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BACKGROUND: Life expectancy (LE) is essential for triage between aggressive and conservative management for all prostate
cancer risk subtypes. We sought to investigate differences in how Black and Hispanic men interpret LE in treatment decision-
making.

METHODS: We used targeted crowdsourcing to sample a cohort reflecting sociodemographics of a US prostate cancer population.
Subjects completed a conjoint analysis exercise where they iteratively chose between aggressive treatment versus conservative
management across levels of 4 tradeoffs—tumor risk (lives saved by aggressive treatment at 5/10/20 year); erectile dysfunction;
urinary incontinence; and irritative urinary symptoms—while considering their LE as calculated by the Prostate Cancer Comorbidity
Index. Multinomial conditional logistic regression compared odds of choosing aggressive vs. conservative treatment across LEs
ranging from 0 to 20 years overall and across racial/ethnic subgroups.

RESULTS: Of 2046 men, 435 (22%) were Black and 230 (11%) were Hispanic. Across all men, the odds of aggressive treatment
choice increased by 17% for every 5 years of additional LE (OR = 1.17, 95%Cl = 1.12-1.22, p < 0.001). Men were significantly more
likely to choose aggressive treatment at LE > 13y and non-aggressive treatment at LE < 10y. Among Black men, LE was not
associated with treatment choice, as they consistently preferred aggressive treatment across all LE categories. Among Hispanic
men, increased LE was associated with a higher likelihood of choosing aggressive treatment, with significant preference for
aggressive treatment observed only when LE > 10 years. These patterns remained consistent when further stratified by tumor risk.
CONCLUSIONS: LE had no impact on treatment decisions in Black men, in contrast to other races and ethnicities. Future research is
needed to identify reasons for this phenomenon and to inform culturally relevant approaches to communicating competing

mortality risks.
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INTRODUCTION

Treatment decision making for localized prostate cancer in men
with limited life expectancy (LE) is a clinical dilemma for patients
and doctors. Early stage prostate cancer is often slow-growing,
diagnosed in older men, and unlikely to represent a mortality risk
within the lifetime of the majority of men whose LE is less than
5-10 years [1]. AUA guidelines recommend watchful waiting for
asymptomatic men with “limited LE” (i.e. <10 years) but support
surgery or radiation for men with intermediate/high-risk disease
and LE beyond 10 years [2]. NCCN guidelines integrate LE into
treatment recommendations by tumor risk, suggesting observa-
tion for men with LE <10 years and very low to intermediate
disease, and for men with LE <5 years and high to very high-risk
disease. Despite these recommendations, it is difficult for men
with limited LE and their physicians to weigh the risk of death
from cancer against the risk of dying of other causes with

potential side effects of treatment. It is not surprising that men
with limited LE are both overtreated for lower risk disease and
undertreated for higher risk prostate cancer [3, 4].

Previous work has shown that both Black and Hispanic men are
less likely to choose active surveillance or watchful waiting and
more likely to choose aggressive local therapy compared to non-
Hispanic White men for low-risk disease [5]. While these treatment
disparities may be partially attributable to provider-level factors,
such as lack of cultural competency in communicating LE,
differences may also exist at the patient level. Previous studies
have found that Black and Hispanic men may have different
interpretations and preferences driving these decisions, including
how they interpret and integrate LE into decision making [6],
which may stem from underlying cultural and experiential factors
such as mistrust/distrust in the healthcare system and differences
in health literacy or numeracy [7, 8]. However, there is a lack of
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quantitative analysis isolating the impact of patient race and
ethnicity on treatment decision-making, as physician- and patient-
level factors are often confounded in real-world clinical
consultations.

In this study, we sought to investigate the impact of LE on
prostate cancer patient decision making using crowdsourcing of
conjoint analysis and then specifically investigated how the impact
of LE differed by the race/ethnicity of respondents. We created a
conjoint analysis exercise by asking over 2000 men in the public
who demographically match a SEER prostate cancer patient
population to iteratively choose between aggressive and non-
aggressive prostate cancer treatment across varying levels of 4
tradeoffs: tumor risk; erectile dysfunction; urinary incontinence; and
irritative urinary symptoms. Subjects were also asked to consider
their LE when making these decisions, which was calculated using
the Prostate Cancer Comorbidity Index (PCCI), a validated scale for
predicting other-cause mortality. We hypothesized that Black and
Hispanic men may interpret and integrate LE information differently
compared to White populations, reflecting differences in socio-
cultural factors promoting heightened concern about cancer risk,
historical undertreatment of minority populations, and other social
differences in lived experiences. If confirmed, this may be a patient-,
social-, and healthcare-level factor that touches many issues around
race, medicine, and society at large.

METHODS

Conjoint analysis

We used an adaptive choice-based conjoint analysis platform (Sawtooth,
North Orem, Utah) to create a conjoint analysis tool for clinically localized
prostate cancer. A conjoint analysis is a form of tradeoff analysis that was
originally designed for market analysis in how consumers make complex
purchasing decisions. This technique has been adapted by healthcare
researchers to provide insights into how patients value different decision
attributes and has even been integrated into clinical pathways to improve
shared decision making [9-11]. Our conjoint model consisted of a
computer-based exercise requiring participants to engage in 12 binary
choice tasks, each with one option representing “aggressive” treatment
(lower risk of 5-,10-,20-year cancer mortality but treatment-related side
effects) and the other option representing “non-aggressive” treatment (i.e.
no reduction in risk of cancer mortality but no side effects) (Fig. 1).

Conjoint attributes and levels

The key attributes that were defined for each “aggressive” and “non-aggressive”
choice in our models included: (1) tumor risk, expressed as the number of
additional lives saved by aggressive treatment out of 100 men at 5, 10, and 20
years (range: 0/0/5, 1/3/9, 2/5/12, 4/8/16, and 5/11/18), (2) risk of urinary
incontinence (range: 5%, 10%, 15%, 20%, 25%, 30%, 35%), (3) risk of erectile
dysfunction (range: 5%, 20%, 40%, 60%, 80%, 100%), and (4) risk of irritative
urinary symptoms (range 5%, 10%, 15%, 20%, 25%, 30%, 35%, 40%). The
plausible range of levels for these attributes was defined from outcomes of
randomized controlled trials comparing watchful waiting with definitive local
therapy and large prospective case series [12-15]. A final attribute
that remained fixed for each individual was their projected LE estimated by
PCCI [16].

Covariates

Covariates included age, race/ethnicity, region, household income,
education level, health literacy, marital status, medical comorbidity items
included in the PCCI, which was used to calculate LE. Health literacy was
assessed by the single-item literacy screener (SILS) [17].

Participants and online crowdsourcing

We partnered with Cint®, a survey research firm with access to multiple
research survey panels across the US comprising over 1 million individuals,
to capture 2,000 individuals from the community to complete the conjoint
analysis exercise. Participants received voucher-based incentives provided
by Cint, and no direct incentives was offered by the research team.
Requested population characteristics were determined based on the
demographic characteristics of a typical US prostate cancer population,
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| Assuming your life expectancy outside of the cancer is 10 years... |

2 of 100 lives saved at 5 years

No additional lives saved 5 of 100 lives saved at 10 years

12 of 100 lives saved at 20 years

5% of men required 1-2
pads per day due to urinary
leakage over baseline

15% of men required 1-2
pads per day due to urinary
leakage over baseline

40% of men develop
permanent erectile
dysfunction over baseline

20% of men develop
permanent erectile
dysfunction over baseline

15% of men need to
frequently urinate (every 1-2
hours) over baseline

10% of men need to
frequently urinate (every
1-2 hours) over baseline

Fig. 1 Excerpt from the conjoint analysis exercise administered to
our study population.

including age, race/ethnicity, and regional distribution, according to SEER
data [18]. The requested race/ethnicity included 1480 (74%) White, 440
(22%) Black, 60 (3%) Asian/Pacific Islander, and 20 (1%) American Indian/
Alaska Native men of whom 1680 (84%) identified as non-Hispanic and 320
(16%) identified as Hispanic. Age distribution included 8 men (0.4%) across
all 2000 between ages 35-44, 162 men (8.1%) across all 2000 between
ages 45-54, 648 men (32.4%) across all 2000 between ages 55-64, 798
men (39.9%) across all 2000 between 65 and 74, 300 men (15%) across all
2000 between 75 and 84, and 82 men (4.1%) across all 2000 over 84 years.

Statistical analysis
Baseline patient demographics were described as frequency counts and
percentages. Discrete choice modeling was used to analyze the
preferences of patients for aggressive treatment versus conservative
management across varying levels of 4 tradeoffs: tumor risk (lives saved by
aggressive treatment at 5, 10, and 20 years); erectile dysfunction; urinary
incontinence; and irritative urinary symptoms. Multinomial conditional
logit modeling was used to model patient choice, where the dependent
variable was choice among the 12 binary choice tasks for a given patient.
Independent variables in the model were attributes as described above
adjusting for race, ethnicity, education, income, marital status, health
literacy, and age. We separately fit the model including various 2- and
3-way interaction terms including LE*treatment, LE*treatment*race,
LE*treatment*ethnicity, tumor risk*LE*race, and tumor risk*LE*ethnicity,
to explore the impact of LE on treatment choice separately by race and
ethnicity. Using the multinomial conditional logit model, we estimated the
marginal mean effects of the impact of LE on treatment choice within race,
ethnicity, and tumor risk strata.

Statistical analyses were performed using R software package version
4.2.3. Two-sided P values < 0.05 were considered significant.

RESULTS

In total, 2046 men were included in our analytic sample (Table 1;
Supplementary Table 1). 435 (22%) were Black, 230 (11%) were
Hispanic. Black participants were younger, single, had less years of
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Table 1. Sample characteristics by race.
Overall
N = 2046
Age
35-44 35 (1.72%)
45-54 169 (8.30%)
55-64 675 (33.1%)
65-74 812 (39.9%)
75-84 287 (14.1%)

85+ 59 (2.90%)
Median (Q1, Q3) 66 (58, 72)
Health Literacy

Extremely 1212 (59.2%)

Quite a bit 594 (29.0%)

Somewhat 188 (9.19%)

A little bit 32 (1.56%)

Not at all 20 (0.98%)
Ethnicity

Non Hispanic 1812 (88.7%)

Hispanic 230 (11.3%)
Education

High School or Lower 940 (45.9%)
776 (37.9%)

330 (16.1%)

Associate/Bachelors

Masters/Professional/Doctorate
Income

Less than $25,000

$25,000 to $49,999

$50,000 to $74,999

$75,000 to $99,999

$100,000 to $149,999

$150,000 or more

Prefer not to answer

371 (18.1%)
546 (26.7%)
424 (20.7%)
272 (13.3%)
236 (11.5%)
158 (7.72%)
39 (1.91%)
Marital status

Single, never married 363 (17.7%)
1185 (57.9%)
133 (6.50%)
364 (17.8%)

Married or domestic partnership
Widowed
Divorced/Separated

Prefer not to answer 1 (0.05%)
PCCl

0 617 (30.2%)

1 468 (22.9%)

2 430 (21.0%)

3 219 (10.7%)

4 139 (6.79%)

5+ 173 (8.46%)

Life Expectancy 18.0 [15.0;20.0]

education, lower income, and lower comorbidity scores than non-
Black participants (Table 1). Hispanic participants were younger,
more often married or divorced/separated and less often single,
and had lower comorbidity scores than non-Hispanic participants
(Supplementary Table 1). 1212 (59%) and 594 (29%) men
described themselves as extremely or quite health literate by
the SILS, respectively, and there were no differences in healthy
literacy by race or ethnicity.

Prostate Cancer and Prostatic Diseases

Black White or Other P
N=435 N = 1446

<0.001
4 (0.92%) 31 (1.94%)

71 (16.3%)
223 (51.3%)
116 (26.7%)
20 (4.60%)

98 (6.12%)

452 (28.2%)
696 (43.4%)
267 (16.7%)

1 (0.23%) 58 (3.62%)
61 (56, 66) 68 (60, 73)
0.3
272 (62.5%) 940 (58.3%)
110 (25.3%) 484 (30.0%)
44 (10.1%) 144 (8.94%)
6 (1.38%) 26 (1.61%)
3 (0.69%) 17 (1.06%)
<0.001
426 (97.9%) 1386 (86.2%)
9 (2.07%) 221 (13.8%)
<0.001
243 (55.9%) 697 (43.3%)
152 (34.9%) 624 (38.7%)
40 (9.20%) 290 (18.0%)
<0.001
124 (28.5%) 247 (15.3%)
112 (25.7%) 434 (26.9%)
96 (22.1%) 328 (20.4%)
38 (8.74%) 234 (14.5%)
31 (7.13%) 205 (12.7%)
24 (5.52%) 134 (8.32%)
10 (2.30%) 29 (1.80%)
<0.001
129 (29.7%) 234 (14.5%)
187 (43.0%) 998 (61.9%)
20 (4.60%) 113 (7.01%)
99 (22.8%) 265 (16.4%)
0 (0.00%) 1 (0.06%)
<0.001
215 (49.4%) 402 (25.0%)
84 (19.3%) 384 (23.8%)
76 (17.5%) 354 (22.0%)
22 (5.06%) 197 (12.2%)
15 (3.45%) 124 (7.70%)
23 (5.29%) 150 (9.31%)
18.0 [16.0;20.0] 16.0 [15.0;18.0] <0.001

Across all men, participants were more likely to opt for prostate
cancer treatment as LE increased—the odds of aggressive
treatment choice increased by 17% for every 5 years of additional
LE (OR=1.17, 95%ClI=1.12-1.22, p<0.001). Men were signifi-
cantly more likely to choose aggressive treatment at LE > 13 years
and non-aggressive treatment at LE < 10 years (Fig. 2). All tested
interaction terms (including LE*treatment, LE*treatment*race,
LE*treatment*ethnicity,  tumor  risk*LE*race, and  tumor
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Fig. 2 Odds ratio of treatment versus no treatment for clinically
localized prostate cancer by patient life expectancy.
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Fig. 3 Odds ratio for aggressive treatment choice by life
expectancy across race and ethnicity. A Odds ratio for Black versus
non-Black men; B Odds ratio for Hispanic versus non-Hispanic men.

risk*LE*ethnicity) were statistically significant (all, p <0.001),
suggesting that impact of LE on treatment choice may differ by
race, ethnicity, and tumor risk.

When stratified by race, LE was not associated with treatment
choice among Black men (OR = 0.97 for each five additional years
of LE, 95%CI = 0.90-1.05, p = 0.48), as they consistently preferred
aggressive treatment across all LE categories (Fig. 3A). When
stratified by ethnicity, increased LE was associated with a higher
likelihood of choosing aggressive treatment among Hispanic men

SPRINGER NATURE

(OR = 1.14 for each five additional years of LE, 95%Cl = 1.02-1.27,
p =0.019), with significant preference for aggressive treatment
observed only when LE > 10 years (Fig. 3B).

These patterns remained consistent when further stratified by
tumor risk. Among Black men, LE remained unassociated with
treatment preferences (all, p = 0.30) and aggressive treatment was
consistently preferred regardless of LE across all tumor risk
subgroups (Fig. 4). Similarly, the association between longer LE
and the preference for aggressive treatment among Hispanic men
persisted when stratified by tumor risk, although the study was
underpowered to detect statistically significant differences within
tumor risk subgroups (Supplementary Fig. 1).

DISCUSSION

LE is a critical decision factor for patients and physicians to
consider when making decisions regarding treatment of clinically
localized prostate cancer, since it is the primary indicator of
whether a patient will live long enough to derive significant
benefit from aggressive local therapy and has been shown to
predict treatment benefit. Previous studies have shown that Black
and Hispanic men are often overtreated for low-risk cancer, but
the contribution of patient-level drivers of this trend are not well
defined. To better understand how Black and Hispanic men
interpret and integrate LE when considering aggressive versus
conservative management, we crowdsourced a conjoint analysis
exercise to a population of men who demographically represent a
typical US prostate cancer population based on SEER. Among
Black men, LE had no impact on treatment choices, which
contrasted with trends observed in White and Hispanic men. Ours
is the first such study to show that Black men may interpret and
integrate LE differently than other groups when making treatment
decisions and may provide insight into this multi-level issue that
may in part drive overtreatment for lower risk disease in these
men.

Previous studies have explored racial and ethnic differences in
prostate cancer management and found that Black men are
managed conservatively less often than non-Black men for low
risk prostate cancer [5, 19]. Several large SEER studies have shown
that Black men with low risk prostate cancer are less likely to be
managed with active surveillance or watchful waiting than non-
Black men [5, 19, 20]. These differences may be driven by both
provider and patient factors. From a provider perspective, possible
drivers of this phenomenon may include implicit or explicit racial
bias, as well as concerns about higher rates of upgrading/
upstaging in Black men [21], increased overall risk of prostate
cancer mortality [22], and underrepresentation of Black men in
active surveillance study cohorts [23], and lack of cultural
competency in communicating competing risks [24, 25]. What
has not been previously demonstrated is the degree to which
patient preference may drive decisions against conservative
management among these men, as prior studies have typically
conflated patient-level factors with physician-level influences.
Importantly, our study addresses this limitation by performing a
conjoint analysis in which all participants received standardized,
accurate information about life expectancy, cancer prognosis, and
potential side effects. By controlling for physician-level variability,
our study isolates the influence of patient preferences on decision-
making.

Our data suggest that Black men may be less likely to choose
conservative management of their low-risk prostate cancer even
when their LE is limited, and they are unlikely to benefit from
aggressive treatment. There are likely multiple explanations for
why this is the case, which we were unable to capture in our data.
One possibility is that Black men may be less likely to trust data
favoring non-aggressive treatment of cancer than other groups,
either due to general mistrust of the healthcare system or due to
awareness of inappropriate undertreatment of cancer in Black
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Fig. 4 Odds ratio for aggressive treatment choice by life expectancy for Black men versus non-Black men stratified by tumor risk. Tumor
risks were represented as the number of additional lives saved by aggressive treatment out of 100 men at 5, 10, and 20 years. Each panel
represents increasing tumor risk from (left-to-right, top-to-bottom).
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populations in other contexts. For example, these men may be
skeptical of triage of treatment of low-risk prostate cancer based
on LE because they are aware of longstanding undertreatment of
higher risk disease in Black men. This perception may be informed
by the higher prevalence and risk of prostate cancer in Black men,
which makes it more likely for a Black man with low-risk cancer to
be influenced by negative outcomes of a family member or friend
with higher risk cancer.

Another important patient-level factor that may influence
treatment preference is cancer fatalism, a belief commonly
observed among Black patients [26] that cancer development is
predetermined and that death is inevitable following a cancer
diagnosis [27]. However, our findings do not support the idea that
cancer fatalism influences treatment choice in this context, as
Black patients were more likely to opt for aggressive treatment
regardless of their LE. Notably, cancer fatalism encompasses two
distinct dimensions: the belief in the inevitability of a cancer
diagnosis (occurrence fatalism), and the belief that death is
inevitable once cancer is diagnosed (outcome fatalism). These two
concepts are often use interchangeably and most studies
examining cultural and ethnic differences in fatalism do not
distinguish between them [28, 29]. However, previous studies
have found patients who believed occurrence fatalism did not
necessarily endorsed outcome fatalism [30, 31]. Furthermore,
while many previous studies have shown that occurrence fatalism
served as a barrier to cancer screening, there is limited research on
the effect of outcome fatalism [32]. As such, although our findings
do not support an association between outcome fatalism and
treatment decision-making among Black patients, whether this is
due to a low prevalence of outcome fatalism or to its limited
influence on treatment choices warrants further investigation.

Our study has several limitations which should be addressed.
First, none of the participants in our study have a diagnosis of
prostate cancer but are members of the public. While individuals
without cancer in the community may interpret and integrate
decision attributes differently than those with cancer, there is
important precedent for using the general public to assign value
to health states [33]; in the United Kingdom, crowdsourcing was
used in the development of the EuroQol-5D (EQ-5D) to obtain
utility values for health states, which informs decisions regarding
public payer coverage through the National Institute for Health
and Clinical Excellence (NICE) [34]. Furthermore, there is a robust
experience in the use of conjoint analysis assessing patient
preferences in numerous disease states, including prostate cancer
[35]. Second, given the overall high level of healthy literacy among
the population, participants may have some prior knowledge of
prostate cancer natural history through family members, general
practitioners, or the media — which may affect their decisions
within the conjoint analysis exercise. Third, although our conjoint
analysis accounted for key clinical factors for treatment decision-
making including LE, tumor risk, and side effects, some other
potentially influential variables such as past medical history were
not captured. Fourth, race and ethnicity are imperfect proxies for
individual cultural and experiential factors that may contribute to
differences in treatment preferences. However, we were not able
to directly assess the impact of these factors due to the lack of
relevant data to measure them. Finally, although we only used a
single-item self-reported measure of health literacy, its consis-
tency with objective measures of literacy has been previously
validated. While we did not specifically measure numeracy,
previous work by our group has shown strong correlation
between patient health literacy and numeracy in similar
crowdsourced populations [17, 36].

CONCLUSIONS
LE is an essential component of shared decision-making in the
management of localized prostate cancer, since it identifies men

SPRINGER NATURE

with limited expected longevity who may not live long enough to
benefit from treatment. Our data suggest that Black men interpret
and integrate LE differently in the context of prostate cancer
decisions, unlike Hispanic and Caucasian populations. This may be
driven by sociocultural factors including mistrust/distrust in the
health care system, concerns regarding historical undertreatment
of minority populations, heightened perceptions of cancer
lethality among Black men, and negative experiences of family
or friends with prostate cancer. Validated tools to assess these
sociocultural factors, as well as qualitative or mixed-methods
studies, are essential to contextualize preferences in future
research. While our study cannot parse the exact reason for this
observation and should be interpreted as exploratory, further
research is needed to better understand why Black men would
opt for aggressive treatment despite shorter LE and limited
treatment benefits. These findings call for development of a
culturally relevant approach to risk communication that can
improve shared decision-making and guideline concordant care
for these men.

DATA AVAILABILITY
The datasets generated during and/or analyzed during the current study are available
from the corresponding author on reasonable request.

REFERENCES

1. Daskivich TJ, Fan K-H, Koyama T, Albertsen PC, Goodman M, Hamilton AS, et al.
Effect of age, tumor risk, and comorbidity on competing risks for survival in a U.S.
population-based cohort of men with prostate cancer. Ann Intern Med.
2013;158:709-17.

2. Clinically Localized Prostate Cancer: AUA/ASTRO Guideline, Part I: Introduction,
Risk Assessment, Staging, and Risk-Based Management | Journal of Urology.
https://www.auajournals.org/doi/10.1097/JU.0000000000002757  (accessed 9
Dec2022).

3. Johnson SB, Lester-Coll NH, Bledsoe TJ, Kelly JR, Stahl JM, Nath SK, et al.
Undertreatment of elderly men with high-risk prostate cancer. Int J Radiat Oncol
Biol Phys. 2017;99:E243.

4. Daskivich TJ, Chamie K, Kwan L, Labo J, Palvolgyi R, Dash A, et al. Overtreatment
of men with low-risk prostate cancer and significant comorbidity. Cancer.
2011;117:2058-66.

5. Butler S, Muralidhar V, Chavez J, Fullerton Z, Mahal A, Nezolosky M, et al. Active
surveillance for low-risk prostate cancer in black patients. N Engl J Med.
2019;380:2070-2.

6. Shavers VL. Brown ML. Racial and ethnic disparities in the receipt of cancer
treatment. JNCI J Natl Cancer Inst. 2002;94:334-57.

7. Kennedy BR, Mathis CC, Woods AK. African Americans and their distrust of the
health care system: healthcare for diverse populations. J Cult Divers.
2007;14:56-60.

8. DeWitt-Foy ME, Gam K, Modlin C, Kim SP, Abouassaly R. Race, decisional regret
and prostate cancer beliefs: identifying targets to reduce racial disparities in
prostate cancer. J Urol. 2021;205:426-33.

9. Han PKJ, Klein WMP, Lehman TC, Massett H, Lee SC, Freedman AN. Laypersons’
responses to the communication of uncertainty regarding cancer risk estimates.
Med Decis Mak Int J Soc Med Decis Mak. 2009;29:391-403.

10. Han PKJ, Lehman TC, Massett H, Lee SJC, Klein WMP, Freedman AN.
Conceptual problems in laypersons’ understanding of individualized cancer risk:
a qualitative study. Health Expect Int J Public Particip Health Care Health Policy.
2009;12:4-17.

11. Daskivich TJ, Lai J, Dick AW, Setodji CM, Hanley JM, Litwin MS, et al. Questioning
the 10-year life expectancy rule for high-grade prostate cancer: comparative
effectiveness of aggressive vs nonaggressive treatment of high-grade disease in
older men with differing comorbid disease burdens. Urology. 2016;93:68-76.

12. Barocas DA, Chen V, Cooperberg M, Goodman M, Graff JJ, Greenfield S, et al.
Using a population-based observational cohort study to address difficult com-
parative effectiveness research questions: the CEASAR study. J Comp Eff Res.
2013;2:445-60.

13. Resnick MJ, Koyama T, Fan K-H, Albertsen PC, Goodman M, Hamilton AS, et al.
Long-term functional outcomes after treatment for localized prostate cancer. N
Engl J Med. 2013;368:436-45.

14. Holmberg L, Bill-Axelson A, Steineck G, Garmo H, Palmgren J, Johansson E, et al.
Results from the scandinavian prostate cancer group trial number 4: a

Prostate Cancer and Prostatic Diseases


https://www.auajournals.org/doi/10.1097/JU.0000000000002757

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32

33.

34.

35.

36.

randomized controlled trial of radical prostatectomy versus watchful waiting. J
Natl Cancer Inst Monogr. 2012;2012:230-3.

. Wilt TJ, Brawer MK, Barry MJ, Jones KM, Kwon Y, Gingrich JR, et al. The Prostate

cancer Intervention Versus Observation Trial:VA/NCI/AHRQ Cooperative Studies
Program #407 (PIVOT): design and baseline results of a randomized controlled
trial comparing radical prostatectomy to watchful waiting for men with clinically
localized prostate cancer. Contemp Clin Trials. 2009;30:81-87.

. Daskivich TJ, Kwan L, Dash A, Saigal C, Litwin MS. An age adjusted comorbidity

index to predict long-term, other cause mortality in men with prostate cancer. J
Urol. 2015;194:73-78.

. Morris NS, MacLean CD, Chew LD, Littenberg B. The Single Item Literacy Screener:

Evaluation of a brief instrument to identify limited reading ability. BMC Fam Pr.
2006;7:21.

. Cancer of the Prostate - Cancer Stat Facts. SEER. https://seer.cancer.gov/statfacts/

html/prosthtml (accessed 17 Feb2023).

. Washington SL, Jeong CW, Lonergan PE, Herlemann A, Gomez SL, Carroll PR, et al.

Regional variation in active surveillance for low-risk prostate cancer in the US.
JAMA Netw Open. 2020;3:2031349.

Mahal BA, Butler S, Franco |, Spratt DE, Rebbeck TR, D’Amico AV, et al. Use of
Active surveillance or watchful waiting for low-risk prostate cancer and man-
agement trends across risk groups in the United States, 2010-2015. JAMA.
2019;321:704-6.

Sundi D, Ross AE, Humphreys EB, Han M, Partin AW, Carter HB, et al. African
American men with very low-risk prostate cancer exhibit adverse oncologic
outcomes after radical prostatectomy: should active surveillance still be an
option for them? J Clin Oncol J Am Soc Clin Oncol. 2013;31:2991-7.

Chornokur G, Dalton K, Borysova M, Kumar N. Disparities at presentation, diag-
nosis, treatment and survival in African American men, affected by prostate
cancer. Prostate. 2011;71:985-97.

Mohler JL, Kantoff PW, Armstrong AJ, Bahnson RR, Cohen M, D’Amico AV, et al.
Prostate cancer, version 2.2014. J Natl Compr Cancer Netw JNCCN.
2014;12:686-718.

Taksler GB, Keating NL, Cutler DM. Explaining racial differences in prostate cancer
mortality. Cancer. 2012;118:4280-9.

Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity and quality of
patient-physician communication during medical visits. Am J Public Health.
2004;94:2084-90.

Powe BD. Cancer fatalism among African-Americans: a review of the literature.
Nurs Outlook. 1996;44:18-21.

Powe BD, Finnie R. Cancer fatalism: the state of the science. Cancer Nurs.
2003;26:454-65. quiz 466-467.

Niederdeppe J, Levy AG. Fatalistic beliefs about cancer prevention and three
prevention behaviors. Cancer Epidemiol Biomark Prev Publ Am Assoc Cancer Res
Cosponsored Am Soc Prev Oncol. 2007;16:998-1003.

Abraido-Lanza AE, Viladrich A, Flérez KR, Céspedes A, Aguirre AN, De La Cruz AA.
Commentary: fatalismo reconsidered: a cautionary note for health-related
research and practice with Latino populations. Ethn Dis. 2007;17:153-8.
Viswanath K, Breen N, Meissner H, Moser RP, Hesse B, Steele WR, et al. Cancer
knowledge and disparities in the information age. J Health Commun.
2006;11:1-17.

Carpenter V, Colwell B. Cancer knowledge, self-efficacy, and cancer screening
behaviors among Mexican-American women. J Cancer Educ J Am Assoc Cancer
Educ. 1995;10:217-22.

Cancer Fatalism: Attitudes Toward Screening and Care. In: Psychological Aspects of
Cancer. Springer International Publishing: Cham, 2022, pp 301-18.

Montie JE, Clark PE, Eisenberger MA, El-Galley R, Greenberg RE, Herr HW, et al.
Bladder cancer. J Natl Compr Cancer Netw JNCCN. 2009;7:8-39.

Bridges JFP, Hauber AB, Marshall D, Lloyd A, Prosser LA, Regier DA, et al. Conjoint
analysis applications in health-a checklist: a report of the ISPOR Good Research
Practices for Conjoint Analysis Task Force. Value Health J Int Soc Pharmacoecon
Outcomes Res. 2011;14:403-13.

Kaplan RM, Crespi CM, Dahan E, Saucedo JD, Pagan C, Saigal CS. Comparison of
rating scale, time tradeoff, and conjoint analysis methods for assessment of
preferences in prostate cancer. Med Decis Mak Int J Soc Med Decis Mak.
2019;39:816-26.

Dallmer JR, Luu M, Saouaf R, Spiegel B, Freedland SJ, Daskivich TJ. Patient per-
ceptions of standardized risk language used in ACR prostate MRI PI-RADS scores.
J Am Coll Radio. 2024;21:1634-42.

Prostate Cancer and Prostatic Diseases

J.M. Masterson et al.

ACKNOWLEDGEMENTS
This work was supported by Career Development Award (K08 CA230155 to TJD) from
the National Cancer Institute.

AUTHOR CONTRIBUTIONS

JMM: conceptualization, methodology, formal analysis, investigation, writing—
original draft, writing—review and editing. RZ: methodology, formal analysis,
investigation, writing—original draft, writing—review and editing. ML: methodology,
software, validation, formal analysis, investigation, data curation, visualization, writing
—review and editing. AM: investigation, writing—review and editing. YAN:
investigation, writing—review and editing. CR: investigation, writing—review and
editing. RG: investigation, writing—review and editing. BS: writing—review and
editing. SJF: writing—review and editing. TJD: conceptualization, methodology,
investigation, resources, writing—review and editing, supervision, project adminis-
tration, funding acquisition.

FUNDING
Open access funding provided by SCELC, Statewide California Electronic Library
Consortium.

COMPETING INTERESTS

The authors declare no competing interests.

ETHICS APPROVAL AND CONSENT TO PARTICIPATE

All methods were performed in accordance with the relevant guidelines and
regulations. The study was approved by the Cedars-Sinai IRB (STUDY00000982). All
participants provided written or verbal informed consent.

ADDITIONAL INFORMATION

Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/541391-025-01036-w.

Correspondence and requests for materials should be addressed to
Timothy J. Daskivich.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons

5Y Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http:/
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2025

SPRINGER NATURE


https://seer.cancer.gov/statfacts/html/prost.html
https://seer.cancer.gov/statfacts/html/prost.html
https://doi.org/10.1038/s41391-025-01036-w
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Racial and ethnic differences in valuation of life expectancy in prostate cancer treatment decision making
	Introduction
	Methods
	Conjoint analysis
	Conjoint attributes and levels
	Covariates
	Participants and online crowdsourcing
	Statistical analysis

	Results
	Discussion
	Conclusions
	References
	Acknowledgements
	Author contributions
	Funding
	Competing interests
	Ethics approval and consent to participate
	ADDITIONAL INFORMATION




