
The Personal Patient Profile-Prostate, Decision Support for Men
With Localized Prostate Cancer: A Multi-center Randomized Trial

Donna L Berry, PhD, RN, FAAN1, Barbara Halpenny, MA1, Fangxin Hong, PhD1,2, Seth
Wolpin, MPH, PhD, RN3, William B Lober, MD4, Kenneth J Russell, MD5, William J Ellis,
MD6, Usha Govindarajulu, PhD7, Jaclyn Bosco, PhD1, B Joyce Davison, PhD, RN8, Gerald
Bennett, PhD, APRN, FAAN9, Martha K Terris, MD10, Andrea Barsevick, PhD, RN, FAAN11,
Daniel W Lin, MD6,12, Claire C Yang, MD6,12, and Greg Swanson, MD13

1Dana-Farber Cancer Institute, Phyllis F. Cantor Center, Boston, MA
2Dana-Farber Cancer Institute, Department of Biostatistics and Computational Biology, Boston,
MA
3University of Washington (UW) Biobehavioral Nursing & Health Systems, Seattle, WA
4UW, Biobehavioral Nursing & Health Systems, Medical Education & Biomedical Informatics,
Seattle, WA
5UW, Department of Radiation Oncology, Seattle, WA
6UW, Department of Urology, Seattle, WA
7Brigham and Women’s Hospital, Department of Medicine, Boston, MA
8University of Saskatchewan, Saskatoon, Canada
9Georgia Health Sciences University, College of Nursing, Augusta, GA, United States; Charlie
Norwood VA Medical Center, Research and Development Service Line, Augusta, GA
10Charlie Norwood VA Medical Center, Division of Surgery, Urology Section, Augusta, GA, United
States; Georgia Health Sciences University, Department of Surgery, Section of Urology, Augusta,
GA
11Fox Chase Cancer Center, Philadelphia, PA
12VA Puget Sound Healthcare System, Seattle, WA, United States; UW, Department of Urology,
Seattle, WA
13South Texas Veterans Health Care System, San Antonio, TX; University of Texas Health
Science Center at San Antonio, Department of Radiation Oncology, TX

Abstract

© 2011 Elsevier Inc. All rights reserved.

Corresponding author: Donna L Berry, Dana-Farber Cancer Institute, 450 Brookline Ave, LW-518, Boston, MA 02115, 617.632.1909
(tel); 617.582.8550 (fax), donna_berry@dfci.harvard.edu.

Trial registration: NCT00692653 http://clinicaltrials.gov/ct2/show/NCT00692653

There are no financial disclosures

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Urol Oncol. Author manuscript; available in PMC 2014 October 01.

Published in final edited form as:
Urol Oncol. 2013 October ; 31(7): 1012–1021. doi:10.1016/j.urolonc.2011.10.004.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://clinicaltrials.gov/ct2/show/NCT00692653


OBJECTIVE—The purpose of this trial was to compare usual patient education plus the Internet-
based, Personal Patient Profile-Prostate, versus usual education alone, on conflict associated with
decision making, plus explore time-to-treatment and treatment choice.

METHODS—A randomized, multi-center clinical trial was conducted with measures at baseline,
one and six months. Men with newly diagnosed localized prostate cancer who sought consultation
at urology, radiation oncology or multi-disciplinary clinics in four geographically-distinct
American cities were recruited. Intervention group participants used the Personal Patient Profile-
Prostate, a decision support system comprised of customized text and video coaching regarding
potential outcomes, influential factors, and communication with care providers. The primary
outcome, patient-reported decisional conflict, was evaluated over time using Generalized
Estimating Equations to fit generalized linear models. Additional outcomes, time-to-treatment,
treatment choice and program acceptability/usefulness, were explored.

RESULTS—A total of 494 eligible men were randomized (266 intervention; 228 control). The
intervention reduced adjusted decisional conflict over time as compared with the control group,
for the uncertainty score (estimate −3.61; (confidence interval, −7.01,−0.22) and values clarity
(estimate −3.57; confidence interval (−5.85,−1.30) Borderline effect was seen for the total
decisional conflict score (estimate −1.75; confidence interval (−3.61,0.11). Time-to-treatment was
comparable between groups, while undecided men in the intervention group chose brachytherapy
more often than in the control group. Acceptability and usefulness were highly rated.

CONCLUSION—The Personal Patient Profile-Prostate is the first intervention to significantly
reduce decisional conflict in a multi-center trial of American men with newly diagnosed localized
prostate cancer. Our findings support efficacy of P3P for addressing decision uncertainty and
facilitating patient selection of a prostate cancer treatment that is consistent with the patient values
and preferences.
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Introduction
Approximately 217,730 American men were diagnosed with prostate cancer in 2010, while
about 32,050 died from prostate cancer in the same year.[1] To date, no North American
randomized trial clearly demonstrates that aggressive therapy for localized prostate cancer
(LPC) results in a survival advantage, except for men with highest risk disease.[2] In 2010,
the National Comprehensive Cancer Network published guidelines[3] recommending active
surveillance for men with low-risk LPC and a life expectancy <10 years and those with very
low-risk LPC and life expectancy <20 years. For men seeking intervention, there are a
myriad of options: prostatectomy of various approaches, cryosurgery, external beam
radiotherapy, brachytherapy and hormonal therapy. Choosing a course of action is difficult
for most men and both decisional conflict (DC) and uncertainty experienced by men with
LPC have been documented in qualitative[4–6] and quantitative studies. [7,8] There is a
growing body of evidence that men with a recent diagnosis of LPC make their treatment
decision by strongly considering their personal characteristics and factors, such as, the
relative importance of maintaining sexual function or friends’ experiences with prostate
cancer. [5,8–13]

The Ottawa Decision Support Framework (ODSF)[14,15] identified decisions that are
informed, values-based (decision quality) and implemented without undue delay (action) as
the goal in health care. In the framework, decisional conflict (DC) is a factor amenable to
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interventions that enhance decision making by addressing patients’ decisional needs and
result in a quality decision.

To address decisional needs, investigators have developed patient education
programs, [16–19] nurse coaching telephone interventions[20] or websites[21] to inform men
about medical options and facilitate a decision. However, only a few have been evaluated in
randomized trials[16,17,20] and none have comprehensively addressed the personal
preferences which men bring to the decision. Furthermore, components of DC have either
not been measured, were compared to historical controls only, [19] or, as in Davison’s work,
were not found to be significantly different between trial arms,[17] despite being cited by
Cochrane reviewers[22] as key attributes with which to evaluate the impact of health
treatment decisions for LPC. Thus, the evidence for any decision support system tested in
the LPC setting is quite limited with regard to reducing DC. Experts continue to call for
validated and tested decision support programs as integral components of treatment
consultation.[23]

The Personal Patient Profile – Prostate (P3P) is a tailored, Internet technology that has been
developed and evaluated for feasibility and acceptability.[24] We report now on an efficacy
trial that focused on facilitating LPC treatment decision making by addressing both medical
and personal factors relevant to each participant’s decision. The purpose of the study was to
compare DC over time at one and six months after enrollment in men receiving usual patient
education strategies plus the P3P, versus usual patient education strategies alone, as
preparation for consultation with a cancer specialist, in a diverse, multi-center sample of
men with LPC. We hypothesized lower levels of DC in the intervention group and report
those findings in this paper. In addition, we explored the effect of the P3P on time-to-
treatment and treatment choice.

Methods
This prospective, randomized clinical trial was conducted at six institutions in four cities:
Seattle, San Antonio, Philadelphia and Augusta, Georgia, between March 2007 and
November 2009. Overseen by the Fred Hutchinson Cancer Research Center/University of
Washington Cancer Consortium Review Board, all study centers had active approval for the
duration of the trial and analyses. Eligible participants had T1 or T2, histologically-proven
LPC, were consulting with specialists who perceived that each participant was a candidate
for at least two treatment options, and had not begun therapy. Risk level was not calculated.
Men with advanced disease or those who had received prior treatment were excluded. All
men were able to read English or Spanish at ≥6th grade level, estimated by the research
assistant during the written consent process. The sample was intended to include a diverse
group of men for whom a choice between two or more care options was available.

Consenting patients were invited to complete validated questionnaires comprising (1) the
P3P query component (Table 1); and (2) research measures, on touch-screen computers in
clinic waiting rooms prior to the consult visit with a cancer specialist. Men who had home
broadband Internet access could complete the P3P in advance; they were emailed a secure
link, username, and password, and access was authenticated using Lightweight Directory
Access Protocol (LDAP). Home users viewed consent elements before using the program,
and all participants provided written consent in clinic. Participants were randomized
automatically by the P3P application to study groups (1:1 using a simple randomization
scheme with no blocking); assignment was not blinded to participants, who knew whether or
not they received the intervention, but blinded to study staff unless participants
serendipitously revealed use of the intervention. The 1-month and 6-month follow-up
measures were obtained online or by mail questionnaire.
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Intervention and Measures
The P3P intervention was designed to provide basic education about LPC management and
also deliver education customized to the specific preferences and concerns of each user and
then coach the user on how to share these issues with the physician consultant. The
development and pilot testing of the program demonstrated a practical, highly acceptable
intervention and have been reported previously.[24] The following categories of participant
responses in the query section of P3P formed the foundation of the coaching and educational
intervention: age, race and ethnicity, influential personal factors[8] (e.g., erectile function
concerns), information priorities,[10] decisional control preferences[10] and current
symptoms.[25] Table 1 illustrates the method in which the text and video intervention was
tailored to the participants’ personal factors and delivered in five distinct sections
corresponding to the categories above for the intervention group participants.

Our interface[24] applied expert recommendations for graphic display of communicating risk
for health outcomes[27,28] and closely adhered to the National Cancer Institute’s
recommendations[29] for appropriate user-interface design. After completing the P3P query
component, both groups were offered links to reputable websites [30] for prostate cancer
education.[31–34] Men in both groups also received the usual patient education resources for
each clinic, typically books or pamphlets.

To obtain our primary outcome of self-reported decisional conflict, home users were
prompted to enter the study website and clinic users received mailed questionnaires with
postage-paid return envelopes at one and six month(s) after completing the baseline query.
The Decisional Conflict Scale (DCS) [35] addresses 5 key aspects of conflict inherent in
patient decision making (Table 2). O’Connor’s research team developed the questionnaire as
a diagnostic tool for uncertainty about a course of action relevant to health. Such uncertainty
and conflict has been documented in high-stake health decision scenarios in which outcomes
are uncertain and evidence for the best medical approach is either mixed or lacking.[22] The
questionnaire has been utilized in thousands of subjects in over 30 trials. Cronbach’s alpha
coefficients for the DCS in this trial ranged across three time-points: subscales of
uncertainty (.83–.90), informed (.86–.90), values clarity (.87–.89), support (.59–.81),
effective decision (.88–.89), and total score (.93–.94).

Sociodemographic and clinical characteristics were self-reported at baseline. Baseline
anxiety was measured by the Spielberger State-Trait Anxiety Inventory.[36] Cronbach’s
alpha coeeficients were .96 (state) and .94 (trait) in this sample. Time-to-treatment start was
collected via self-report and confirmed through medical record review when available. P3P
program user acceptance was measured in the intervention arm after initial P3P use with the
Acceptability E-scale.[37] Cronbach’s alpha for the six-item Acceptability E-scale was .79.
Additional items were added to rate value of the information and usefulness of specific
components.

Analyses
With the target sample size of 498 (214/arm, estimating a 14% attrition rate), the study was
designed to have 90% power at .05 significance level to detect an effect size of .32 in DCS
scores. Baseline characteristics and scores were summarized by group with descriptive
statistics and compared using the Wilcoxon rank sum test for continuous variables and
Fisher’s exact test/Chi-square test for categorical variables.

The DCS data were collected at baseline, 1-month and 6-month. For each subscale and the
total score, item scores were: a) averaged; b) multiplied by 25; resulting scores ranged from
0 (low conflict) to 100 (high conflict). [38] Data were classified as missing for a given
subscale if one-third of items were missing or for the total score if any subscale score was
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missing. Many men had not made a baseline treatment decision (48%) and could not report
on the effectiveness of decision making; this “missing” percentage decreased at one and six
months to 22% and 19%, respectively. The analysis of DC includes all participants for the
first four subscales, uncertainty, informed, values clarity and support, and only participants
who had made a decision by six months for the fifth subscale, effective decision and the
total score.

We conducted an intent-to-treat analysis using Generalized Estimating Equations (GEE) to
fit a generalized linear model of the DC outcomes, accounting for correlation among
outcomes at 1- and 6- months within each individual. We fit a separate model for each
subscale and the total score. Attrition was assumed missing-at-random and validated by
checking baseline characteristics with the participants with complete data, no imputation
was performed.[39] In addition to randomized group effects, we considered a list of
preselected covariates previously identified to influence decision making outcomes[8] which
included individual baseline measures of anxiety, DC subscale scores and demographic/
clinical factors. The associations between the intervention and the DC outcomes were
adjusted for the covariates. Factors that were significantly (p ≤ 0.05) associated with at least
one subscale or total score in multivariable analysis formed an inclusive list of covariates for
estimating group effects. A type III p-value was used to assess overall significance. All
statistical tests were two-sided at a significance level of 0.05.

We conducted exploratory analyses to further understand the effect of the intervention on
DC. Time-to-treatment start was defined as the time between study entry and treatment start
(or watchful waiting), was censored at the last follow-up date for participants who remained
undecided, and was compared between groups using a log-rank test. Treatment choices
made at one and six months by men without baseline treatment preferences were described
and compared by group. User acceptance and satisfaction with the intervention were
examined using descriptive statistics.

Results
Sample

A total 494 eligible participants were enrolled (Figure 1) over 27 months and allocated to the
control (n=228) or intervention groups (n=266) using simple randomization.[40] Because the
initial study design included six sites with at least 72 participants planned per site, we chose
to employ simple randomization to allocate participants to study groups. This strategy may
generate imbalance between groups, but according to Elliot,[40] produces samples that are at
least 95% as efficient as those derived from more complex randomization strategies. Our
actual sample of 228 control and 266 intervention group participants falls within the
expected limits of simple randomization, as we confirmed through repeated simulation of
500-person samples. Although recruitment problems at two sites resulted in enrollment of 25
or fewer participants, there was no significant difference in group allocation by site (p=.70).

Table 3 describes sociodemographic, clinical characteristics and baseline measures of the
randomized participants. There were no significant differences between groups for any
baseline measure. Study centers with Hispanic/Latino populations were Veterans
Administration facilities; all spoke and read English and no participant chose to use the P3P
Spanish version. The 1-month follow-up questionnaire was completed by 89% of all
participants, and 88% completed at 6-months. The P3P initially was accessed from a home
computer by 339 (69%) participants; 254 (58%) at one month and 227 (52%) at six months
answered online versus by mail.
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Primary outcomes
A total of 467 participants completing the 1-month, 6-month, or both DC questionnaires
were included in the analysis. The following variables were considered, but not retained in
the covariate list included baseline state anxiety, decision preference stated at baseline and
whether the P3P was accessed in clinic or at home. We observed significant correlations
among the covariates retained in the model. The estimated effects and 95% confidence
intervals (CI) from the GEE analyses are listed in Table 4. The P3P intervention, compared
with the control group, significantly reduced DC over time for the two subscales of
uncertainty, −3.61 units (95% CI, −7.01 to −.22) (p= 0.04) and values clarity, −3.57 units
(95% CI, −5.85 to −1.30) (p= 0.002). This change corresponds to 13.3% and 17.2% of the
baseline variability (as seen in Table 3) for the uncertainty and values clarity subscales,
respectively. We observed a borderline effect for the total DC score with −1.75 units
reduction (95% CI, − 3.60 to −.011) (p= 0.07), but the reduction was not statistically
significant in the informed, support and effective decision subscales.

Decisional conflict resulting from inadequate information with which to make a decision
(informed subscale) was significantly associated with clinical site, being older, non-white,
having less income, more trait anxiety, plus baseline measures of inadequate information
and support. The DC relevant to lack of values clarity was associated with clinical site, less
income, minimal pre-enrollment use of the Internet and baseline lack of values clarity and
inadequate support. Conflict related to perceived support significantly decreased as men
were further from biopsy by number of weeks, with the largest decrease between one and
two weeks, plus associations with clinical site, non-white race and baseline support scores.
Being an effective decision maker was associated only with baseline support scores. Finally,
the total DC score was associated with clinical site, time since enrollment and baseline
uncertainty and lack of support.

Exploratory outcomes
While the difference was not statistically significant, men without a baseline treatment
preference in the intervention group started treatment (including a watchful waiting
decision) sooner than those in the control group. There was no significant difference in the
median time to treatment in the intervention (1.8 months) and the control (1.9 months) group
(p = .15). Among the 235 undecided men, we observed 2.5 months for control and 2.0
months for intervention participants (p = .35).

The majority of undecided men at baseline ultimately made a choice within 6 months of
enrollment (Table 5). There were no significant differences between groups among men who
selected a watchful waiting approach, prostatectomy or external beam radiotherapy. While
only 23 men chose brachytherapy by 6-months overall, we observed a significantly higher
proportion in the intervention group.

P3P program acceptability and usefulness were highly rated. Scores for the Acceptability
Escale[37] averaged 25.1 (SD=3.8), meeting our previously-established criteria for good
acceptability. The new value of information item mean score was 3.8 (SD=1.0). Of the
intervention components, links to external websites and teaching on statistics were rated
most highly; all five components were rated with a usefulness mean of >3.7.

Discussion
The P3P is the first intervention to significantly reduce uncertainty and decisional conflict
associated with values clarity in a multi-center, American sample of men with newly
diagnosed localized prostate cancer. Significantly lower conflict scores were estimated for
decision uncertainty and values clarity when adjusted for confounding or influential
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variables. The content of both of these subscales centers on the challenge of making a
decision that is best suited to the individual respondent. The P3P was developed to address
men’s personal factors that influence a treatment decision, bringing those factors to the
forefront along with medical factors and prepare a man to engage in shared decision making
along with his clinician.[24] Notably, the qualitative work[5] on which P3P was founded
revealed a basic process of “making the best choice for me” (p. 97). Contemporary
researchers and clinicians have continued the call for effective interventions that support
men and consulting providers engaged in treatment decision making for LPC. [41–43] The
low-risk patient today will hear a menu of treatment approaches including active
surveillance and various modalities. Our study builds on results of previous work (ours and
others) which described the clinical dilemma and pilot-tested various interventions. In a
single-institution pilot trial, Davison and colleagues[17] found no difference in DC between
an informational video compared to individualized information topics, but observed higher
patient satisfaction with the individualized information. Mishel and colleagues[20] reported a
non-tailored booklet and DVD intervention, supplemented (or not) by four nurse phone calls
to reinforce the materials between diagnosis of LPC and the treatment options review visit.
In this racially diverse sample, the intervention groups (men alone or with partners) reported
higher prostate cancer knowledge, problem solving skills and patient-provider
communication at four weeks compared to men who received a handout on staying healthy.
While these results demonstrate the ability of a nurse-enhanced educational intervention to
educate men who reported better problem solving skills and communication with physicians,
the labor intensity of such an intervention may preclude widespread use in many settings.

Our findings are consistent with studies in other health decision settings, including the
contexts of prostate cancer screening,[44–47] colorectal cancer screening[48,49] genetic
testing,[50,51] breast cancer surgery[52,53] and ovarian cancer risk management. [54]

Randomized trials have shown the impact of decision support interventions on reduced DC,
most often measured by the total score of the DCS. Despite the wide use of DC as an
outcome in such trials, few studies have conducted analyses adjusting for baseline measures
and demographics. Thus, we cannot place the statistically significant reduction in DC
subscales of uncertainty and values clarity DC in the context of previous trials results. We
do know among cancer screening studies that analyzed all subscales of the DCS, the
informed and values clarity subscales were most often impacted by decision support
interventions in the short term (e.g., two weeks).[45,48,49] We believe the lack of an
intervention effect on the informed subscale in our trial may be related to the number of men
who had stated a treatment preference before using the intervention and the estimated
influence of income which could be a surrogate for a high level of resourcefulness in
gathering information prior to study enrollment. Alternatively, since we analyzed our
outcomes over six months and not immediately after using the intervention, any short term
increase in knowledge may have equilibrated between groups. The finding that men who
were farther out from biopsy at study enrollment eventually reported more decision support
also suggests the preparation already engaged in by nearly half the sample was key. This
pre-enrollment preparation time also may explain why decisional conflict related to lack of
information and inadequate support was not significantly impacted by the P3P intervention.

Men who were younger, of white race, and reported higher incomes also reported lower
conflict relevant to being informed. Non-white men perceived less decision support. These
findings are consistent with studies of health disparities[55,56] and suggest the need to further
customize the P3P information and coaching to minority race and ethnic populations, those
who are most likely to benefit from decision support.

A relationship between use of the Internet prior to study enrollment and reduced DC in only
the values clarity subscale is interesting and a new finding in the LPC setting. Perhaps the
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Internet use did not simply add to being informed, but was most influential by helping men
rule out treatment options that did not match their own values and preferences. The
significant association of uncertainty scores with baseline trait anxiety is consistent with our
prior descriptive work[8] and the clinical observation that men with anxious personalities are
more challenged by the complexities of the LPC treatment decision.

Despite controlling for the clinical and sociodemographic variables and baseline DC and
anxiety measures, the study center at which the patient received consultation was a
significant predictor of our DC outcomes. Perhaps some unmeasured component of clinical
procedures (e.g., disclosure methods of new cancer diagnosis, treatment option presentation
style, time between consultation and decision) may have influenced the experience of DC.
Future analysis and research on such variables will be necessary to address these
differences.

Our results indicated that the P3P intervention did not significantly reduce the time to
treatment start, but that for men who were undecided before using the intervention, time to
treatment was shorter. Many unmeasured, confounding variables are likely to impact time to
treatment and the intervention was not designed to speed a decision. Participants may have
been searching for decision assistance for weeks to months. Given that half of our sample
was at least 4 weeks past the biopsy and reported knowing a treatment preference at
enrollment, the P3P intervention may not have had the same impact as if the sample had
been enrolled earlier in the decision making process. Additional research is warranted to
examine such an outcome. Reduced delay to treatment has been theorized as an indication of
decision quality in the ODSF.[15] We explored treatment decisions among men without a
baseline treatment preference by group. Our results are similar to recent findings of the
national Cancer of the Prostate Strategic Urologic Research Endeavor (CaPSURE) registry
in that about half of our sample chose a form of invasive therapy (prostatectomy or
brachytherapy). Cooperberg and colleagues[57] reported about half of 11,892 men seen in 36
urology practices chose prostatectomy and 12% chose external beam radiotherapy. Contrary
to CaPSURE, a lower proportion of men chose prostatectomy and a higher proportion chose
external beam radiotherapy in our study, a finding likely due to the fact that we recruited
men from radiation oncology practices as well as urology. Also, more men in our P3P
intervention group chose brachytherapy than the control group, suggesting the intervention
prompted men to discuss their personal concerns with consulting physicians and may have
subsequently heard more about the options that best matched their concerns.

This trial is limited primarily by the apparent influence of unknown or unmeasured variables
that may have affected the outcomes. No stratification factors were employed. It is possible
that the intervention integrity, in time allotted in the clinic for users without home access,
was not balanced between groups. Our results are limited to North American English
speakers.

Further development and testing of the P3P is indicated to enhance the impact of the
intervention on other aspects of DC, notably providing enhanced information specific to
race, and delivering the intervention at a time when decision support need is the greatest,
resulting in more effective decision making. The most straightforward test of efficacy next
will be exclusively in the urological setting soon after biopsy results are known and before
the first options consult.

Our findings have implications for clinical practice. Addressing men’s personal factors such
as concerns about potential adverse outcomes and impact on quality of life, the influence of
significant members of a man’s social network, misunderstandings about the various care
and treatment options appears to have empiric benefit to the man with LPC. The P3P
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facilitates and customizes this approach to preparing for the treatment decision. Not all
practices have access to the P3P at this time, however we plan to deploy the program on the
Internet in the near future. In the meantime, clinicians are encouraged to include the
personal factors during the options consult.

Conclusion
The P3P is the first customized decision support technology for LPC to be evaluated in a
multi-center trial in various regions of the United States. Our findings support efficacy of
P3P for addressing decision uncertainty and facilitating patient selection of a prostate cancer
treatment that is consistent with the patient values and preferences. The effects were
measureable and modest and were observed in the dimensions that were expected to have
the greatest impact considering the timing of the intervention in the patients’ care. Given
that the P3P intervention is a feasible, low-risk, educational intervention and is automated,
requiring very little provider time or effort, we are encouraged to proceed with further
testing and implementation.
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Table 1

P3P intervention customization based on the patient’s Personal Profile[24]

Patient Query Section Intervention Delivered to Patient

Demographics:

• English or Spanish-speaking

• Date of birth

• Self-reported ethnicity

• Self-reported race

• All videos featured a patient actor close in age and matched for ethnicity/race
and language

• Clinician actors were matched to race.

Prostate Cancer Information Priorities:

• Stage of Disease

• Prognosis

• Treatment Options

• Side Effects

• Home Self Care

• Impact on Family

• Sexuality

• Social Activities

• Family Risk

• Priority topics plus those chosen by patient are briefly summarized on-screen

• At the end of the intervention, the patient received printed teaching sheets on
each topic

Preferred Role in the Treatment Decision
(Control Preferences Scale)[26]

• Text and video coaching customized to patient’s ethnicity/race and age

• In the video (on-line supplement), doctor acknowledged patient’s preference

• Patient was offered opportunity to view text and video for other control
preferences

Influential People:

• Co-workers

• Friends Outside Work

• Spouse/Partner

• Other Family Members

• Text and video coaching was offered for the patient to express who are
influential people in his decision process

• Doctor in the video acknowledged their importance and helped the patient
compare his own views and situation to those of influential people

• Patient printed the teaching information with “fill in the blank” text he could
use to prepare for the exam visit

Influential Outcomes:

• Survival

• Bladder Function

• Bowel Function

• Sexual Function

• Text and a graphic illustration taught numeracy skills for understanding
statistics about possible outcomes

• Text and video coaching customized to age and ethnicity/race offered for the
patient to express the influential factors in his decision process

• Doctor in the video acknowledged importance and suggested a relative
likelihood of each treatment option’s impact on these factors

Current symptoms: (EPIC-26 questionnaire)[25]

• Urinary

• Bowel

• Sexual

• Text and video coaching customized to age and ethnicity/race was offered on
each symptom experienced as a problem.

• In the video, the patient reported his symptom and the doctor offered how
various treatments may impact symptoms differently.
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Table 2

Decisional Conflict Scale,[38] all items within five subscales+

Uncertainty
Higher score = greater uncertainty

1. I am clear about the best choice for me.

2. I feel sure about what to choose.

3. This decision is easy for me to make.

Informed
Higher score = less informed

4. I know which options are available to me.

5. I know the benefits of each option.

6. I know the risks and side effects of each option.

Values Clarity
Higher score = lack of clarity about personal values

7. I am clear about which benefits matter most to me.

8. I am clear about which risks and side effects matter most.

9. I am clear about which is more important to me (the benefits or the risks and side
effects).

Support
Higher score = lack of support

10. I have enough support from others to make a choice.

11. I am choosing without pressure from others.

12. I have enough advice to make a choice.

Effective Decision
Higher score = ineffective decision

13. I feel I have made an informed choice.

14. My decision shows what is important to me.

15. I expect to stick with my decision.

16. I am satisfied with my decision.

+
Responses for each item range from 0) strongly agree to 4) strongly disagree
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Table 3

Baseline Sociodemographic and clinical characteristics, and decision conflict scores by intervention and
control group of men with localized prostate cancer (N=494)

Control (N=228) Intervention (N=266)

n % n %

Baseline demographics

Age (Median and range) 62 (40–84) 63 (45–86)

College degree or higher 129 56.6 151 56.8

Married/Partnered 173 75.9 205 77.1

Annual Income 35,000 or less 55 24.2 55 20.7

Race: minority or multiple race 38 15.7 37 13.9

Ethnicity: Spanish/Hispanic/Latino 9 3.9 6 2.3

Clinical characteristics

Treatment preference at baseline+ 114 50 137 51.5

≥ 4 weeks since biopsy 152 66.6 177 66.6

Mean SD Mean SD

State-Trait Anxiety Inventory

 State 39.6 13.7 40.1 12.8

 Trait 33.1 10.1 33.7 10.3

Decisional conflict scale

 Uncertainty 52.4 27.2 52.3 26.7

 Informed 37.3 22.9 38.9 24.6

 Values Clarity 33.9 20.8 35.8 21.5

 Support 30.2 16.1 29.4 16.7

 Effective decision 26.5 16.3 28.2 16.2

  Total score 29.4 15.7 30.8 15.6

+
Participant reported a treatment approach preference prior to consultation

SD= standard deviation
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