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ABSTRACT

PURPOSE Prostate cancer screening guidelines have changed as new evidence showing an
equivocal mortality benefit led many organizations to relax recommendations for this screen-
ing and instead suggest shared decision making. Presently, it is unknown how successfully
these conversations happen. Our objective was to understand men’s communication prefer-
ences when they discuss prostate cancer screening.

METHODS In this scoping review, we searched 4 electronic databases (Medline, Embase,
PsycINFO, and CINAHL) and the gray literature. Additional studies were obtained from refer-
ence lists of included studies and relevant review articles. We included qualitative studies
reporting patient perspectives relevant to the research question and published in English.
Two independent researchers screened titles and abstracts based on these criteria, conducted
a full-text review for final inclusion, evaluated the remaining articles for validity, extracted
data, and used thematic analysis to build a thematic framework. A subgroup analysis was
performed for Black men as many studies elicited their perspectives.

RESULTS Analyses were based on 29 studies. We identified 4 main themes that men
described as critical for successful prostate cancer screening risk discussions with their primary
care clinician: using everyday language, receiving a sufficient quantity of information, spend-
ing enough time, and having a trusting and respectful relationship. Three additional themes
emerged that prohibited men from having any discussions at all: having already decided to
pursue prostate cancer screening, being passive in medical encounters, and perceiving threat
to one’s well-being. Black men faced racism, which impacted medical interactions.

CONCLUSIONS Our findings point to strategies to support men’s communication preferences
and address preconceptions surrounding prostate cancer screening. More studies are needed
in certain underrepresented populations given the propensity for disparity in health outcomes.

Ann Fam Med 2023;21:448-455. https://doi.org/10.1370/afm.3011

INTRODUCTION

he Canadian Cancer Society reports that prostate cancer is the number 1

diagnosed malignancy and the third-leading cause of cancer-related death

in men.' Despite these high rankings, the 5-year survival rate is 91% and the
overall mortality attributed to prostate cancer has decreased by 50% since 1995
The diagnosis is typically made in asymptomatic men after they screen positive
for an elevated prostate-specific antigen (PSA) level and undergo a prostate biopsy,
which engenders its own risks, namely, serious bleeding and infection.? The long-
term mortality benefit of population-wide prostate cancer screening using PSA has
come into question, with 2 large randomized controlled trials showing conflict-
ing results.3>* Implementing a population-level screening strategy that minimizes
unnecessary biopsies but still detects potentially aggressive disease remains chal-
lenging. Recognizing this uncertainty, many professional organizations now recom-
mend shared decision making when considering screening with a PSA test starting
between ages 45 and 50 years and stopping at age 70 years, with varying screening
intervals based on the patient's baseline risk.>"*

Men eligible for prostate cancer screening face enormous pressure as they rap-
idly digest complex information to make a decision that can markedly impact their
health. Coupled with time constraints during clinical encounters, misunderstand-
ing of the multifaceted concept of risk limits men's ability to effectively partici-
pate in shared decision making. Screening rates have been shown to fall because
of persistent confusion over the risks and benefits.? The decline in screening may
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be implicated in the rising incidence of advanced prostate
cancer.'® Furthermore, Black men in particular face systemic
inequity in the form of underrepresentation in primary care
roles, lower health literacy, lack of insurance, financial and
geographic inaccessibility, and lack of representation in clini-
cal trials, resulting in barriers to accessing the health care
system."" This obviously undermines shared decision making
in a group known to experience health disparities in prostate
cancer along the spectrum of screening, diagnosis, treatment,
and survival.""'3 As shared decision making becomes prevalent
in primary care, understanding how men prefer having risk
discussions can facilitate these discussions when considering
prostate cancer screening.

A metanarrative systematic review studying information-
seeking behaviors among men considering cancer screening
showed that many were “passive gatherers,” meaning knowl-
edge related to cancer screening usually came from unsolic-
ited sources rather than independent effort."* Understanding
men's communication preferences can help engage them in
becoming active participants in their own health care. Deci-
sion aids, such as pictographs representing risk or videos of
patient experiences, are available to support patient choice
and have been shown to improve patient-clinician communi-
cation, health knowledge, and patient engagement.'* Decision
aids had a mixed impact on the actual decision to screen,
however, and it is unknown to what extent patients them-
selves were involved in creating these materials.

For these reasons, it is paramount that we better understand
men's communication preferences to optimize shared decision
making in primary care, especially given the equivocal evi-
dence of the mortality benefit of population-wide prostate can-
cer screening and difficulties appreciating the nuances of risk
when applied to the individual. The objective of our study was
to understand how men prefer discussing the risks and benefits
of prostate cancer screening with their primary care clinician.

METHODS

Protocol

We conducted a scoping review to systematically explore
men's communication preferences for shared decision mak-
ing when considering prostate cancer screening. We devel-
oped our protocol following the guidelines of the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) Extension for Scoping Reviews Checklist'> and
registered the protocol with the Open Science Framework
online (https://osf.io/ebwnz/).

Search Strategy

We developed our search strategy in collaboration with a
medical science librarian. We searched 4 databases (Med-
line, Embase, PsycINFO, and CINAHL) from their date
of inception to March 2022. The key words and MeSH
headings used, and our search strategies, are outlined in
the Supplemental Appendix. Additional articles were

systematically retrieved from the gray literature by following
an extensive checklist prepared by Canada's Drug and Health
Technology Agency (Supplemental Table 1)."° To ensure the

completeness of our search, we searched for references from
studies that met the inclusion criteria and included relevant
citations in the article-screening process.

Eligibility Criteria

Taking a patient-centered approach, we developed inclusion
criteria requiring that articles detailed patient preferences for
risk communication surrounding prostate cancer screening
in English-speaking primary care settings. Specifically, we
included peer-reviewed qualitative articles on eligible men
who had never received a prostate cancer diagnosis and their
perspectives on how prostate cancer screening was discussed
with them by their primary care clinician. Articles written

in a language other than English were excluded to eliminate
heterogeneity owing to nuances in communication between
languages. We also excluded articles that evaluated primary
care clinicians’ perspectives or were quantitative in nature.

Study Selection

We selected studies using Covidence (Veritas Health Inno-
vation Ltd), a web-based and collaborative software that
streamlines literature reviews. Duplicates were removed by
Covidence and manual revision. Two independent review-
ers (J.F. and D.D.) screened titles and abstracts according to
the inclusion and exclusion criteria described previously. We
pilot tested the screening process by screening the first 50
electronic database search results. All the included articles
from the screened titles and abstracts underwent full-text
review for final inclusion. We resolved conflicts through
direct discussion between the 2 reviewers, and any remain-
ing unresolved conflicts were mediated by a third party with
content expertise (M.V.). Our interrater reliability, measured
by the Cohen k, for abstract screening and full-text review
was 0.75343 and 0.59972, respectively. We appraised the
validity of the included articles with the Critical Appraisals
Skills Programme (CASP) Qualitative Studies checklist,'” a
10-item user-friendly and pragmatic questionnaire designed
for use in qualitative health research.'® Question 10 in the
CASP checklist ("How valuable is the research?”) evaluates
the overall contribution of the study to the broader literature.
Given that question 10 would not contribute to the quality of
the participants’ responses, we chose not to display the results
for this question.

Data Extraction and Synthesis

We created a custom data collection form in Covidence using
an iterative process with the study team. We pilot tested this
abstraction form with 5 articles to ensure the relevancy and
consistency of the information captured. We then collected
study characteristics (authors, country, source of information,
number and demographics of participants, and verbatim text
in the Results or Findings section).
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Analysis was conducted using thematic synthesis, a tech-
nique developed by Thomas and Harden' that applies the
rigorous methodology of a systematic review to combine
the results of qualitative studies. We chose this technique
as a practical way to summarize viewpoints taken across
the various contexts of the included studies. Following their
approach,'” we read line by line all text collected verbatim
under the Results or Findings sections of our included articles.

We used NVivo software (QSR International) to apply
codes to relevant verbatim text, which consisted mainly of
quotes from men themselves. Common codes were grouped
to develop descriptive themes, which were then adapted in
relation to the research question and synthesized into an
analytic thematic framework (Supplemental Table 2 and

Supplemental Table 3). Owing to the large number of studies

of Black men meeting inclusion criteria, a post hoc subgroup
analysis was performed for this group.

RESULTS

We retrieved 726 articles for title and abstract screening. After
the screening process, 29 studies eventually met all inclusion
criteria (Figure 1). The characteristics of the included studies
are summarized in Supplemental Table 4. Most studies were
conducted in the United States (23 studies) and elicited per-
spectives from Black men (25 studies). Participants’ education

levels ranged widely, from primary school to college or uni-
versity degrees, in the 19 studies reporting this demographic.
Ten studies reported socioeconomic status. Only 4 studies had
good validity based on the CASP questionnaire (Table 1).20-4
The rationale for the research design was unclear in roughly
one-half the studies (12 studies). As well, a sizable share (19
studies) did not comment on how the relationship between
interviewer and participants could impact reported results.

Main Themes

We identified 4 main themes described as critical by men

for successful prostate cancer screening risk discussions with
their primary care clinician: using everyday language, receiv-
ing a sufficient quantity of information, spending enough
time, and having a respectful and trusting relationship.

Everyday Language

Using everyday language helped men understand their
primary care clinician so that effective communication sur-
rounding screening could happen.???4?” Men frequently
found clinicians’ inadvertent use of medical jargon a barrier
to shared decision making.?”3”** When clinicians neglected
to consider men's educational background during a prostate
cancer screening discussion, it not only caused confusion but
also made them fearful.?”

Sufficient Quantity of Information
The quantity of information was a prominent theme among
men who felt risk discussions were most successful when

they received balanced and thorough information regarding
prostate cancer screening.?>** Actively disclosing informa-
tion this way allowed men to consider screening factors
they had not considered themselves.?”** For example, men
rarely considered possible downstream consequences if they
screened positive.** Having this information empowered
them to fully engage in shared decision making with their
primary care clinician.?*2° By contrast, some men were not
given information about the risks and benefits of screen-
ing, the meaning of test results, or the clinical trial evidence
on screening, or an opportunity to discuss personal values
before having the PSA test. Instead, they underwent screen-
ing solely on the advice of their clinician.?® Even when

Figure 1. PRISMA flow diagram of search results,
screening, and full text review.

1,098 Results from electronic databases
560 Results from Embase
321 Results from Medline
136 Results from CINAHL
81 Results from PsycINFO
13 Results from gray literature
7 Results from internet search engines
5 Results from free databases
1 Result from clinical practice guidelines
0 Results from health technology assessment agencies
0 Results from health statistics
0 Results from clinical trial registries
38 Results from reference lists

Y
‘ 1,149 Studies imported ‘

—>‘ 423 Duplicates removed ‘

Y
‘ 726 Studies selected ‘

—>‘ 662 Studies were irrelevant ‘

\ 4
64 Full-text studies
reviewed for eligibility

35 Studies excluded
16 Study design did not meet criteria

> 9 Had wrong outcomes
8 Had no extractable data

2 Had wrong patient population

\
29 Studies included

PRISMA = Preferred Reporting Items for Systematic Review and Meta-Analysis.'®
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screening results were negative, men described ongoing
health anxiety if not given an adequate explanation of its
meaning.?'?>?” The brevity of the clinical interaction was
blamed as a major contributor to the lack of information
transfer.?22”4147 Furthermore, the option of prostate cancer
screening was not even discussed with some men, precluding

the entire shared decision making process.?%3!38

Enough Time

Men appreciated primary care clinicians spend-

ing enough time with them to have all information
explained and felt they had a complete understanding
as a result.2%224* They articulated gender differences
in the amount of time spent per visit, noting that
female clinicians tended to have longer discussions.?”
Having longer discussions was more reassuring to
men who were making the decision to participate in
prostate cancer screening and had the dual benefit of
fostering a therapeutic relationship.?24%

Respectful, Trusting Relationship

Having a respectful and trusting relationship with
their primary care clinician positively impacted men's
ability to participate in shared decision making. Men
who had trusting relationships with their clinicians
said this empowered them to engage in prostate can-
cer screening discussions.?>3¢ Patient and clinician
demographics played a key role in the therapeutic
relationship. For example, gender was again brought
up as an important factor. Men were more comfort-
able discussing matters related to the prostate with
male primary care clinicians based on anatomic simi-
larity.?>?73¢ Additionally, men viewed younger clini-
cians critically because of their lack of experience.?

Emergent Themes

During thematic synthesis, 3 emergent themes arose
describing intrinsic factors that blocked men from
engaging in shared decision making. Though not
directly related to communication, they nonetheless
had an impact on discussions about prostate can-
cer screening. These emergent themes were having
already decided to pursue screening, being passive
during clinical encounters, and perceiving threats

to well-being.

Predetermined Decision to Screen

Having already decided to pursue screening before
the clinical encounter was commonly reported across
studies, and men had many reasons for this resolu-
tion. Some believed that screening was the “right
thing to do” and viewed preventive health in general
with high regard, without acknowledging the risks it
would entail 2422333841 The perception that preventive
health would increase longevity and, thus, capacity to

provide for family motivated other men to request prostate
cancer screening.?'*?* Still others were influenced by avail-
ability bias, citing prostate diagnoses in those immediately
around them as having solidified their decision to undergo

screening.?*3>414* Finally, there were men who wanted to
know what their PSA level was for the sake of knowledge.

26,29

Table 1. Assessment of the Validity of Included Studies (N = 29)

Study and Year

Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9

Allen et al,?® 2007

Archer and Hayter,?! 2006

Biddle et al,?2 2017
Blocker et al,2* 2006
Chapple et al,** 2008
Conde et al,® 2011
Danan et al,?® 2021
Dubé et al,?” 2005
Evans et al,?8 2007
Farrell et al,?® 2002
Ferrante et al,*® 2011
Ford et al,>' 2006
Friedman et al,?? 2009
Friedman et al,* 2009
Friedman et al,** 2012
Gwede et al,*> 2015
Hill 26 2012

Hooper et al,* 2018
Ilic et al,?® 2005
Jernigan et al,** 2001
Kaninjing,* 2017
McFall et al,*' 2006
Odedina et al,* 2004
Oliver,# 2007

Rai et al,* 2007

Shungu and Sterba,* 2021

Sutkowi-Hemstreet et al,* 2015

Taitt,*” 2015
Woods et al,*® 2004

Q = question.

Note: Color-coded responses to questions on the Critical Appraisals Skills Programme (CASP) Qualitative
Studies Checklist.'” Green = yes; yellow = can't tell; red = no.

~
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Passivity During Clinical Encounters

Being passive during clinical encounters meant the men did
not actually make shared decisions when choosing prostate
cancer screening. Although a trusting patient-clinician rela-
tionship was cited as important to men, some extended this
to the point of complete obedience and did not feel the need
to discuss recommendations made by their primary care cli-
nician. 22839447 Men also described apathy toward shared
decision making for prostate cancer screening.2*2%#* Other
reasons for passivity during visits were perceived intellectual
disparity*' and a power differential .2

Perceived Threats to Well-Being

Perceived threats to well-being were broadly discussed in 2
variations: threats to masculinity and threats to longevity.
Aversion to discussing prostate cancer screening was some-
times grounded in the potential negative impact on sexual
function.?02%3342 As well, discussing health concerns was not
considered congruent with masculine identity and so was
avoided.?"***2 Having a good state of health made some men
question the worth of an early diagnosis.?® Fear of poten-
tially having prostate cancer and the alleged belief of defi-
nite mortality prevented other men from wanting to discuss

Screening.”'”'“'”'m

Influence of Race

Discussing prostate cancer screening with Black men comes
with additional complexity. Many Black men articulated a
cultural norm of visiting their primary care clinician only
when they felt extremely unwell 233134394245 They experi-
enced racism during clinical interactions, manifesting mostly
as assumptions about their intelligence.?”* % Some expressed
a desire to interact with Black primary care clinicians so that
culturally appropriate care could be provided.?**? As well,
intergenerational trauma from systemic racism in the medi-
cal system had an ongoing impact during clinical encoun-
ters. #0434 Specifically, Black men expected

DISCUSSION

As shared decision making in prostate cancer screening
becomes more prevalent, understanding what makes this
process successful invites opportunities for optimization.
Our scoping review identified 29 articles documenting men's
communication preferences when discussing the risks and
benefits of prostate cancer screening with their primary care
clinicians. We found that men wanted their clinicians to use
plain language so they can better appreciate nuances when
choosing to pursue screening. They also preferred clinicians
who proactively offered balanced and thorough explanations
of what evidence exists for risks and benefits, and the down-
stream implications of resulting PSA levels. Spending enough
time to have these complex discussions was considered
essential for men. Finally, men voiced their desire to have
these conversations with trusted primary care clinicians in a
respectful environment.

Several intrinsic factors emerged during our review that
hindered men from having open conversations. Before vis-
iting their primary care clinician, some men had already
decided they wanted prostate cancer screening and would not
allow space for other considerations. Others consistently took
a passive approach during clinical interactions and followed
recommendations without having any further discussion.
Lastly, perceived threats to their well-being deterred some
men from wanting to have conversations at all.

Strategies to Improve Shared Decision Making

Much of what men prefer regarding prostate cancer screening
discussions is best provided in primary care, where patient-
physician relationships are more likely to be established and
where preventive health care is practiced routinely. On the
foundation of a deep relationship, which has numerous advan-
tages," primary care clinicians are poised to disseminate com-
prehensive information with the aid of decision-making tools.
One evidence-based and practical tool, developed by Vickers

to be mistreated by the medical staff20434548

and related warily to primary care clini-

Figure 2. Thematic framework of men’s communication preferences for
shared decision making during prostate cancer screening discussions.

cians who were perceived to be authority

ﬁgures 20,23,45

language

Using everyday

Thematic Framework

The overall thematic framework of men's
communication preferences for shared
decision making during discussions about
prostate cancer screening is illustrated in

Receiving a suf-
ficient quantity <
of information

\

Having a trusting
and respectful
relationship

Spending
enough time

Y

Intrinsic factors

Figure 2. In Supplemental Table 5, we

provide select quotes from included stud-

Having already decided
to pursue screening

Being passive during
clinical encounters

Perceiving threats
to well-being

ies about men's communication preferences
when discussing prostate cancer screen-
ing, highlighting examples of strengths
and areas requiring improvement as it
pertains to communication with primary

care clinicians.

\ \ / ’% Racism toward Black men

Successful prostate cancer
screening discussions
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et al,>° gives practical patient-centered discussion points dur-
ing prostate cancer screening discussions. Other decision
tools of varying complexity and format exist and were shown
to increase patient knowledge and decrease decisional con-
flict in a meta-analysis by Ivlev et al.’' Educating men is ben-
eficial in that it directly addresses concerns they raise about
the natural history of prostate cancer and the complications
of screening. In the same meta-analysis,”' visual aids specifi-
cally were most effective for reducing fervor in men who
viewed prostate cancer screening positively, which by exten-
sion could be helpful in those who have already decided to
undergo screening as seen in our review, although the quality
of the evidence was low and overall intention to screen at

1 year was not affected. Using absolute risk reduction with
an added bar graph or icon array is preferable as patients
more accurately appreciate risk differences when presented
this way.”

Patient passivity has been shown to be modifiable through
a feasible office intervention.”® During this “activation” pro-
cess, patients were guided to generate a prioritized list of
questions to ask their primary care clinicians in advance of
their visit that would inform decision making.’> When “acti-
vated” patients had prostate cancer screening discussions, it
positively influenced primary care clinicians, who were then
more likely to engage in shared decision making with other
patients and make neutral recommendations.™

Time limitations were described as a major issue in our
review. In addition to directing patients toward decision-
making tools for review on their own, primary care clinicians
could consider having discussions over multiple appointments
or booking dedicated visits for discussions. Alternately, con-
versations could be spread among members of an interpro-
fessional team, which could include family members and a
decisional coach.” A randomized controlled trial is already
under way to investigate the effect of decision coaches on
decision quality and patient perception of care quality.*

Our findings show the critical impact of using everyday
language and having a therapeutic patient-physician relation-
ship on shared decision making in the realm of prostate can-
cer screening, and this impact is aligned with the literature.
An updated systematic review by Edwards et al’” demon-
strates this effect by showing that tailored health messages
increased measures of shared decision making for breast and
colon cancer screening. In another narrative review of risk
communication in general, the importance of using plain
language and tailoring communication is again emphasized.®
Themes of predetermined decisions to screen and threats
to well-being discovered in our study agree with results in
another qualitative review of men's perspectives on prostate
cancer screening by James et al.*

Further, previous literature shows how medical communi-
cation is affected by gender and race. In terms of gender dif-
ferences, female primary care clinicians were found to spend
more time with patients and were more likely to engage
their patients in shared decision making.®® Patients racially

discordant with their primary care clinicians felt less partici-
patory, and this was especially true for Black men.*

Many studies in our review assessed Black men's perspec-
tives. We found that cultural differences exist in how these
men use health care services and that experiences of racism
have eroded trust in the health care system, leaving a lasting
impact on how this group interacts with their primary care
clinicians. These factors should be considered when attempt-
ing shared decision making for prostate cancer screening.
Although prostate cancer mortality has decreased overall,

a wide gap remains between Black men and their non-Black
peers.'? Various solutions have been proposed at different
levels of the medical system, and it remains to be seen if this
gap closes.""'3 Our study suggests actions primary care clini-
cians can take at an individual level, namely, being sensitive
to cultural differences during interactions to facilitate com-
munication and acknowledging the role of ongoing systemic
racism to build trust.

Limitations

Limitations of our review include underrepresentation of
Latine men and Asian or Pacific Islander men, 2 groups who
may have been excluded because of language criteria but
who make up an appreciable percentage of the population in
the countries studied. Caution is advised when applying the
themes revealed in this review to prostate cancer screening
conversations with these ethnicities. Decontextualization and
reinterpretation of our collected data are a subject of concern
for qualitative synthesis methodology as a whole, as the true
meaning behind provided quotes may be lost.®> We hope,
however, that these generalizations serve busy clinicians

well at their next clinical encounter and spark new areas of
research in this domain.

Implications for Research

Future research could study the communication preferences

of underrepresented ethnicities, which would allow for more
tailored discussions for these groups. Another diverse group in
which there is a paucity of research is the lesbian, gay, bisexual,
transgender, and queer/questioning (LGBTQ) community.
Screening rates and perceptions of informed decision making
among gay and bisexual men are higher than those among

63,64

their heterosexual peers,®** although it is unknown how they
prefer having these conversations, especially in the context of
ongoing inequity.®® Transgender populations present unique
challenges when discussing prostate cancer screening, as such
conversations can be distressing because of the gendered impli-
cation of having a prostate gland. Indeed, their prostate cancer
screening rates are lower than those of cisgender men.®* Mea-
sures to evaluate the effectiveness of risk communication exist,
but they were primarily developed in White populations.®®
Results from this review may inform the development of a suc-
cess measure that scores prostate cancer screening discussions
for underrepresented groups, such as Black and transgender
populations, given their disparities in prostate cancer care.
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Conclusions

Our review reveals men's communication preferences during
prostate cancer screening conversations with their primary
care clinician. Men want their clinician to use everyday lan-
guage, to give thorough and balanced information, to spend
enough time during these discussions, and to have a thera-
peutic relationship. Three emergent themes arose that pre-
cluded men from engaging in conversations: having already
decided to get screened, being passive during visits, and
feeling that their well-being was threatened. Many studies
elicited Black men's perspectives; a subgroup analysis revealed
themes of racism and cultural differences.

Primary care remains the ideal place to have prostate
cancer screening discussions, although attention must be
paid to holding evidence-based conversations and removing
barriers to the needed changes. Using decision aids, “acti-
vating” patients, and involving decision coaches are feasible
approaches to incorporating men's communication prefer-
ences in a busy primary care office. Future directions include
conducting more qualitative studies on underrepresented
groups and creating a culturally sensitive outcome measure to
evaluate the success of prostate cancer screening discussions
in Black men.

% Read or post commentaries in response to this article.
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