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BACKGROUND: Primary care provider’s (PCP) role in can-
cer care is expanding and may include supporting pa-
tients in their treatment decisions. However, the degree
to which PCPs engage in this role for low-risk prostate
cancer is unknown.
OBJECTIVE: Characterize PCP perceptions regarding
their role in low-risk prostate cancer treatment decision-
making.
DESIGN: Cross-sectional, national survey.
MAIN MEASURES: For men with low-risk prostate can-
cer, PCP reports of (1) confidence in treatment decision-
making (high vs. low); (2) intended participation in key
aspects of active surveillance treatment decision-making
(more vs. less).
KEY RESULTS: A total of 347 from 741 eligible PCPs
responded (adjusted response rate 56%). Half of respon-
dent PCPs (50.3%) reported high confidence about engag-
ing in low-risk prostate cancer treatment decision-mak-
ing. The odds of PCPs reporting high confidence were
greater among those in solo practice (vs working with > 1
PCP) (OR 2.18; 95%CI 1.14–4.17) andwith higher volume
of prostate cancer patients (> 15 vs. 6–10 in past year) (OR
2.16; 95% CI 1.02–4.61). PCP report of their intended
participation in key aspects of active surveillance treat-
ment decision-making varied: discussing worry (62.4%),
reviewing benefits (48.5%) and risks (41.8%), and
reviewing all treatment options (34.2%). PCPs who report-
ed high confidence had increased odds of more participa-
tion in all aspects of active surveillance decision-making:
reviewing all treatment options (OR 3.11; 95% CI 1.82–
5.32), discussing worry (OR 2.12; 95% CI 1.28–3.51), and
reviewing benefits (OR 3.13; 95% CI 1.89–5.16) and risks
(OR 3.20; 95% CI 1.91–5.36).
CONCLUSIONS: The majority of PCPs were confident
about engaging with patients in low-risk prostate can-
cer treatment decision-making, though their intended
participation varied widely across four key aspects of
active surveillance care. With active surveillance being
considered for other low-risk cancers (such as breast
and thyroid), understanding factors influencing PCP
involvement will be instrumental to supporting team-
based cancer care.
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INTRODUCTION

The role of primary care providers (PCPs) in cancer care has
expanded throughout the cancer continuum. Not only are there
more patients who are diagnosed with and survivors of cancer,
these patients also tend to be older and medically complex.
This has led to PCPs managing more cancer care than just
primary prevention. While PCP involvement during survivor-
ship has flourished due to the increasing national emphasis on
team-based cancer care delivery, recent research suggests that
patients are involving their PCPs during the treatment stage.1–5

In particular, patients are discussing their initial cancer treat-
ment options with their PCPs in addition to their cancer
specialists (e.g., medical oncologist, radiation oncologist, or
surgeon). Work by our team found that, in a population-based
cohort of women with early-stage breast cancer, over a third of
women and their PCPs reported participation by their PCP in
their treatment decision-making.3,4

An area with great potential to leverage the role of PCPs is
in the management of low-risk cancers. Due to the indolent
nature of these cancers, treatment is evolving from surgery or
radiation to active surveillance, which involves routine follow-
up with clinical exams and lab tests and/or imaging.6–8 In fact,
for patients with low-risk prostate cancer, multiple guidelines
now recommend active surveillance as the primary manage-
ment strategy.9,10 Because active surveillance involves man-
agement similar to any other chronic disease, it is well-aligned
with PCP expertise. However, a key challenge in the imple-
mentation of active surveillance is uncertainty around which
provider—urologist or PCP—should deliver the services re-
quired for this care. Prior research in cancer survivorship
shows that, although PCPs desire involvement in their pa-
tient’s ongoing care (such as monitoring for recurrence, pro-
viding psychosocial support, and symptom management),
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they often report lacking confidence and knowledge to do
so.11–13 Confidence has been shown to be important for pro-
viders to engage effectively in disease management and care
delivery. For example, clinicians reported the lack of knowl-
edge and self-efficacy as barriers to adhering to clinical prac-
tice guidelines.14,15 Very little is known about how PCPs can
help urologists deliver coordinated active surveillance care;
thus, understanding PCP views—particularly their perceptions
around their confidence and ability to engage in this care—is
critical before expanding their roles into low-risk cancer
management.
We therefore conducted a large national survey of PCPs to

characterize their perspectives on their role in the management
of low-risk prostate cancer. We explored PCP confidence to
engage in treatment decision-making for men newly diag-
nosed with low-risk prostate cancer, and their intended partic-
ipation when presented with a new patient on active surveil-
lance. We then examined whether PCP confidence was asso-
ciated with their participation in key aspects of treatment
decision-making related to active surveillance.

METHODS

Using simple random sampling, we sent surveys to 1000
primary care physicians (internists, and family and general
practitioners) from the American Medical Association
Masterfile, a nationally representative database of physicians
in the USA, between July and September 2018. Physicians
were included if they responded on the survey to routinely
providing care to men over 50 years. A $20 unconditional
incentive was provided with the first mailing. The mailing also
included a link for physicians to complete the survey online.
We used a modified Dillman method to maximize our re-
sponse rate which involved follow-up to non-responders with
a postcard reminder, phone call, and an additional mailing.16

The survey study at large aimed to examine PCP perspectives
in the management of low-risk cancers; the data presented here
represents a secondary data analysis.

Measures

Survey content was developed based on prior work, modify-
ing measures used by our team on previous surveys, and pilot
testing with urologists and PCPs.3,17,18

PCP Confidence in Treatment Decision-making.
Respondents were asked to report on their overall confidence
about engaging in treatment decision-making for men newly
diagnosed with low-risk prostate cancer by responding to four
statements: (1) “I have the knowledge to participate in treat-
ment decision making,” (2) “I am unsure what my role should
be in treatment decision making,” (3) “I have other priorities
that limit my involvement in treatment decision making,” and
(4) “I feel confident in my ability to help with treatment
decision making”. Responses were on a 5-point Likert scale
from 1 to 5 (“strongly disagree,” “somewhat disagree,”

“neither agree nor disagree,” “somewhat agree,” “strongly
agree”). Items “I am unsure what my role should be in treat-
ment decision making” and “I have other priorities that limit
my involvement in treatment decision making” were reverse
recoded (e.g., “strongly disagree”was coded as 5 instead of 1).
By doing so, higher scores on each statement corresponded to
higher confidence. The four items were averaged to create a
composite confidence scale, which was then validated using
factor analysis. From this scale, we created a dichotomous
variable, where physicians scoring over the median (3.5) were
coded as having high confidence and those scoring 3.5 or less
as having low confidence. We chose this categorization given
our interest in PCPs’ perception of having “high” confidence,
a clinically meaningful concept for future interventions that
could focus on improving PCP confidence. We thus used a
conservative cut-off at the median which allowed us to capture
PCPs who feel at least some level of confidence or more.

PCP Intended Participation in Treatment Decision-making.
To assess how PCPs would intend to participate in treatment
decision-making with a patient, they were presented with a
clinical vignette of “Mr. Smith,” a 68-year-old man with
low-risk prostate cancer. The patient had discussed his
treatment with his cancer specialists and was considering
active surveillance as his management strategy. He was then
seeing his PCP for his routine primary care follow-up visit.
PCPs were asked to report what their level of participation
would be regarding discussing four key aspects of treatment
decision-making related to active surveillance. Respondents
were asked how much time they would typically spend with
Mr. Smith (1) reviewing all of his treatment options (sur-
gery, radiation, active surveillance), (2) discussing any
worries that he may have related to how to manage his
cancer, (3) reviewing the risks of active surveillance such
as progression of his cancer, and (4) reviewing the benefits
of active surveillance such as avoiding side effects with
surgery or radiation (e.g., urinary or bowel incontinence,
erectile dysfunction). Responses were on a 5-point Likert
scale from 1 to 5 (“not much,” “little,” “some,” “much,” or
“a great deal”) and dichotomized into less participation
(“not much,” “little,” or “some” time spent) vs. more par-
ticipation (“much” or “a great deal” time spent).

Covariates

PCP-reported characteristics collected via survey included
gender, race, years since residency (< 5 years ago, 5–
10 years ago, ≥ 10 years ago), personal or family history of
prostate cancer, volume of prostate cancer patients managed in
the past year (low (0–5), medium (6–10), and high (> 10)), and
number of patients on active surveillance for their initial
treatment in the past year (none (0), low (1–5), and high (>
5)). PCP-reported practice characteristics included academic
affiliation, single vs. multi-specialty practice, and practice size
(solo practitioner, 2–10, 11–50, 51 or more).
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Statistical Analysis

Descriptive statistics were used to summarize physician and
practice characteristics. We conducted a series of three analy-
ses. First, distribution of PCP confidence to engage in low-risk
prostate cancer treatment decision-making was generated.
Using bivariate (chi-squared or t tests as appropriate) followed
by multivariable (logistic regression model) analyses, we ex-
amined associations between PCP confidence (high vs. low)
and physician (gender, race, years since residency, personal or
family history of prostate cancer, volume of prostate cancer
patients, and number of patients on active surveillance) and
practice (academic affiliation, single vs. multi-specialty prac-
tice, and practice size) characteristics. Second, we described
PCP intended participation for the four key aspects of treat-
ment decision-making related to active surveillance
(reviewing all treatment options, discussing any worries that
Mr. Smith may have, reviewing the risks of active surveil-
lance, and reviewing the benefits of active surveillance). We
then used bivariate and multivariable regression analyses to
examine associations between PCP participation (less vs.
more) for each aspect of active surveillance care and physician
and practice characteristics (as detailed above). Third, we
constructed four multivariable logistic regression models ex-
amining the association between PCP intended participation in
treatment decision-making for each aspect of active surveil-
lance care and PCP confidence to engage in low-risk prostate
cancer treatment decision-making. Each model was adjusted
for physician and practice characteristics (as detailed above).
All analyses incorporated weights to reduce potential non-
response bias. For non-respondents, we had data available
on gender, age, specialty, and geographic region. Bivariate
and multivariable comparisons of response rates indicated that
lower response rates were significantly associated with north-
east geographic region, and general practice and internal med-
icine specialties. Based on this, the propensity scores from a
logistic model regressing survey response against specialty
and geographic region were generated and the inverse of these
scores were used as weights in our multivariable analyses.
We performed sensitivity analyses to ensure the robustness

of our results. This included analyzing PCP confidence in
treatment decision-making and PCP intended participation in
treatment decision-making as continuous variables and using
different cut points for the dichotomous variables. All analyses
yielded largely similar results (data not shown).
Analyses were performed using SAS, version 9.4 (SAS

Institute, Cary, NC). This study was deemed exempt by the
University of Michigan Institutional Review Board.

RESULTS

In total, 347 of 741 eligible physicians responded to the survey
(adjusted response rate 56%) (Appendix Fig. 3). Physicians
were excluded if they were not a PCP (n = 77), did not provide
care to men > 50 years (n = 66), for undeliverable mail (n =

83), or other reasons (n = 11; e.g., deceased). Table 1 shows
physician and practice characteristics of respondents. PCPs
were predominantly male (69.2%), White (73.6%), and grad-
uated from residency 10 or more years ago (93.4%). About a
third of PCPs were in solo practices (29.5%) and practices
with academic affiliations (32.0%). The majority of PCPs
managed a low volume (0–5) of patients with prostate cancer
in the last 12 months (44.1%) and had low number (1–5) of
patients on active surveillance (70.2%).

PCPConfidence in Treatment Decision-making

Factor analysis indicated that the four items of the confidence
scale represented a single factor, based on percentage of
variance explained, and confirmed by a scree plot. The factor
loadings were all sufficiently high with low variation (range
0.73–0.83), indicating that a score including all four items
weighted equally is appropriate. Half of the PCPs (50.3%)

Table 1 PCP-Reported Demographics and Practice Characteristics
(N = 347)

N %

Gender
Male 241 69.2
Female 105 30.2
Unknown 2 0.6

Race
White 256 73.6
Asian 66 19.0
Black or African American 11 3.2
American Indian or Alaskan Native 4 1.2
Other 11 3.2

Ethnicity
Not Hispanic or Latino 313 89.9
Hispanic or Latino 26 7.5
Unknown 9 2.6

Specialty
Family Medicine 146 42
General Practice 109 31
Internal Medicine 92 27

Graduation from residency
Less than 5 years ago 9 2.8
At least 5 but less than 10 years ago 12 3.8
10 or more years ago 297 93.4

Academic affiliation
No 213 68.1
Yes 100 32.0

Single vs. multi-specialty
Single 202 64.1
Multi 113 35.9

Physicians at practice
1 (solo practitioner) 93 29.5
2–10 157 49.8
11–50 51 16.2
51 or more 14 4.4

Volume of men with prostate cancer managed in the last 12 months
Low (0–5) 152 44.1
Medium (6–10) 87 25.2
High (11+) 106 30.7

Volume of men managed with AS in the last 12 months
None 43 14.1
Low (1–5) 214 70.2
High (6+) 48 15.7

Personal history of prostate cancer
No 298 96.1
Yes 12 3.9

Family history of prostate cancer
No 230 74.2
Yes 80 25.8
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reported they had high confidence about engaging in treatment
decision-making for men newly diagnosed with low-risk pros-
tate cancer. Nearly two-thirds of PCPs somewhat or strongly
agreed with statements indicating higher confidence: “I feel
confident in my ability to help with treatment decision mak-
ing” (65%) and “I have the knowledge to participate in treat-
ment decision making” (64%). A third or less of PCPs some-
what or strongly agreed with statements indicating lower
confidence: “I am unsure what my role should be in treatment
decision making” (33%) and “I have other priorities that limit
my involvement in treatment decision making” (22%) (Fig. 1)
(distribution of responses in Appendix Table 3). Odds of
reporting high confidence (vs. low) were greater for PCPs
with a high volume of patients with prostate cancer (vs.
medium volume in past 12 months) (odds ratio (OR) 2.16;
95% confidence interval (CI) 1.02–4.61) and those in solo
practice (vs. those who worked with more than 1 other PCP)
(OR 2.18; 95% CI 1.14–4.17).

PCP Intended Participation in Treatment
Decision-making

There was variation in PCPs’ intent to participate in different
aspects of active surveillance treatment decision-making.
Most frequently, PCPs reported more participation in
discussing any worries Mr. Smith may have related to how
to manage his cancer (62.4%; 95% CI 57.2–67.6%). Just
under half (48.5%; 95% CI 43.2–53.9%) reported more par-
ticipation in reviewing the benefits of active surveillance and
41.8% (95% CI 36.5–47.1%) in reviewing the risks of active
surveillance. Only 34.2% (95% CI 29.1–39.3%) reported
more participation in reviewing all of Mr. Smith’s treatment
options (distribution of responses in Appendix Table 3). PCPs
in solo practice reported more participation (vs. less) for

reviewing all treatment options (OR 3.33; 95% CI 1.81–6.14),
for reviewing the risks (OR 2.77; 95% CI 1.53–5.02), and for
reviewing the benefits (OR 2.68; 95% CI 1.49–4.84) of active
surveillance (Table 2).

Association Between PCP Intended
Participation and PCP Confidence in Treatment
Decision-making

In adjusted models, PCPs who reported they had high confi-
dence to engage in treatment decision-making for low-risk
prostate cancer had increased odds of more participation in
all four aspects of active surveillance treatment decision-mak-
ing. This included increased odds of reviewing all treatment
options (OR 3.11; 95% CI 1.82–5.32), discussing any worries
(OR 2.12; 95% CI 1.28–3.51), reviewing the risks (OR 3.20;
95%CI 1.91–5.36), and reviewing the benefits (OR 3.13; 95%
CI 1.89–5.16) (Fig. 2).

DISCUSSION

Our study of a large, nationally representative sample of
primary care physicians found that the majority of PCPs
reported they had high confidence to engage in treat-
ment decision-making for men newly diagnosed with
low-risk prostate cancer. These PCPs were also more
likely to report that they would participate more in
several key aspects of treatment decision-making related
to active surveillance including reviewing all treatment
options, discussing patient worry, and reviewing the
risks and benefits of active surveillance.
To our knowledge, our results are the first to highlight the

potential expanding role for PCPs in the decision-making

Fig. 1 Percent of PCPs who somewhat or strongly agree with four statements comprising PCP confidence to engage in treatment decision-
making for men newly diagnosed with low-risk prostate cancer.
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about low-risk cancer treatment, specifically those where ac-
tive surveillance is an option. Among PCPs who treat women
with early-stage breast cancer, we previously found that a third
reported involvement in their patient’s breast cancer treatment
decisions, including surgery, radiation, and chemotherapy de-
cisions.3 In the cancer survivorship literature, it has often been
reported that PCPs lack confidence or the knowledge and
skills to be able to participate in cancer care.19,20 In a survey
of PCPs regarding colon and breast cancer survivor care, less
than half of the PCPs reported feeling very confident in their

knowledge about testing for recurrence, caring for late phys-
ical effects and psychosocial effects.21 However, nearly two-
thirds of respondents from our survey perceived having the
knowledge and the ability to participate in treatment decision-
making for low-risk prostate cancer. This may reflect the
increasing population of men with low-risk prostate cancer
that are invariably also seen and managed in primary care;
supporting this, physicians in our cohort who had larger vol-
umes of prostate cancer patients were more likely to report
they had high confidence to engage in treatment decision-

Reviewing All 
Treatment Op�ons

Discussing Worries

Reviewing Risks of 
Ac�ve Surveillance

Reviewing Benefits 
of Ac�ve 
Surveillance

1.0                 2.0                 3.0                 4.0                  5.0

3.11 (1.82-5.32)

2.12 (1.28-3.51)

3.20 (1.91-5.36)

3.13 (1.89-5.16)

Fig. 2 Adjusted odds ratio* and 95% confidence intervals of PCP intended participation in treatment decision-making for active surveillance
care associated with PCP confidence in treatment decision-making for men with low-risk prostate cancer. *Adjusted for physician (gender,
race, years since residency, personal or family history of prostate cancer, volume of prostate cancer patients, and number of patients on active

surveillance) and practice (academic affiliation, single vs. multi-specialty practice, and practice size) characteristics.

Table 2 Multivariable Odds Ratios and 95% Confidence Intervals of Physician and Practice Characteristics Associated with PCP Intended
Participation in Four Key Aspects of Treatment Decision-making Related to Active Surveillance Care

Reviewing all treatment
options, OR (95% CI)

Discussing worry,
OR (95% CI)

Reviewing active surveillance
risks, OR (95% CI)

Reviewing active surveillance
benefits, OR (95% CI)

Volume of men with prostate cancer managed in the last 12 months
Low (0–5) vs.

medium (6–10)
1.02 (0.54, 1.94) 1.22 (0.65, 2.27) 1.30 (0.70, 2.40) 0.90 (0.49, 1.65)

High (11+) vs.
medium (6–10)

1.11 (0.57, 2.17) 1.03 (0.53, 1.97) 0.90 (0.47, 1.73) 0.79 (0.42, 1.49)

Volume of men managed with AS in the last 12 months
Low (1–5) vs. none 1.03 (0.48, 2.22) 1.22 (0.59, 2.54) 1.01 (0.48, 2.11) 1.29 (0.62, 2.67)
High (6+) vs. none 1.25 (0.45, 3.46) 1.13 (0.42, 3.05) 1.80 (0.67, 4.84) 1.38 (0.52, 3.67)

Academic affiliation
Yes vs. no 1.03 (0.59, 1.78) 0.73 (0.43, 1.25) 1.07 (0.63, 1.81) 1.26 (0.75, 2.11)

Solo practitioner
Yes vs. no 3.33 (1.81, 6.14) 1.43 (0.77, 2.65) 2.77 (1.53, 5.02) 2.68 (1.49, 4.84)

Specialty
Multi vs. single 0.99 (0.56, 1.76) 0.63 (0.36, 1.08) 0.96 (0.56, 1.65) 0.98 (0.58, 1.66)

Graduation from residency
10+ years vs. <

5 years
1.47 (0.29, 7.43) 1.00 (0.27, 3.75) 0.50 (0.14, 1.83) 0.85 (0.24, 3.04)

5–9 years vs. <
5 years

3.56 (0.54, 23.44) 0.60 (0.12, 3.16) 0.34 (0.06, 1.84) 0.51 (0.10, 2.69)

Gender
Female vs. male 0.84 (0.48, 1.47) 0.89 (0.51, 1.54) 0.57 (0.33, 0.99) 0.59 (0.35, 0.10)

Race
American Indian vs.

White
0.43 (0.04, 4.62) 0.11 (0.01, 1.20) 0.79 (0.10, 6.16) 0.75 (0.10, 5.71)

Asian vs. White 1.66 (0.87, 3.14) 0.79 (0.43, 1.47) 1.20 (0.64, 2.23) 1.82 (0.98, 3.39)
Black vs. White 1.14 (0.31, 4.26) 5.91 (0.690, 50.73) 1.74 (0.48, 6.32) 0.97 (0.27, 3.49)
Latino vs. White 1.61 (0.59, 4.38) 1.57 (0.55, 4.49) 0.71 (0.26, 1.91) 2.50 (0.91, 6.88)
Other vs. White 2.74 (0.73, 10.37) 9.48 (1.11, 80.92) 2.15 (0.57, 8.21) 3.05 (0.79, 11.83)

Italicized values signify statistically significant ORs at p < 0.05
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making. This generally high confidence held by PCPs in low-
risk prostate cancer management is promising for the eventual
success of team-based care models incorporating PCPs.
In our sample, compared to PCPs in multi-physician practices,

PCPs in solo practice reported they had high confidence to engage
in low-risk prostate cancer treatment decision-making and were
more likely to participate in the key aspects of active surveillance
treatment decision-making. PCPs in solo practices may have
longer relationships with their patients and feel more comfortable
engaging in these aspects of their care. This may also reflect the
organizational set-up of practices; compared to solo practitioners,
those in multi-physician practices may be more likely to have
multidisciplinary care, enabling their patients to connect more
easily with specialists. PCPs may not then engage in cancer
treatment decision-making, and rather defer to the cancer special-
ist to handle this care. However, in light of increasing number of
low-risk cancer patients withmore considering active surveillance
and cancer specialist workforce shortages, PCP involvement may
be necessary if not inevitable. While the influence of organiza-
tional factors in the diffusion of an innovation has been well
characterized, further research is needed to understand how a
health care system can make changes to encourage their PCPs
to engage in cancer care (including treatment).22

It is not surprising that PCPs who reported having high
confidence to engage in treatment decision-making for low-
risk prostate cancer often reported participating more in key
aspects of treatment decision-making for active surveillance.
Yet, more reassuring is finding that PCPs were equally more
likely to review the benefits of active surveillance as they were
the risks. Giving equal weight to both sides of a treatment
choice is a key component of informed decision-making, yet
one that is not always present. For instance, prior literature has
shown that physicians order tests or medications because they
believe that is what the patient wants, even if it is not clinically
appropriate (e.g., prescribing antibiotics for viral infections,
continuing cancer screening beyond screening age recommen-
dations).23–25 Because some men with low-risk prostate can-
cer believe active surveillance is “doing nothing,” and report
anxiety with making this choice, it is plausible that PCPs may
be hesitant to discuss the benefits of active surveillance, per-
ceiving it as “going against”what a patient may want.26,27 Our
results however suggest that PCPs are not limiting their treat-
ment discussions which is critical for the continued success of
active surveillance for low-risk prostate cancer management.
Strengths of this study include a nationally representative

population of PCPs with a robust response rate. However, there

are potential limitations to acknowledge. First, we probed PCPs’
beliefs about actual participation using a clinical vignette; this
may be subject to social desirability bias with PCPs reporting on
how they should versus how they actually practice. Second,
PCPs reported their participation in the patient’s initial stages of
treatment decision-making. Cancer treatment decision-making is
often a dynamic process and, in the case of low-risk prostate
cancer, may evolve over time with men choosing to receive
definitive treatment after initially starting active surveillance.
Therefore, PCP participation may change over time. Third,
though we achieved a 56% response rate for a physician survey,
it is possible that non-response bias may have affected our
findings. We accounted for this by incorporating weights in our
analyses to reduce potential non-response bias. Fourth, our study
is cross-sectional and therefore inferences regarding causality are
limited. Additional studies that help to delineate whether per-
ceived confidence influences PCP’s participation in treatment
discussion or rather participation in treatment discussion influ-
ences confidence are needed.

CONCLUSION

Our findings augment existing literature about the role of
primary care providers in cancer care. These results suggest
a role for PCPs much earlier in the cancer treatment continu-
um, specifically in supporting treatment decision-making for
their patients with low-risk prostate cancer. While active sur-
veillance is the guideline recommended strategy for low-risk
prostate cancer, it is increasingly being considered for the
management of other low-risk cancers, such as breast and
thyroid.28–30 Future studies that provide granularity in factors
influencing PCP involvement and their ability to provide
coordinated care will be critical towards developing interven-
tions to improve team-based care for low-risk cancer
management.
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APPENDIX

Fig. 3 Flow diagram demonstrating study cohort

Table 3 Distribution of Responses for PCP Confidence in Treatment Decision-making and PCP Intended Participation in Treatment Decision-
making

For men newly diagnosed with low-risk prostate cancer making a treatment decision…
I have the
knowledge to
participate in
treatment
decision-making
(N, %)

I am unsure what
my role should be
in treatment
decision-making
(N, %)

I have other
priorities that
limit my
involvement in
treatment
decision-making
(N, %)

I feel confident in
my ability to help
with treatment
decision-making
(N, %)

Strongly disagree 12 4% 85 25% 113 34% 17 5%
Somewhat disagree 54 16% 94 28% 77 23% 53 16%
Neither agree nor disagree 55 16% 46 14% 69 21% 50 15%
Somewhat agree 142 42% 88 26% 59 18% 140 41%
Strongly agree 74 22% 24 7% 17 5% 80 24%
How much time would you typically spend with Mr. Smith...

Reviewing all of
his treatment
options (surgery,
radiation, active
surveillance)

Discussing any
worries that he
may have related
to how to manage
his cancer

Reviewing the
risks of active
surveillance such
as progression of
his cancer

Reviewing the
benefits of active
surveillance such
as avoiding side
effects with
surgery or
radiation (e.g.,
urinary or bowel
incontinence,
erectile
dysfunction)

Not much 29 9% 6 2% 25 7% 17 5%
Little 38 11% 13 4% 35 10% 26 8%
Some 156 46% 108 32% 136 40% 132 39%
Much 88 26% 152 45% 111 33% 124 36%
A great deal 28 8% 59 17% 30 9% 41 12%
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