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Summary

Objective—With growing evidence that some men with prostate cancer may be over-treated,
clinicians need greater knowledge of the factors that influence uptake of treatment
recommendations in general, and specifically, uptake of active surveillance in patients for whom
this is an appropriate treatment option. The objective of this study was to test the role of the
quality of the physician-patient relationship in the choice to be followed by active surveillance,
rather than receive definitive therapy (e.g., surgery, radiation). We hypothesized that patients
would have been more influenced by their physicians’ treatment recommendations to the degree
they held more positive perceptions of their relationship with their physicians, independent of
treatment recommended.

Methods and Materials—Prostate cancer patients (N=120) being followed with active
surveillance at a comprehensive cancer center completed self-report assessments of their treatment
decision-making process. Generalized Estimating Equations were used to model the association
between participants’ perceptions of their relationships with their physicians and influence of
these physicians’ recommendations on their treatment decision.

Results—After controlling for the type of treatment recommended, Gleason score, and
education, three predictors, trust in the physician, perceived closeness with the physician, and the
degree to which the physician shared control over treatment decision-making, were associated
with greater influence of physician’s treatment recommendation. Receiving a recommendation for
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active surveillance, compared to definitive therapy was also associated with higher perceived trust,
closeness, shared control over treatment decision-making, lower likelihood of having been treated
poorly by a physician, and greater influence of physician’s treatment recommendation.

Conclusions—There is increasing concern that patients with relatively less aggressive prostate
cancer, older age, or serious comorbidities are being unnecessarily treated with surgery or
radiation, putting them at risk for side-effects and contributing to high healthcare costs. When
active surveillance is an appropriate course of treatment, the quality of patients’ relationships with
their physicians may be a determinant of following a recommendation for active surveillance.
Results may have implications for treatment uptake in general, indicating that the quality of the
physician-patient relationship, including trust, closeness, shared decision-making -all elements of
patient-centered care- may be important motivators of treatment adoption and adherence.

Key works

prostate neoplasms; watchful waiting; decision-making; physician-patient relations; trust; patient
compliance

Introduction

Historically, fewer than 10% of prostate cancer (PCa) patients have been followed with
watchful waiting/active surveillance, rather than being treated with definitive therapy
(typically prostatectomy, external beam radiation, or brachytherapy) [1,2]. There is growing
consensus that this number is inappropriately low as evidence indicates that some PCa
patients have been over-treated, resulting in unnecessary decrements in the quality of
patients’ lives, and financial cost [1,2,3,4].

The reasons for over-treatment may be several-fold. Due to lack of adequate clinical or
molecular markers for differentiating indolent and aggressive cancers, [5] and high quality
evidence upon which to evaluate alternative treatments, clinical care has tended to err on the
side of aggressiveness [6]. It is also speculated that financial incentive to health care
providers and systems may also play a role in recommending surgery or radiation [6].
However, over-treatment may, in part, be motivated by patient preferences that are not based
in accurate understanding of the risks and impact of treatment side-effects, [7] and
dramatically over-estimate the benefits of definitive therapy for survival [8]. Indeed, patients
have been found to choose aggressive treatment with little regard for trade-offs [9].

There is increased interest in identifying factors that increase the likelihood of patients
choosing active surveillance when it is clinically appropriate and consistent with their values
and preferences [9,10]. Physician recommendations have been identified as the strongest
predictor of treatment choice among PCa patients, [7,10] including among men on active
surveillance [11]. The purpose of the present study was to examine qualities of the
physician-patient relationship associated with greater influence of physician treatment
recommendations, among PCa patients who ultimately chose active surveillance.

Multiple factors likely determine the influence of physicians’ treatment recommendations,
including characteristics of the physician (e.g., specialty, reputation); characteristics of the
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care process (e.g., number of different specialists consulted); characteristics of the patient
(education, health literacy, decision-making preferences); and quality of the physician-
patient relationship, the focus of the present research. A growing body of literature indicates
that patient-centered care, including patient involvement in information sharing, and other
aspects of shared decision-making, physician empathy, and physician responsiveness are
important for promoting treatment adherence [12,13,14]. We hypothesized that PCa patients
would be more influenced by their physician’s treatment recommendation to the degree that
they trusted their physician, felt close to their physician, perceived their physician shared
decisional control, and did not perceive that they were treated poorly by their physician.

Methods and Materials

Procedure

Measures

Study procedures were approved by Institutional Review Boards at each of the authors’
affiliated institutions and participants completed a written informed consent. PCa patients
with clinically localized disease being followed with active surveillance at a comprehensive
cancer center were approached and consented between July 2010 and June 2012 at routine
follow-up visits. We approached all previously diagnosed patients being followed with
active surveillance at the facility. One hundred and twenty-six participants consented to
participate (25.4% refusal rate). Participants completed two self-report paper and pencil
questionnaires about their treatment decision-making process and personal characteristics
either in clinic or at home. Responses were dropped for six individuals who did not
complete both questionnaires, yielding a final sample of 120 individuals.

Predictor variables—As PCa patients often consult more than one physician prior to
making their treatment decision, we asked participants to rate their relationships with up to
five physicians (2 urologists, 2 radiation oncologists, 1 primary care physician), depending
on how many they had consulted. They filled out the same set of retrospective ratings for
each physician. For each physician, they rated how much they trusted the physician using
Kao and colleagues’ patient trust in physician scale [15] and the degree to which the
physician shared control over treatment decision-making on the 3-item Participatory
Decision-Making (PDM) scale [16]. The PDM scale is typically scored out of 100. We have
retained the original scaling in the presentation of descriptive and bivariate results for ease
of comparison with other studies, but for the multivariable GEE models, divided scores by
10 to facilitate interpretation of results. Participants rated perceived closeness with each
physician using an adapted Inclusion of Other in Self Scale (I0S) in which participants
chose between degrees of relationship closeness represented by two increasingly
overlapping circles identified as the patient and the physician [17]. To assess whether
participants perceived that they had been treated poorly by their physicians, they were asked
for each physician if, “thinking about your experiences with this doctor, did you feel
uncomfortable or were you treated badly? (yes/no)”. For those who indicated that they had,
a follow-up question asked, “do you think you felt uncomfortable or were treated badly
because of (health or disability/sexual orientation/race or ethnicity/height or weight/income
level/ age/other)?”
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Outcome variable

Covariates

Influence of treatment recommendations—The extent to which a given physician’s
treatment recommendation influenced a participant’s treatment choice was assessed with the
item: “how much was your decision influenced by the urologist’s/radiation oncologist’s
recommendation? (Not at all/ A little/Quite a bit/\VVery much)”.

Treatment recommendations—~Participants were asked to indicate, with respect to each
physician from whom they had received a treatment recommendation, the treatment
recommended (active surveillance/surgery/external been radiation/brachytherapy/
cryotherapy). Only one participant received a recommendation for cryotherapy; therefore,
whether or not cryotherapy had been recommended was not included in the multivariable
models. Multivariable models included three binary variables: whether participants had
received a recommendation for a) active surveillance, b) prostatectomy, and c) external
beam radiation or brachytherapy from a given physician.

Demographic and clinical characteristics—Participants completed standard
questions about years of education completed, household income, marital status,
employment status, age, and race/ethnicity. They were also asked to self-report date of
diagnosis and PSA at time of diagnosis. Cancer grade (Gleason score) and stage at start of
treatment was extracted from patients’ medical records. For the purpose of describing the
sample (Table 1), we used a categorical education variable (< high school/ high school/some
college /= college), but a continuous education variable was entered into multivariable
models (years of education).

Data Analysis

We used bivariate and multivariable analyses to test for relationships between the quality of
the patient-provider relationship (trust, closeness, shared decision-making, poor treatment by
physician) and the influence of physician’s treatment recommendations. The unit of analysis
for these tests was the physician-patient dyad, for which most participants reported on more
than one. For each participant, data from up to two urologists and two radiation oncologists
were analyzed. Data for primary care physicians were excluded given that, although many
participants talked with their primary care provider about their prostate cancer, few (9/120;
7.5%) reported receiving treatment recommendations from them.

We used t-tests, a chi-squared test to examine the bivariate association between patient-
provider relationship factors (i.e., trust in physician, closeness with physician, shared
decision-making, poor treatment by physician) and influence of treatment recommendations.
For the purpose of these comparisons we dichotomized the influence variable into O (‘not at
all’ or ‘alittle’) and 1 (“quite a bit” or “very much’). We used one-way analysis of variance
followed by Scheffé contrasts or chi-squared tests to examine bivariate associations between
type of treatment recommended and the patient-provider relationship factors.

We used Generalized Estimating Equations (GEE) [18] to test for associations between each
of the predictors and influence of physician treatment recommendations on treatment choice.
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Because each patient had recommendations from up to four physicians (mean = 2.2; 7
reported on one; 57 reported on two; 43 reported on three; and 13 reported on four), the
physician data was not independent; therefore, specialized models, such as GEE, were
needed to deal with the loss of independence [18]. The outcome variable was a limited range
count variable (i.e., amount of physician influence); therefore, a negative binomial family
was specified within the GEE models. The restrictive assumptions of Poisson model made
the negative binomial model a more appropriate choice [19,20]. An exchangeable
correlation structure was specified along with robust standard errors. The robust standard
errors are used so that if the nature of the correlation structure was not correctly specified,
the standard errors would still be valid. Risk Ratios (RR) were reported. Risk Ratios that are
greater than 1 are interpreted as increasing the likelihood of an outcome, whereas ratios less
than 1 are interpreted as decreasing the likelihood of an outcome. Risk Ratios that are equal
to 1 are not significantly associated with either increased or decreased risk.

Using the above approach, we examined four GEE models—one for each of the physician-
patient relationship predictors (i.e., trust, closeness, shared decision-making, and poor
treatment by the physician). In each, we adjusted for constructs that had either 1) a statistical
association with the outcome (p<.05) and/ or, 2) a theoretical rational for being a
confounding variable. In bivariate analyses (described below), education and insurance
status were related to our outcome; however, only education was included as a covariate
because less than 2% of the sample lacked insurance. We controlled for Gleason score
because it is the primary indicator of how “bad” the PCa cancer is, and may have influenced
participants’ attitudes toward physicians’ recommendations and by extension, physicians
themselves. We controlled for type of treatment recommended because the association
between patient’s relationship with their physician and influence of treatment
recommendation could be confounded by the type of treatment recommended (e.g., patients
evaluated physicians who recommend less aggressive treatment more favorably).

Of potential interest is the extent to which each construct used to capture quality of the
relationship with the physician uniquely predicted the outcome. To explore this we entered
all four predictors, along with education and Gleason score into a multivariable GEE model.
Type of treatment recommended was not included to reduce the number of model
parameters.

Descriptive Statistics

Participant characteristics—Participants had been followed with active surveillance for
a mean of 3.0 years (SD=2.1; range=0.2-13.5). At diagnosis, participant mean age was 64.7
years (SD=6.7; range=49.9-79.8); median self-reported PSA range was 5-9; and most
(93.2%) had Gleason 6 disease. Patient demographic and clinical characteristics are
presented in Table 1. In bivariate analyses, education was inversely associated with
influence of physician’s recommendation (RR=0.99, 95% C1=0.99-1.00, p=0.014), such that
more years of education was associated with less influence. Of the other demographic and
clinical characteristics, only health insurance status was associated with influence of
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physician’s recommendation; however, there was little variability in insurance status - all
but two participants had health insurance coverage.

Physicians consulted—Of the 120 participants, most (113; 94.2%) had consulted more
than one physician (urologist or radiation oncologist) about their PCa; the remaining 7
participants (5.8%) only saw one urologist. Fifty-three (44.2%) consulted 2 urologists only
and 60 (50.0%) consulted one or more urologists and one or more radiation oncologists. In
addition, ninety-seven participants (80.8%) said that they had talked to their primary care
physician about their PCa. Ten participants (8.3%) also consulted another physician about
their PCa.

Recommendations received—Most participants (107; 89.2%) reported receiving at
least one treatment recommendation from either a urologist or radiation oncologist. Very
few participants (9/120; 7.5%) received a treatment recommendation from a primary care
physician. The majority in the sample (87; 72.5%) received at least one recommendation for
active surveillance; 44 (36.7%) received at least one recommendation for prostatectomy; and
57 (47.5%) received at least one recommendation for either external beam radiation,
brachytherapy, or both.

Physician-patient relationships—Mean ratings on trust, closeness, and shared
decision-making, were 3.94 (SD=1.22) out of 5; 3.69 (SD= 2.23) out of 7; and 64.6
(SD=29.89) out of 100 respectively. Poor treatment by at least one PCa physician was
reported by 42.5% (51/120) of the sample. When asked to specify why they thought they
had been treated poorly, attributions were made to health (7), sexual orientation (2), race (2),
income (1) or age (8). None were made to height or weight. The most common response was
‘other’ (44), with participants specifying that they felt pressured by the physician to choose
definitive therapy, in some cases perceiving that the physician was motivated by profit, and
others, attributing poor treatment to the physician’s bedside manner or personality.

Bivariate associations between quality of the physician-patient relationship, and influence
of treatment recommendations and recommendation type

As shown in Table 2, when patients reported being influenced by a treatment
recommendation ‘quite a bit” or “very much’, compared to ‘not at all’ or “a little’, they had
significantly higher scores on trust, closeness and shared decision-making, and lower
likelihood of being treated poorly by the physician. Type of recommendation received was
also associated with trust, closeness, shared decision-making, and poor treatment by
physician. Mean trust was higher when participants received a recommendation for active
surveillance only (M = 4.71, SD = 0.44) compared to definitive therapy only (M = 3.06, SD
= 1.20). The same patterns were true for closeness (M = 5.02, SD = 2.00 versus M = 2.32,
SD = 1.70) and shared decision-making (M = 81.11, SD = 18.61 versus M = 45.26, SD =
29.26). Participants reported poor treatment by a physician in 0.91% of instances in which
they received a recommendation for active surveillance, and in 42.86% of instances they
received a recommendation for definitive therapy. All differences were significant p<.001.
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GEE Models Examining the Association between Patient-Provider Relationship and the
Influence of Treatment Recommendations

We tested the association between each of the relationship factors and influence of
recommendations with four separate multivariable models (Table 3). We adjusted for having
received a recommendation for active surveillance, surgery, or radiation, Gleason score, and
education in all the models. Greater trust in a physician was associated with greater intention
to follow his/her treatment recommendation (RR=1.03; 95% CI1=1.00, 1.05, p=.006). Greater
closeness to a physician was associated with greater intention to follow his/her treatment
recommendation (RR=1.01; 95% CI=1.00, 1.02, p<.001). Greater perceived shared decision-
making was associated with greater influence of physician treatment recommendation
(RR=1.10, 95% CI1=1.03, 1.18, p=.004). Perceiving poor treatment was associated with
being less likely to be influenced by the physician’s treatment recommendation in bivariate
analyses (RR=0.88; 95% C1=0.83, 0.92, p<.001), but not after adding control variables
(RR=0.96, 95% CI=0.91, 1.02, ns). Among the covariates, having received a
recommendation for active surveillance was associated with influence of physician’s
recommendation across all four models. None of the other covariates was associated with
the outcome.

Are trust, closeness, shared decision-making, and poor treatment
independent predictors of influence of treatment recommendations?—When all
four predictor variables were entered together, and controlling for years of education and
Gleason score, trust (RR=1.03, 95% CI=1.00, 1.05, p=.04), closeness (RR=1.01, 95%
Cl=1.01, 1.02, p=.004), and shared decision-making (RR=1.00, 95% CI=1.00, 1.00, p=.02),
were independent predictors of intentions to follow the physician’s treatment
recommendation. Poor treatment by physician was not (RR=0.99, 95% CI1=0.93, 1.05, ns).

Discussion

Multiple facets of the physician-patient relationship —trust, closeness, the degree to which
the physician shared decisional control over the treatment decision- were associated with
influence of the physician’s treatment recommendation. Furthermore, these constructs were
not redundant predictors. The findings make a novel contribution to the study of PCa care,
where there have been few reports on factors that can help increase uptake of active
surveillance among PCa patients when it is clinically appropriate. Most have been focused
on the reasons men cite for either choosing or not choosing active surveillance (e.g., desire
for cancer control, beliefs about the aggressiveness of the cancer, desire to avoid side-
effects) [10]. The present study broadens this field of study by increasing our understanding
of the qualities of the physician-patient encounter and relationship that influence uptake of
active surveillance.

Our findings also have implications for treatment recommendation adherence in general,
including instances where adherence to physician recommendations is critical to patient
outcomes (e.g., diabetes, hypertension, HIV). They contribute to a growing body of research
that attests to the quality, --and namely the patient-centeredness-- of the physician-patient
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relationship in treatment and medication adherence is associated with uptake of physician
recommendations [12,13,21].

The field of prostate cancer care strives for patient involvement in PCa treatment decision-
making. Guidelines recommend that treatment decision-making for clinically localized PCa
be a collaborative decision-making process in which patients and physicians weigh cancer
control against potential treatment side effects, [22] while taking into consideration patient
values and preferences. Patient involvement in treatment decision-making and greater
influence of physician treatment recommendations may seem at odds with one another;
however, in the present study they were associated. In a previous study, patients who had
taken on a passive role in treatment decision-making, compared to a collaborative or active
role, rated their urologist’s treatment recommendation as more important [11]. In the present
study, however, we found that when physicians are perceived as involving the patient in
decision-making, this was associated with greater influence of the physician’s
recommendation.

Study limitations and future directions

The study sample was recruited from a tertiary care center; all but seven participants (5.8%)
had sought out a second opinion regarding their PCa care and most were recruited at the
facility where they received the second opinion. Therefore, this group of patients is different
from randomly selected PCa patients because most had been motivated to seek a second
opinion and had decided not to return to the provider who diagnosed their cancer. The level
of negative perceptions of physicians among patients in our sample is likely higher than
would be found in representative samples of PCa patients. Indeed, studies bear out that the
majority of patients are highly satisfied with their physicians [25]. Nonetheless, because of
the relatively high variance in attitudes toward their physicians in this special sample, it
offers greater opportunity to identify relationships between qualities of the physician-patient
relationship and uptake of treatment recommendations. The relationships that were
discovered would be expected to be found the general population of PCa patients, although
effect sizes might be smaller in the general population than in our sample.

The primary limitation of the study is that participants’ perceptions of their physicians and
recall of treatment recommendations and their influence on their treatment decision were
assessed retrospectively. Most participants had been diagnosed within five years; however,
some participants may have had difficulty accurately recalling aspects of the treatment
decision-making process address by the survey. Findings should be replicated in a
prospective study. In addition, a prospective study would be an opportunity to examine the
role of quality of the physician-patient relationship in receipt of guideline consistent, versus
inconsistent, care. Another limitation is that participants were a convenience sample and,
furthermore, were not matched to patients who chose definitive therapy. Future research
should explore whether the relationship between quality of the physician-patient relationship
and influence of physician treatment recommendation generalizes to patients who choose
definitive therapies. Along similar lines, we recruited a convenience sample that may have
had higher socioeconomic status than the general population. Research with a representative
sample is needed to determine the generalizability of our findings.
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Finally, it should be noted that the effects sizes for the predictors of interest were small, but
precise, as indicated by narrow confidence intervals. Small effect sizes were partly due to
the scaling of the predictor variables — binary predictors would have produced larger effect
sizes.

In our sample of patients who had chosen active surveillance, perceptions of the relationship
with the physician were more positive if physicians recommended active surveillance,
compared to definitive therapy. This finding raises the question, what underlies patient
perceptions of their relationships with their physicians? In the small body of studies in
which physician-patient interaction is directly observed, physician behavior has been shown
to influence patients’ perceptions of their relationships with their physicians, including trust
in physicians, [23] and influence adherence [24]; however, few direct-observation studies
have been conducted with PCa patients. In addition, we do not know the extent to which
patient behavior or patients’ initial treatment preferences contributed to perceptions of their
relationships with their physicians. When patients have negative views about definitive
therapy or positive views about active surveillance prior to meeting the physician, this could
influence their perception of a physician who recommends one treatment over the other.
Studies in which physician-patient encounters are directly observed, along with assessing
patient beliefs and preferences, will be important for better understanding which aspects of
physician behavior or patient beliefs ultimately influence treatment choice.

Future research should also investigate possible system-level determinants of trust,
physician-patient closeness, and shared decision-making. Facilities may be able to adopt
organizational changes that promote both these physician behaviors, and in themselves,
increase trust, such as allowing for longer consultations [26]. Although few studies have
evaluated whether multidisciplinary clinics have favorable outcomes for PCa care,
preliminary evidence indicates that patients seen at these clinics may have high satisfaction
[27]. Given that multidisciplinary clinics may also reduce physician bias in treatment
recommendations and increase utilization of active surveillance, [27] adopting this model
may be another system change that could enhance the quality of the physician-patient
relationship and patient treatment decision-making.

Implications

Patient-centered care may be the most important determinant of trust in physicians [15].
Physicians may find training in concrete behaviors they can adopt in order to increase trust,
closeness, and shared decision-making among their patients helpful for increasing the
likelihood that patients consider active surveillance when it is clinically appropriate. Studies
are starting to identify these behaviors, including patient-centered behaviors such as when
the physician explores the patient’s illness experience, [26] is comforting and caring,
encourages question asking, [28] provides as much information as the patients wants,
provides information about what to do if symptoms worsen/return, and enables patients to be
as involved in the decision-making as they want [29]. These skills could to be taught along
the training continuum from medical school to continuing education seminars for residents
and attending physicians.

Urol Oncol. Author manuscript; available in PMC 2015 May 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Orom et al.

References
1.

10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Page 10

Barocas DA, Cowan JE, Smith JA Jr, Carroll PR. What percentage of patients with newly diagnosed
carcinoma of the prostate are candidates for surveillance? An analysis of the CaPSURE database. J
Urol. 2008; 180:1330-4. discussion 34-5. [PubMed: 18707731]

. Cooperberg MR, Broering JM, Kantoff PW, Carroll PR. Contemporary trends in low risk prostate

cancer: Risk assessment and treatment. J Urol. 2007; 178:514-S19. [PubMed: 17644125]

. Corcoran AT, Peele PB, Benoit RM. Cost comparison between watchful waiting with active

surveillance and active treatment of clinically localized prostate cancer. Urology. 2010; 76:703-07.
[PubMed: 20381846]

. Roberts CB, Albertsen PC, Shao Y-H, et al. Patterns and correlates of prostate cancer treatment in

older men. Am J Med. 2011; 124:235-43. [PubMed: 21396507]

. Carter HB, Isaacs WB. Improved biomarkers for prostate cancer: A definite need. J Natl Cancer

Inst. 2004; 96:813-15. [PubMed: 15173257]

. Cooperberg MR, Broering JM, Carroll PR. Time trends and local variation in primary treatment of

localized prostate cancer. J Clin Oncol. 2010; 28:1117-23. [PubMed: 20124165]

. Zeliadt SB, Ramsey SD, Penson DF, et al. Why do men choose one treatment over another?: A

review of patient decision making for localized prostate cancer. Cancer. 2006; 106:1865-74.
[PubMed: 16568450]

. Mohan R, Beydoun H, Barnes-Ely ML, et al. Patients’ survival expectations before localized

prostate cancer treatment by treatment status. J Am Board Fam Med. 2009; 22:247-56. [PubMed:
19429730]

. Sommers BD, Beard CJ, D’Amico AV, Kaplan I, Richie JP, Zeckhauser RJ. Predictors of patient

preferences and treatment choices for localized prostate cancer. Cancer. 2008; 113:2058-67.
[PubMed: 18704993]

. Penson DF. Factors influencing patients’ acceptance and adherence to active surveillance. JNCI
Monographs. 2012; 2012:207-12.

Davison BJ, Breckon E. Factors influencing treatment decision making and information
preferences of prostate cancer patients on active surveillance. Patient Educ Couns. 2012; 87:369—
74. [PubMed: 22177658]

Epstein, R.; Street, RJ. Patient-centered communication in cancer care: Promoting healing and
reducing suffering. Bethesda, MD: National Cancer Institute; 2007.

Kahn KL, Schneider EC, Malin JL, Adams JL, AME. Patient centered experiences in breast
cancer: predicting long-term adherence to tamoxifen use. Med Care. 2007; 45:431-39. [PubMed:
17446829]

Rost K, Carter W, Inui T. Introduction of information during the initial medical visit:
Consequences for patient follow-through with physician recommendations for medication. Soc Sci
Med. 1989; 28:315-21. [PubMed: 2705004]

Kao AC, Green DC, Zaslavsky AM, Koplan JP, Cleary PD. The relationship between method of
physician payment and patient trust. JAMA. 1998; 280:1708-14. [PubMed: 9832007]

Kaplan SH, Gandek B, Sheldon G, Rogers W, Ware JE. Patient and visit characteristics related to
physicians’ participatory decision-making style: Results from the Medical Outcomes Study. Med
Care. 1995; 33:1176-87. [PubMed: 7500658]

Aron A, Aron EN, Smollan D. Inclusion of Other in the Self Scale and the structure of
interpersonal closeness. J Pers Soc Psychol. 1992; 63:596-612.

Liang KY, Zeger SL. Regression analysis for correlated data. Annu Rev Public Health. 1993;
14:43. [PubMed: 8323597]

Byers AL, Allore H, Gill TM, Peduzzi PN. Application of negative binomial modeling for discrete
outcomes: A case study in aging research. J Clin Epidemiol. 2003; 56:559-64. [PubMed:
12873651]

Gardner W, Mulvey EP, Shaw EC. Regression analyses of counts and rates: Poisson, overdispersed
Poisson, and negative binomial models. Psychol Bull. 1995; 118:392-404. [PubMed: 7501743]

Urol Oncol. Author manuscript; available in PMC 2015 May 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Orom et al.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Page 11

Nguyen GC, LaVeist TA, Harris ML, Datta LW, Bayless TM, Brant SR. Patient trust-in-physician
and race are predictors of adherence to medical management in inflammatory bowel disease.
Inflamm Bowel Dis. 2009; 15:1233-39. [PubMed: 19177509]

Thompson |, Thrasher JB, Aus G, et al. Guideline for the management of clinically localized
prostate cancer: 2007 update. J Urol. 2007; 177:2106-31. [PubMed: 17509297]

Martin KD, Roter DL, Beach MC, Carson KA, Cooper LA. Physician communication behaviors
and trust among black and white patients with hypertension. Med Care. 2013; 51:151-57.
[PubMed: 23132201]

Cruz M, Roter DL, Cruz RF, et al. Appointment length, psychiatrists” communication behaviors,
and medication management appointment adherence. Psychiatr Serv. 2013; 64:886-92. [PubMed:
23771555]

Haviland MG, Morales LS, Dial TH, Pincus HA. Race/Ethnicity, socioeconomic status, and
satisfaction with health care. Am J Med Qual. 2005; 20:195-203. [PubMed: 16020676]

Fiscella K, Meldrum S, Franks P, et al. Patient trust: Is it related to patient-centered behavior of
primary care physicians? Med Care. 2004; 42:1049-55. [PubMed: 15586831]

Aizer AA, Paly JJ, Efstathiou JA. Multidisciplinary care and management selection in prostate
cancer. Semin Radiat Oncol. 2013; 23:157-64. [PubMed: 23763881]

Thom D, Physicians STS. Physician behaviors that predict patient trust. J Fam Pract. 2001;
50:323-28. [PubMed: 11300984]

Keating N, Gandhi TK, Orav E, Bates DW, Ayanian JZ. Patient characteristics and experiences
associated with trust in specialist physicians. Arch Intern Med. 2004; 164:1015-20. [PubMed:
15136312]

Urol Oncol. Author manuscript; available in PMC 2015 May 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny vd-HIN

Orom et al.

Table 1

Patient Demographic and Clinical Characteristics (Total N=120)

Characteristic

Education
< High school
High school
Some college
> College
Income
< $25,000
$25,000-49,999
$50,000-$74,999
= $75,000
Employment status
Employed
Retired/Not employed
Has health care insurance
Yes
No
Marital status
Married or has partner
Single
Race
Black
White

Asian

Self-reported PSA at diagnosis

<4
5-9
>10
Gleason Total Score
6
7
Clinical T Stage
Tla
Tib
Tlc
T2a
Mean age at diagnosis

Mean years since diagnosis

N (%)
2 .7
34 (286)
18 (15.1)
65  (54.6)
9 (9.3)
2 (227)
24 (247)
42 (43.3)
3B (29.2)
85  (70.8)
117 (98.3)

2 .7
87 (737
31 (26.3)
10 (8.4)
107 (89.9)

2 @7
44 (37.3)
47 (39.8)
14 (11.9)
109 (93.2)

8 (6.8)

1 (0.9)

0 (0.0)
109 (93.2)

7 (6.0)
64.7 (SD=6.7)
30 (SD=2.1)
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Table 2

Mean (Standard Deviation) scores on trust, closeness, shared decision making, and percentage of dyads in
which participants experienced poor treatment by physician as a function of influence of treatment
recommendation

Variable Influence of Treatment Recommendation

Not at all/A little  Quite a bit/Very much

Trust (range: 1-5) 2.99 (0.13) 4.40 (0.08)™
Closeness (range: 1-7) 2.10(0.16) 4,53 (0.18)
Shared decision making (range: 1-100) 41.45 (3.14) 75.00 (2.04)***
Poor treatment by physician (Yes vs. No) 45.24% Yes 8.84% Yes™ "
NOTE:
*kk
p<.001
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