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Objective: In comparable men with non-metastatic prostate cancer, radical prostatectomy (RP), Accepted 23 October 2023

radiotherapy (RAD) and active surveillance (AS) are treatment options with similar survival rates, but

different side-effects. Healthcare professionals consider pretreatment shared decision making (SDM) to KEYWORDS

be an essential part of medical care, though the patients’ view about SDM is less known. In this article, we Prostate cancer; treatment;
explore prostate cancer (PCa) patients’ SDM wish (SDMwish), and experiences (SDMexp). shared decision making;
Material and methods: This is a registry-based survey performed by the Cancer Registry of Norway  Wish; experience
(2017-2019). One year after diagnosis, 5,063 curatively treated PCa patients responded to questions about

their pre-treatment wish and experience regarding SDM. Multivariable analyses identified factors associ-

ated with SDM. Statistical significance level: p < 0.05.

Results: Overall, 78% of the patients wished to be involved in SDM and 83% of these had experienced

SDM. SDMwish and SDMexp was significantly associated with decreasing age, increasing education, and

living with a partner. Compared with the RP group, the probability of SDMwish and SDMexp was reduced

by about 40% in the RAD and the AS groups.

Conclusion: Three of four curatively treated PCa wanted to participate in SDM, and this wish was met in

four of five men. Younger PCa patients with higher education in a relationship, and opting for RP, wanted

an active role in SDM, and experienced being involved. Effective SDM requires the responsible physicians’

attention to the individual patients’ characteristics and needs.

Introduction respectively, SDMwish and SDMexp [7,8]. Two large studies [9,10]
and few smaller studies, consisting of relatively small sample sizes
and highly selected patient groups, have investigated SDMwish
and/ or SDMexp in PCa patients [11-18]. Still, there is a need for
expanded knowledge about SDMwish and SDMexp in the real-
world setting, emphasizing the patients’ view on SDM. With this
background, our survey-based study in 1-year PCa-survivors
aimed to:

Men diagnosed with non-metastatic prostate cancer (PCa) may
face a difficult decision when multiple treatment options are
available [1]. The most common curative treatment options are
radical prostatectomy (RP), high-dose radiotherapy (EQD2 > 74 Gy)
or active surveillance (AS) [2]. In patients with comparable stage
and tumor grade, these treatments are followed by similar long-
term survival rates in randomized trials, but have different
side-effects within the urinary, bowel, sexual and/or hormonal 1.
domains [3,4]. In clinical practice, pre-treatment shared decision

making (SDM) has become an important part of care in men 5
with newly diagnosed PCa. SDM has been shown to increase the 3
patients’ satisfaction with the final therapy, provide less unmet

expectations and reduce post-treatment decisional regret [5,6].

Assess the proportion of patients with potentially curable
PCa who report to have wished pre-treatment SDM.
Describe the number of patients’ who experienced SDM.
Explore factors associated with the wish to be involved in,
and experiences of, SDM.

However, there are few population-based studies focusing We hypothesized that PCa patients’ age, education and func-
on cancer patients’ wishes and experiences related to SDM, tional status were associated with SDMwish and SDMexp.
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Figure 1. Patient flow chart. RP: radical prostatectomy; RAD: radiotherapy; AS: active surveillance.

Patients and methods
Patients

The patients included in this study had been registered with a PCa
diagnosis in the Norwegian Prostate Cancer Registry (2017-2019),
a sub-registry of the Cancer Registry of Norway (CRN) [19]. The
following information was extracted from the database; basic
diagnosis- and treatment-related data such as tumor characteris-
tics and patient age, and data on previous cancer (yes vs. no). Date
of RP or start of RAD were registered. Patients allocated to the AS
strategy were identified by the registration form submitted to the
CRN at diagnosis, excluding men following watchful waiting
strategy. Performance status was rated based on the ECOG scale
(0: normal activity, 1: some symptoms, but still near fully ambula-
tory, 2: less than 50% and 3: more than 50% of daytime in bed, and
4: completely bedridden), further stratified as: 0; no functional
problems, >1; functional problems [20]. The risk groups of the
primary tumor were described according to the EAU guidelines
(low-, intermediate- and high-risk) [2]. Age at diagnosis was cate-
gorized into <60, 60-69 and =70 years.

In 2017, the CRN initiated a questionnaire-based prospective
study with the aim to explore the health-related quality of life
(HRQol) and side-effects in new PCa patients before (baseline)
and 1 and 3 years after primary treatment for PCa. In relation to
our study, outcomes in the 1-year questionnaire contained two

questions from the Cancer Patient Experiences Questionnaire
(CPEQ) [21-23], which were slightly modified to assess
PCa patients’ SDMwish and SDMexp at the time of diagnosis:

1. “Did you want to be involved in the treatment decision
regarding your prostate cancer?”
and

2. "Were you involved in the treatment decision regarding
your prostate cancer?”

Responses were originally based on a 5-point scale but dichoto-
mized for these analyses as: YES; “To a very large extent,”“To a
large extent” or “To some extent,” versus NO; “To a small extent”
or “Not at all” [23]. Responding patients also informed about
their highest educational level; primary school; (<9 years); sec-
ondary school/ high school (10-12 years); university degree
(university/college) and their civil status; living with a partner
versus being single.

Inclusion criteria for the present study were:

1) Diagnosed in 2017-2019 with PCa without metastasis. 2) RP
or started pelvic RAD (EQD2 > 74 Gy) within 12 months of diag-
nosis or start of AS. 3) Returning the 1-year follow-up question-
naires 12-18 months after the baseline survey invitation. 4) No
second line local treatment before responding to the 1-year
questionnaire.



Statistical methods

Descriptive statistics are presented by means and correspond-
ing standard deviations (SDs) for continuous variables and abso-
lute numbers and percentages for categorical variables.
Multivariable logistic regression models assessed the associa-
tions between SDMwish and SDMexp and selected covariates.
Models were not only estimated on the total sample but also
stratified by treatment groups. Predicted probabilities were
calculated from the estimated models for specific covariate
patterns, fixing the remaining covariates to their mean. Results
are illustrated graphically. Statistical significance level was
p < 0.05. Analyses were performed using STATA version
17.0 (StataCorp, College Station, TX, USA).

Ethics

The study was approved by the Regional Ethical Committee of
Health Region South-East in Norway (no. 2015/1294). Patients
consented to participate in the study by returning the
questionnaires.

Results

Overall, 7,304 (56%) 1-year responses were returned to CRN,
resulting in 5,063 evaluable patients (Figure 1). The 1-year
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survey was submitted median 15 months (range 12-18 months)
after the baseline survey invitation.

Among evaluable patients, RP was performed in 45%, RAD in
25% and AS in 30% (Table 1). Patients in the RAD group were
older, more often had had previous cancer, ECOG performance
status =1 and reported less education compared with men in
the RP or AS group (p < 0.001) (Table 1).

Overall, 78% of men wanted to be involved in SDM. This
proportion was highest in the RP group (82%) and lowest in the
RAD group (72%). In all three groups, SDMwish increased with
decreasing age and increasing education. The relation between
SDMwish and higher education was particularly evident in the
RAD and in the AS group (Table 2). Among the PCa patients who
wanted to be involved in SDM, 83% reported SDMexp (Table 3).

Overall, a larger proportion of the prostatectomized men
reported SDMexp compared with RAD and AS patients. Higher
education increased SDMexp in all three groups. Increased
SDMexp with decreasing age was particularly evident in the
RAD and AS groups.

In the multivariable analyses including all patients, SDMwish
and SDMexp were positively associated with decreasing age,
increasing education, living with a partner, and being treated
with RP (p < 0.001) (Table 4).

The associations were particularly strong for age and
education, and less so for living with a partner. The effect size

Table 1. Patient characteristics for the study population, curative prostate cancer patients responded a Norwegian questionnaire-based study between

2017 and 2019, n = 5063.

RAD AS Total

n=1,281(25%)

n=1,507 (30%) n=5,063 (100%)

RP
n=2,275 (45%)
Data from CRN
Age at survey**
All (mean, SD) 65.2 (6.5)
>70 623 (27%)
60-69 1,218 (54%)
<60 434 (19%)
Previous cancer, n (%)
No 2,106 (93%)
Yes 169 (7%)
ECOG, n (%)
0 1,709 (92%)
>1 144 (8%)
Risk Group
Low 63 (3%)
Intermediate 868 (43%)
High 1,069 (54%)
Missing 275

Survey data, 1 year post baseline survey
Level of education, n (%)

Primary school 301 (13%)

High school 946 (42%)
University degree 1,018 (45%)
Missing 10

Marital status, n (%)
Married/cohabitating
Single

1,906 (84%)
369 (16%)

72.2(5.4) 66.8 (7.0) 67.5(7.0)
935 (73%) 547 (36%) 2,105 (41%)
315 (25%) 728 (48%) 2,261 (45%)
31 (2%) 232 (16%) 697 (14%)
1,108 (86%) 1,387 (92%) 4,601 (91%)
173 (14%) 120 (8%) 462 (9%)
834 (77%) 1,226 (88%) 3,769 (87%)
253 (23%) 161 (12%) 558 (13%)
10 (1%) 831 (60%) 904 (20%)
253 (22%) 426 (30%) 1,547 (34%)
886 (77%) 137 (10%) 2,092 (46%)
132 113 520
275 (22%) 186 (12%) 762 (15%)
477 (38%) 591 (40%) 2,014 (40%)
512 (40%) 716 (48%) 2,246 (45%)
17 14 41
1,040 (81%) 1,257 (83%) 4,203 (83%)
241 (19%) 250 (17%) 860 (17%)

RP, Radical prostatectomy; RAD, Radiotherapy; AS, Active surveillance; CRN, Cancer Registry of Norway; ECOG, Eastern Cooperative Oncology Group; PROMs,

patient-reported outcome measures; **no missing.
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Table 2. Participants’ wish to be involved in the treatment decision (SDMwish), n = 5,063.

RP RAD AS Total
n=2275 n=1,,281 n=1,507 n=>5,063
No Yes No Yes No Yes No Yes
399 (18%) 1,876 (82%) 360 (28%) 921 (72%) 378 (25%) 1,129 (75%) 1,137 (22%) 3,926 (78%)
Data from CRN
Age at survey
All (mean, SD) 66.4 (6.1) 65.0 (6.6) 72.8 (5.0) 72.0 (5.6) 68.5 (6.7) 66.2 (7.0) 69.1 (6.5) 67.0(7.1)
>70 124 (20%) 499 (80%) 282 (30%) 653 (70%) 178 (33%) 369 (67%) 584 (28%) 1,521 (72%)
60-69 217 (18%) 1,001 (82%) 72 (23%) 243 (77%) 167 (23%) 561 (77%) 456 (20%) 1,805 (80%)
<60 58 (13%) 376 (87%) 6 (19%) 25 (81%) 33 (14%) 199 (86%) 97 (14%) 600 (86%)
Previous cancer, n (%)
No 354 (17%) 1,752 (83%) 314 (28%) 794 (72%) 338 (24%) 1,049 (76%) 1,006 (22%) 3,595 (78%)
Yes 45 (27%) 124 (73%) 46 (27%) 127 (73%) 40 (33%) 80 (67%) 131 (28%) 331 (72%)
ECOG, n (%)
0 276 (16%) 1,433 (84%) 230 (28%) 604 (72%) 291 (24%) 935 (76%) 797 (21%) 2,972 (79%)
=1 32 (22%) 112 (78%) 76 (30%) 177 (70%) 49 (30%) 112 (70%) 157 (28%) 401 (72%)
Risk group
Low 5 (8%) 676 (92%) 3 (30%) 7 (70%) 220 (26%) 611 (74%) 228 (25%) 676 (75%)
Intermediate 140 (16%) 1,238 (84%) 76 (30%) 177 (70%) 93 (22%) 333 (78%) 309 (20%) 1,238 (80%)
High 189 (18%) 1,628 (82%) 240 (27%) 646 (73%) 35 (26%) 102 (74%) 464 (22%) 1,628 (78%)
Missing 65 210 41 91 30 83 136 384
Survey data, 1 year post baseline survey
Level of education, n (%)
Primary school 77 (26%) 224 (76%) 108 (39%) 167 (61%) 78 (42%) 108 (58%) 263 (35%) 499 (65%)
High school 196 (21%) 750 (79%) 148 (31%) 329 (69%) 172 (29%) 419 (71%) 516 (26%) 1,498 (74%)
University degree 124 (12%) 894 (88%) 93 (18%) 419 (82%) 122 (17%) 594 (83%) 339 (15%) 1,907 (85%)
Missing 2 8 11 6 6 8 19 22
Marital status, n (%)
Married/ cohabitating 319 (17%) 1,587 (83%) 279 (27%) 761 (73%) 296 (24%) 961 (76%) 894 (21%) 3,309 (79%)
Single 80 (22%) 289 (78%) 81 (34%) 160 (66%) 82 (33%) 168 (67%) 243 (28%) 617 (72%)
Missing**

RP, Radical prostatectomy; RAD, Radiotherapy; AS, Active surveillance; CRN, Cancer Registry of Norway; ECOG, Eastern Cooperative Oncology Group; PROMs,

patient-reported outcome measures; **no missing.

was largest for the youngest age groups and for the patients
with the highest education.

When stratifying by treatment group, the association
between SDMwish /SDMexp and education was particularly
obvious for the AS and RAD group (Table S1a/Sb). The effect of
decreasing age remained significant in the RAD and AS group
for SDMwish, and in the AS group for SDMexp. Only in the RP
group, partnership was significantly associated with SDMwish
and SDMexp, although the effect size was similar in all the three
groups. No significant associations emerged between ECOG
performance status and SDMwish and SDMexp. For each
treatment group, Figure S1a/Sb illustrates the absolute
probabilities to report SDMwish and SDMexp stratified for
different covariate patterns, combining age, education, and
civil status. The considerable inter-treatment differences are
clearly evident.

Discussion

In this population-based survey, 78% of men with a curatively
treated PCa had wished to be involved in SDM and 83% of these

men reported involvement. The proportion of patients who
reported SDMwish and SDMexp was positively associated with
decreasing age, increasing education, having a partner and
undergoing RP. The patients’ functional status was not associ-
ated with SDMwish or SDMexp.

Prevalence of SDMwish and SDMexp

Some methodological considerations precede the interpreta-
tion of our findings. In contrast to randomized trials regarding
curative treatment often performed in centers of excellence,
our registry-based findings reflect real-world treatment poli-
cies in non-selected patients. It is believed that urologists,
who meet the patients at diagnosis, offer RP whenever imme-
diate local treatment is indicated and possible. RAD is more
often considered in older men and if RP is not an option due
to comorbidity, the patients’ refusal of RP, or if the extent of
the primary tumor represents technical difficulties. As a result
of the dominance of urologists in the diagnostic phase a pro-
portion of PCa patients may never have the full option to
select their treatment modality. Even in such clinical situations,
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Table 3. Participants’ experience of being involved in the treatment decision (SDMexp).

Describing only the participants’ who wanted to be involved, n = 3,926

RP RAD AS Total
n=1_876 n=921 n=1,129 n=3,926
No Yes No Yes No Yes No Yes
186 (10%) 1,690 (90%) 218 (24%) 703 (76%) 248 (22%) 881 (78%) 652 (17%) 3,274 (83%)
Data from CRN
Age at survey
All (mean, SD) 64.5(7.2) 65.1 (6.5) 72.2(5.3) 72.0(5.7) 67.2(7.1) 65.9 (6.9) 68.1(7.3) 66.8 (7.0)
>70 48 (10%) 451 (90%) 153 (23%) 500 (77%) 95 (26%) 274 (74%) 296 (19%) 1,225 (81%)
60-69 90 (9%) 911 (91%) 63 (26%) 180 (74%) 120 (21%) 441 (79%) 273 (15%) 1,532 (85%)
<60 48 (13%) 328 (87%) 2 (8%) 23 (92%) 33(17%) 166 (83%) 83 (14%) 517 (86%)
Previous cancer, n (%)
No 169 (10%) 1,583 (90%) 185 (23%) 628 (77%) 225 (21%) 824 (79%) 583 (16%) 3,012 (84%)
Yes 17 (14%) 107 (86%) 33(31%) 75 (69%) 23 (29%) 57 (71%) 69 (21%) 262 (79%)
ECOG, n (%)
0 143 (10%) 1,290 (90%) 145 (24%) 459 (76%) 196 (21%) 739 (79%) 484 (16%) 2,488 (84%)
=1 14 (12%) 98 (88%) 49 (28%) 128 (72%) 34 (30%) 78 (70%) 97 (24%) 304 (76%)
Risk group
Low 4 (7%) 54 (93%) 2 (29%) 5(71%) 136 (22%) 475 (78%) 142 (21%) 534 (79%)
Intermediate 66 (9%) 662 (91%) 43 (24%) 134 (76%) 64 (19%) 269 (81%) 173 (14%) 1,065 (86%)
High 96 (11%) 784 (89%) 157 (24%) 489 (76%) 23 (23%) 79 (77%) 276 (17%) 1,352 (83%)
Missing 20 190 16 75 25 58 61 323
Survey data, 1 year post baseline survey
Level of education, n (%)
Primary school 24 (11%) 200 (89%) 43 (26%) 124 (74%) 24 (22%) 84 (78%) 91 (18%) 408 (82%)
High school 96 (13%) 654 (87%) 86 (26%) 243 (74%) 104 (25%) 315 (75%) 286 (19%) 1,212 (81%)
University degree 65 (7%) 829 (93%) 89 (21%) 330 (79%) 117 (20%) 477 (80%) 271 (14%) 1,636 (86%)
Missing 1 7 0 6 3 5 4 18
Marital status, n (%)
Married/cohabitating 149 (9%) 1,438 (91%) 170 (23%) 591 (77%) 208 (22%) 753 (78%) 527 (16%) 2,782 (84%)
Single 37 (13%) 252 (87%) 48 (30%) 112 (70%) 40 (24%) 128 (76%) 125 (20%) 492 (80%)
Missing**

RP, Radical prostatectomy; RAD, Radiotherapy; AS, Active surveillance; CRN, Cancer Registry of Norway; ECOG, Eastern Cooperative Oncology Group; PROMs,

patient-reported outcome measures; **no missing.

however, sufficient information should be given during SDM
to ensure that the patient understands the various benefits
and risks associated with available treatments.

According to the available literature, preferences of
SDMwish and SDMexp vary considerably among PCa patients
(SDMwish; from 42% to 95% [9,12-15] and SDMexp; 69% [10]).
Compared with |hrig et al. [9] and Schaede et al. [12] our
finding that one of four men did not want to be involved in
SDM, suggests that a smaller portion of Norwegian men want
to be involved.

With the background in the considerable inter-patient variability
of SDMwish several studies highlight the need to adapt SDM to the
individual patient’s characteristics and preferences [15,24,25],
rather than advocating SDM for all patients. According to a Dutch
study decision regret can be minimized if the content of SDM is
tailored according to patients’ wishes and needs [18]. The same
study concluded that all patients with localized PCa should be
encouraged to be actively involved in the decision making
process, regardless of their stated preferences [18]. By following
this strategy, physicians should attempt to involve all patients,
regardless of their SDM preference.

Drummond et al. [10], surveying 6,559 PCa survivors, reported
that 58% PCa survivors experienced congruence between their

actual and preferred role in the decision making, and that an
incongruent experience was associated with higher levels of
decisional conflict and lower post-treatment global HRQoL [10].
These findings suggest that involving patients in SDM to the
degree to which they want to be involved may contribute to
improved PCa survivors'HRQoL.

Age

The demonstrated inverse association between age and SDMwish
and SDMexp is in line with previous studies in PCa patients
[2,9,10,17,26,27]. The relation between low age and SDM was
strongest in the AS and RAD groups, which might reflect that
these treatment options might be difficult to understand, espe-
cially for the older patients. This underlines that clinicians should
be aware of the importance of age as
to the patients’ ability to understand these two treatment
options.

Treatment

On the one hand, the association between choosing RP and the
wish/ or experience of SDM,, is in line with previous research [10].



138 M.O.NILSSON ET AL.

On the other hand, a large German study documented an asso-
ciation of a pre-treatment passive role in men undergoing RP
[9]. Such behavior is possibly explained by the patients’ desire
to have removed the cancer as quickly as possible, without
considering other more time-consuming curative treatment
options, such as RAD or AS. In our stratified analyses the

inter-treatment differences might be explained by the patients’

understanding of the various treatment options. Many PCa
patients have an inaccurate understanding of survival and dis-
ease reccurence in balance to late adverse effects [27]. The
results showing significant association, in addition to high
effect sizes, between SDMwish/SDMexp and decreasing age
and higher education within the RAD and the AS groups,
emphasizes that these treatment options might be difficult to
understand. Even though AS is now the recommended treat-
ment option for low-risk patients, research shows that many
patients are not fully aware of what AS entails, and still opt for
immediate active treatment [27,28].

Education

In agreement with the previous findings, increased levels of edu-
cation significantly raised the number of our patients who had
wished SDM [9,18,26]. van Stam et al. [27] found that prior to
choosing treatment, PCa patients poorly understand the differ-
ent risks associated with the disease and the various treatments.
In this Dutch multicenter study they found that 45% of the
patients overestimated the risk of needing definitive treatment
following AS and 80% did not understand that the mortality rates
following RP, RAD and AS were similar. Sixty-five percent of the
patients in this study did not comprehend that, compared with
RAD and AS, patients after RP are at greater risk of urinary incon-
tinence and erectile dysfunction, and 61% were not aware of the
increased risk of post-RAD bowel problems [27].

Marital status

Our findings that partnership is a significant factor for SDMwish
and SDMexp is in contrast to previous findings that could not
find any association between marital status and SDM [8].
Although marital status was only statistically significant in the
RP group, the effect size in all three groups was similar. Smaller
sample sizes in both the RAD and AS groups might explain the
lack of statistical significance in these groups.

ECOG performance status

Contrary to our hypothesis, our analysis did not reveal
an association between SDM and performance status,
the latter viewed as a proxy of comorbidity. These results
differ at some degree from previous findings showing that reduced
health status and comorbidity decrease SDMwish and SDMexp [7].
An explanation may be that the performance status imperfectly
reflects comorbidity in these generally healthy patients with an
assumed life-expectancy of at least 10 years.

Strengths and limitations

There are several limitations of this study that must be
acknowledged. Firstly, when dealing with survey-based
self-reported data, there are concerns about low response
rates and risk of selection bias, for example, that patients
with more extreme perceptions could be more likely to
respond. Our results showing the high preference of
SDMwish and SDMexp compared with previous studies,
suggests that a highly selected patient group might have
responded to our survey, ultimately influencing the results.
Secondly, the modest response rate of 56% might affect the
generalizability of the results. Due to restrictions from the
Regional Ethical Committee, we were not allowed to pres-
ent data separately on invited non-responders. Based on
data from the Norwegian Prostate Cancer Registry, Table S2
describes; all registered non-metastatic patients <90 years
diagnosed 2017-2019, responders (n = 5,063) and the dif-
ference between all diagnosed patients and responders (n =
8,400). Furthermore, this table indicates selection bias (age
> 70 years, ECOG performance status >1 and more history of
previous cancer) (Table S2). Thirdly, using only one

Table 4. Multivariable regression analysis with the wish for shared decision
making (a) SDMwish and experience of shared decision making (b) SDMexp
as dependent variables.

a) SDMwish p-value b)SDMexp p-value
(n=5,063) (n=3,926)
OR (CI) OR (Cl)

Age at survey
>70 1 1
60-69 1.39(1.17,1.65) <0.001** 1.17(1.00,1.37) 0.046**
<60 2.08(1.58,2.75) <0.001** 1.44(1.14,1.83) 0.002**
Previous cancer
No 1 1
Yes 0.83(0.64,1.07) 0.147 0.83(0.66,1.05) 0.118
ECOG
0 1 1
>1 0.89(0.71,1.10)  0.270  0.86(0.70,1.05)  0.131
Treatment
RP 1 1
RAD 0.69 (0.57,0.85) <0.001** 0.46 (0.37,0.54) <0.001**
AS 0.75 (0.59, 0.96) 0.022** 0.41(0.33,0.51) <0.001**
Risk group
Low 1 1
Intermediate 1.36 (1.05, 1.76) 0.019** 1.20(0.96,1.51) 0.112
High 1.29(0.98, 1.72) 0.074 1.07 (0.83,1.37) 0.610
Education
Primary school 1 1
Secondary school 1.43(1.17,1.76) <0.001** 1.10(0.91,1.34) 0.332
University degree 2.88(2.32,3.56) <0.001** 2.10(1.72,2.56) <0.001**
Marital status
Married/ 1 1
cohabitating
Single 0.73(0.60,0.89) 0.002** 0.73(0.61,0.88) <0.001**

SDMwish, wished shared decision making; SDMexp, Experienced shared
decision-making; OR (Cl), odds ratio (confidence interval); ECOG, Eastern
Cooperative Oncology Group; RP, Radical prostatectomy; RAD, Radiotherapy;
AS, Active surveillance; CRN, Cancer Registry of Norway; PROMs, patient-
reported outcome measures; **statistically significant .
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cross-sectional survey, possible changes over time in the
patients’ view about pre-treatment SDM were not captured.
Fourthly, in this registry-based study erroneous coding can-
not be excluded as was the case for AS patients with high-
risk tumors. The population-based real-world design is
viewed as the main strength of this study.

Conclusion

One in four PCa patients eligible for curative treatment did not
wish to be involved in SDM. And despite the wish to be involved,
one in five men experienced not having been involved. When
counselling PCa patients on benefits and risks of curative treat-
ment modalities, particularly concerning the less intuitive
options RAD and AS, physicians should be aware that age, level
of education and marital status are associated with the patients’
wish and experience of involvement in SDM.

Geolocation information

This is a nationwide study, based on patient reported data from
patients treated at different hospitals in Norway.
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