if they were American (OR,
2.90; 95% CI, 1.63–5.18), female (OR, 1.90; 95% CI, 1.21–2.98), and younger (OR, 0.98;
95% CI, 0.97–0.98) and had high school (OR, 1.48; 95% CI, 1.14–1.93) or more than high
school (OR, 2.30; 95% CI, 1.77–2.98) education levels (P <.004 for all, Wald χ2).
Collectively, these variables accounted for 64% of the variability in role preferences.

A second logistic regression model was constructed using discordance versus concordance
indicators to assess which variables were related to patient perception of discordance
between preferred and actual roles in the trichotomous categorization (active, collaborative,
or passive). Patients who experienced discordance between preferred and actual roles tended
to be Canadian (OR, 9.3; 95% CI, 2.2–39.8; P <.001). Sex, age, and tumor stage were
unrelated to concordance. Collectively, these variables accounted for 54% of the variability
in role preferences. Sensitivity analyses that adjusted for education level indicated that
patients with less than high school education experienced a greater likelihood of dissonance
compared with patients with high school (OR, 1.30; 95% CI, 1.04–1.63; P = .02) or more
than high school (OR, 1.29; 95% CI, 1.03–1.60; P = .02) education levels. However,
inclusion of education level in the model did not change the significance of the country
association. Greater dissonance was still reported by Canadians (OR, 10.0; 95% CI, 2.3–
43.2; P <.001). These variables accounted for 63% of the variability in role preferences.

DISCUSSION
This meta-analysis compiled data among 3491 patients from 6 cancer centers across 2
countries in an attempt to construct normative data in cancer populations for treatment
decision making using the CPS. We found that roughly half of the patients preferred a
collaborative relationship with their clinician, whereas the remaining half were split almost
equally between preferring active and passive roles. Furthermore, although some
demographic and clinical influences were evident (accounting for 54%–62% of the
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combined variability in preferences), patient preference was individualistic. This is
consistent with clinical observations regarding patient control preferences in the literature
that while older patients tend to be more passive and men more assertive in treatment
decision making about tumors unrelated to the reproductive system, women are more
assertive about reproductive system tumors. These are tendencies and not prognostic factors.
Herein, more women than men experienced a passive role in treatment decision making.

Compared with older patients, younger patients preferred and experienced a more active role
in treatment decision making. This confirms similar results from a breast cancer study.12

Other studies have reported similar findings that patients 60 years or older preferred a more
passive role than younger patients in decision making for urinary incontinence therapy17,18

and for hormone therapy.18

Most patients experience a role in treatment decision making that is consistent with their
preferences. Only 6% of patients herein experienced extreme discordance between their
preferred and actual roles. This is important for the science of healthcare delivery since
discordance between patient expectations and experiences may lead to reduced patient
satisfaction with care and to overall decreased quality of life. Because roughly 39% of
patients herein experienced discordance between their preferred and actual roles in treatment
decision making, research is needed to identify effective communication strategies. Where
discrepancies exist, patients were almost equally likely to have experienced a more passive
or active role than what they expected, with a slight preponderance (6%) being more
passive. Hence, the issue is not that the healthcare system needs to encourage or discourage
patient input in general. The real key to improving care is to deliver the type of experience
that the patient prefers in terms of his or her decision-making role. Trying to engage patients
in decision making when they prefer to be passive is just as harmful as disallowing sufficient
input in the process when they prefer to be active.

This article presents a rare cross-country comparison of patient control preferences between
the United States and Canada. Conclusions from such analyses must be drawn carefully
because of myriad potentially confounding concomitant influences that we did not explore
in our study. For example, differences between the US and Canadian studies evaluated in the
meta-analysis could be influenced by other causes of variation not collected, such as
differences in the populations being surveyed, possible secular trends, and the number of
uninsured individuals in the American samples. This cross-country comparison is not
intended to be definitive. Rather, it is a first attempt to explore whether there is any evidence
that the amount of input that patients want in treatment decision making might be a function
of cultural, societal, and structural differences between the 2 healthcare systems. The effect
of structural differences is particularly of interest given the current debate on healthcare
reform in the United States. One of the key questions herein is whether the differences
observed are truly due to country or system differences or to a combination of demographic
and socioeconomic variables. Many authors have described differences between the United
States and Canada in general social and economic terms and relative to healthcare delivery
systems. The sharp differences in healthcare philosophy have been delineated in recent
contentious debates about healthcare reform in which the Canadian system has alternatively
been demonized and praised for its differences from the American system, depending on the
perspectives and motives of the writer. No single study can disentangle such complex
interactions to arrive at definitive attributions for the differences that we observed. Hence,
we simply characterize the observations herein as differences between samples drawn from
each country. These results must be interpreted in the context that role preference remains a
primarily individualistic phenomenon, as repeatedly found in previous investigations.

Singh et al. Page 7

Am J Manag Care. Author manuscript; available in PMC 2011 January 12.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



We found that US patients preferred and experienced a more active role in their treatment
decision making than their Canadian counterparts (ie, tend to be more assertive than
Canadian patients). Many possible reasons exist for these differences, albeit within the
limitations indicated in the previous paragraph. There may be more trust between physicians
and patients in the Canadian healthcare system because there is patient expectation of
relative uniformity of care, although slight differences in resources and care delivery exist
across the Canadian provinces.38 The 2 healthcare systems differ in many additional
respects in terms of healthcare access, needs, and costs, which may also affect patients’ role
preferences and the roles they actually experience in their care. Compared with Canadians,
Americans are less likely to have a regular physician and are more likely to have unmet
health needs, pay higher prices, and have shorter waiting times for the same medical
services.30,39 Compared with older Canadians, older Americans are more likely to undergo
procedures and are less likely to receive evaluation and management services.40 Compared
with Canadians and with insured Americans, uninsured Americans have significantly greater
healthcare access barriers to use of hospital or physician services, and lower satisfaction.41

In the United States, patients must make an active choice with respect to their healthcare
insurance and delivery system and are individually responsible for the insurance co-
payments and other costs incurred. This would logically encourage a more active role in
choosing healthcare providers similar to that involved in purchasing other goods and
services. Because patients are required to have a more active role in seeking healthcare, it is
reasonable to suggest that this may translate into a more active role preference in all aspects
of healthcare such as treatment decision making.

The multivariate modeling confirmed our univariate results that country, sex, and age
showed some relationship to differing role preference distributions in treatment decision
making. However, variability among individuals remained the dominant factor, so that none
of the variables by themselves are sufficient to predict a patient’s role preference.

Our study has several limitations. Only certain types of cancers are well represented in this
analysis (prostate and breast); therefore, the findings may not be generalizable to patients
with other, less common cancers. Because most studies were performed at tertiary care
referral centers, they tend to recruit patients living in urban or suburban areas and may have
low representation of patients living in rural settings or patients receiving care in community
healthcare settings. Therefore, our results may not be generalizable to those groups of
patients.

The efficiency, validity, and reliability of the CPS have been demonstrated across many
clinical settings as indicators of patient preferences and experiences with respect to the role
they have in treatment decision making. Sex and cross-county differences exist, although the
preference for any particular patient remains individualistic. Healthcare practice has paid
more attention to patient preferences in recent years, and most patients experience their
preferred role. However, further research is needed because 4 of 10 patients experience a
role in treatment decision making that is different from what they would have preferred. The
effect of discordance between patients’ preferred and actual roles on treatment outcomes
highlights the need for individualized patient communication styles to be incorporated into
treatment plans.

Take-Away Points

Roughly 50% of patients with cancer preferred to have a collaborative relationship with
physicians in treatment decision making, and the remaining were split equally between
preferring active and passive roles.
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• Most patients had the decision-making role they preferred, but about 40% of
patients experienced discordance between their preferred and actual roles.

• Being American and younger was associated with patient preference for a more
active role.

• Being Canadian was associated with greater discordance between preferred and
actual roles experienced by the patient.

• This study highlighted that individualized patient communication styles should
be incorporated into treatment plans.
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Figure 1.
Preferred Role Versus Actual Role by Sex
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Figure 2.
Preferred Role Versus Actual Role by Country
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Figure 3.
Concordance and Discordance Between Preferred Role and Actual Role by Country
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Table 1

Studies Included in the Meta-Analysis

Source No. of Patients Tumor Type Country

Stein et al; American Cancer Society Study of Cancer Survivors I,32 2006 797 Multiple United States

Rummans et al; Mayo Clinic Multi-Disciplinary Quality of Life Study,33 2006 103 Multiple United States

Degner et al,9 1997 1012 Breast Canada

Degner and Sloan,34 1992 434 Multiple Canada

Hack et al,35 2003 673 Breast Canada

Hack et al,36 2007 472 Prostate Canada
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Table 2

Patient Demographics

Variable No. (%)

Country (n = 3491)

 United States 900 (25.8)

 Canada 2591 (74.2)

Sex (n = 3489)

 Female 2363 (67.7)

 Male 1126 (32.3)

Age group, y (n = 2144)

 <50 809 (37.7)

 50–64 35 (1.6)

 ≥65 1300 (60.6)

Education level (n = 3276)

 Grade school 695 (21.2)

 High school 1095 (33.4)

 >High school 1463 (44.7)

 Not reported 23 (0.7)

Tumor stage (n = 1236)

 0–2 356 (28.8)

 3–5 880 (71.2)
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Table 3

Overall Distribution of Preferred Role Versus Actual Role in Treatment Decision Making

Variable Preferred Role, % (n = 3276)a Actual Role, % (n = 2742)b

Active 4.7 4.1

Active shared 21.5 26.0

Collaborative 49.1 34.3

Passive shared 15.3 13.9

Passive 9.4 21.7

a
215 patients were missing preferred role.

b
Only the preferred role was assessed by 749 patients in 1 study.
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Table 4

Preferred Role Versus Actual Role Among 2742 Patients Who Had Both Reporteda

Variable

No. (%) (n = 2742)

Actual Role

TotalActive Collaborative Passive

Preferred role

 Active 493 (18.0) 123 (4.5) 104 (3.8) 720 (26.3)

 Collaborative 271 (10.0) 696 (25.4) 378 (13.8) 1345 (49.1)

 Passive 61 (2.2) 121 (4.4) 495 (18.1) 677 (24.7)

Total 825 (30.1) 940 (34.3) 977 (35.6) 2742 (100.0)

a
Only the preferred role was assessed by 749 patients in 1 study.
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