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Abstract

Background To investigate how cancer patients, family caregiver, and their treating oncolo-

gist view the risks and benefits of family involvement in cancer treatment decision making (TDM)

or the degree to which these perceptions may differ.

Patients and Methods A nationwide, multicenter survey was conducted with 134 oncolo-

gists and 725 of their patients and accompanying caregivers. Participant answered to modified

Control Preferences Scale and investigator‐developed questionnaire regarding family involve-

ment in cancer TDM.

Results Most participants (>90%) thought that family should be involved in cancer TDM.

When asked if the oncologist should allow family involvement if the patient did not want them

involved, most patients and caregivers (>85%) thought they should. However, under this circum-

stance, only 56.0% of oncologists supported family involvement. Patients were significantly more

likely to skew their responses toward patient rather than family decisional control than were their

caregivers (P < .003); oncologists were more likely to skew their responses toward patient rather

than family decisional control than caregivers (P < .001). Most respondents thought that family

involvement is helpful and neither hamper patient autonomy nor complicate cancer TDM

process. Oncologists were largely positive, but less so in these ratings than either patients or

caregivers (P < .002).

Conclusions Patients, family caregivers, and, to a lesser degree, oncologists expect and

valued family involvement in cancer TDM. These findings support a reconsideration of traditional

models focused on protection of patient autonomy to a more contextualized form of relational

autonomy, whereby the patient and family caregivers can be seen as a unit for autonomous

decision.
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1 | INTRODUCTION

Family caregivers not only provide emotional and physical support in

the care of cancer patients1 but also play an important role in

treatment decision making (TDM).2,3 Family members often
wileyonlinelibrary.com/journal/p
accompany patients to a physician visit2,4,5 and help the patients

obtain and understand information relevant to treatment deci-

sions.2,5 Patients often want to discuss treatment decisions with

family members,6 and their decisions and preferences are often

influenced by them.6,7
Copyright © 2016 John Wiley & Sons, Ltd.on 1
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However, patients and family caregivers may hold different

perspectives on treatment decisions,8 and these differences may

exacerbate family discord and threaten patient autonomy.5,9 Similarly,

there may be disagreement on the level of family involvement in

TDM.10 Studies suggested that family involvement sometimes made

treatment plan communication more difficult, especially when family

members requested the physician not to disclose a poor prognosis to

a patient.5,11

Previous literature regarding cancer TDM has largely reflected

individual patient preferences for decision‐making control.1,12 While

studies from Canada,6 Germany,13 and Korea10 suggest that most

patients and family caregivers agree that the family should be involved

in cancer TDM, these studies have not investigated these preferences

in terms of perceived benefits or harms of family involvement.

Moreover, none of the studies addressing family involvement in

TDM have investigated the perspectives of treating oncologists and

the degree to which their perspectives might differ from those of their

patients and family caregivers. The current study was designed to

contribute to this literature by examining the perspectives regarding

family involvement in cancer TDM of patients, family caregivers, and

the treating oncologist. Our study was theoretically guided by interper-

sonal health care process model emphasizing triadic patient‐family‐

provider exchanges.14
2 | METHODS

2.1 | Study design and subjects

This study was performed as part of the Cancer Patient Experience

Study, which has been conducted annually nationwide to develop

comprehensive supportive care in Korea. In 2012, the 5th Cancer

Patient Experience survey examined matched physician‐patient‐care-

giver triads to explore and compare their views on cancer care. The

National Cancer Center and 12 government‐designated Regional

Cancer Centers participated in the survey. The study was approved

by the institutional review board of the National Cancer Center.

Ten board‐certified oncologists were approached in each of 13

cancer centers across Korea and asked to recruit their patients, along

with a caregiver, to the study. Of the 144 oncologists invited, 134

(93%) agreed to participate in the study. Inclusion criteria for patients

were (1) ≥18 years of age, (2) histologically confirmed to have cancer,

(3) currently receiving cancer treatment or follow‐up care, and (4)

physically and mentally able to complete study questionnaires.

Caregivers were included if they were at least 18 years of age.

Patient‐caregiver dyads were enrolled only if both agreed to

participate in the study.
2.1.1 | Patient and caregiver recruitment

The oncologists provided a brief overview of the study to consecutive

sample of eligible subjects and referred those who were interested to

the research coordinator. The coordinator explained the study in more

detail and obtained written informed consent. Among the 960 dyads

invited to participate, 725 dyads (75.5%) agreed and completed the

survey. Consenting patients and family members were instructed to
complete the questionnaires independently and shown to separate

areas of the waiting room to avoid consultation. Oncologists recruited

6 dyads on average (range: 1‐15).
2.2 | Measures

Questionnaires examining attitudes toward family involvement in

cancer TDM were linked as patient‐caregiver‐oncologist triads. A

modified version of the Control Preferences Scale15 was used to mea-

sure preferences for family involvement in cancer TDM, as used in

other studies.10,16 Respondents were asked to respond to two

versions of the following question: “What do you think the desirable

level of family involvement is in deciding (your (patient version) or

the patient's (caregiver and oncologist version) cancer treatment when

[(first ending) treatment is curative and decisions are needed in regard

to surgery chemotherapy or radiotherapy] [(second ending) when

treatment is palliative and decisions are made after recurrence or

metastasis].”

Five response options are as follows:

1. The patient makes the treatment decision on his or her own;

2. The patient makes the treatment decision after hearing the

family's opinion;

3. The patient and the family decide together;

4. The family makes the treatment decision after hearing the

patient's opinion;

5. The family makes the treatment decision.

Original questions were drafted by the investigators to address

perceived benefit/harm of family involvement in cancer TDM as fol-

lows: Respondents were asked to rate the degree to which family

involvement is (3‐point Likert scale: harmful, neither harmful or helpful,

or helpful) in regard to communication, treatment decisions, and

psychological support. Respondents were also asked to indicate their

degree of agreement (4‐point Likert scale) with the following

statements regarding family involvement in cancer TDM: It hampers

patient autonomy, complicates the cancer TDM process, and leads to

a harmonious decision, and Families have the right to be involved.

Sociodemographic and medical information was obtained from

study participants and primary cancer diagnosis, disease stage, and

time since diagnosis was retrieved from the hospital information

systems.
2.3 | Statistical analysis

Responses to each question were cross‐tabulated and the mean values

were computed for each group. The differences between groups were

tested by paired t/McNemar tests (for matched patient‐caregiver

comparison) or Student's t/chi‐square tests (for patient‐physician and

caregiver‐physician comparison), as appropriate for continuous/cate-

gorical variables. All statistical analyses were conducted using STATA

version 13.0 (StataCorp., TX, USA); P value <.05 was considered statis-

tically significant.
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3 | RESULTS

3.1 | Subject characteristics

Patients averaged 60 years of age and a slight majority (55%) were

female. Most patients (85%) were married and somewhat more than

half reported a monthly income of <2 million KRW (US$ 2000)

(58%) and greater than a high school education (52%). Colorectal,

stomach, breast, and lung cancers were the most common diagno-

ses; 45% of the patients were receiving active treatment and about

one‐third were being seen for a routine follow‐up after completion

of treatment. Disease was staged as local (36.0%), regional (31.7%),

and distant/metastatic (30.8%). Caregivers were mainly spouses

(60.3%) and adult children (28.6%). Adult children caregivers were

better in terms of education and financial security than the patients

(Table A1).

The participating oncologists were primarily surgical (51%) and

medical oncologists (44%) with an average of 12 years since board

certification. They were predominantly male (80%) and averaged

43 years of age (Table A2).

3.2 | Attitudes toward family involvement among
patients

Nearly all respondents in each group (>90%) thought the family should

be involved in cancer TDM. When asked if the oncologist should allow

family involvement in cancer TDM if the patient did not want them

involved, most patients and caregivers (>85%) thought they should.

Oncologists were less likely to support family involvement than either

patient or caregiver in this case (56.0%, Ps < .001) (Table 1).

3.3 | Decision control preferences according to
treatment phase

Overall, patients were significantly more likely to skew their responses

toward patient rather than family decisional control than were their

caregivers (P < .003 for both curative and palliative care); oncologists

were also more likely to skew their responses toward patient rather

than family decisional control than caregivers (P < .001 for both

curative and palliative care). A similar finding is also evident for the

comparison between patients and oncologists; in this case, however,

the difference is statistically significant for curative care (P = .001)

and suggestive for palliative care (P = .061) (Table 2).

There were no differences in decision control preferences of

patients and caregivers when considering curative vs palliative care

(patients rating for curative care 2.78 vs palliative care 2.80,

P > .3; caregiver ratings for curative: 2.89 vs palliative: 2.92,

P > .2). Oncologists, however, gave more importance to the family's

role in decision control in palliative relative to curative care (2.66 vs

2.54, P = .004).

3.4 | Perceived benefit/harm of family involvement

Most respondents thought that family involvement in cancer TDM is

helpful as displayed in Table 3. The great majority of respondents

thought family involvement was helpful in regard to communication,
treatment decisions, and psychological support (positive endorsements

ranged from 76% to 93%). Although the majority of oncologists

endorsed family involvement as helpful to communication and

treatment decisions, they were significantly less positive in their

ratings than either patients or caregivers (P < .002). Ratings of helpful-

ness of family involvement for psychological support were nearly iden-

tical for patients, caregivers, and oncologists. Cronbach alpha values

for 3‐item questionnaire to measure perceived benefit/harm were

.86, .80, and .61 for patients, caregiver, and oncologists, respectively.
3.5 | Attitudes toward family involvement in TDM
process

Overall patients and caregivers were more positive in their attitudes

toward family involvement in cancer TDM than oncologists. As

reflected in Table 4, these ratings were significantly more positive in

regard to family involvement not hampering patient autonomy, compli-

cating the decision‐making process or in regard to the family's right to

be involved (all Ps < .001). Only in response to the statement that

family involvement leads to a more harmonious decision is there no

difference across the triads.
4 | DISCUSSION

In this Korean study of patient‐caregiver‐oncologist triads, we investi-

gated attitudes and preferences toward family involvement in the

cancer TDM. All three members of the surveyed triad endorsed family

involvement in cancer TDM, as helpful and positive; however, oncolo-

gists were somewhat less positive in their attitudes toward the utility

of family involvement than patients or family caregivers.

Consistent with previous reports that cancer patients valued their

family caregivers' opinion2,16 and wanted them to be involved in

cancer TDM,13,17,18 patients in our survey similarly expected their

family members to be involved in cancer TDM. The great majority of

caregivers also thought that they should be involved in the cancer

TDM, consistent with the literature. In a US study with localized

prostate cancer patients, most family members strongly agreed that

their role included making treatment decisions (65%‐79%).16

Oncologists were generally positive about family involvement in

cancer TDM, again consistent with previous studies in which they rec-

ognize that family members' opinion influences treatment choice,4,5

and lack of support from family could lead to suboptimal treatment.19

Indeed, most US physicians discuss treatment options with the family

caregivers and encourage them to ask questions.16 However,

compared with the patients and family caregivers, they were more

likely to support patient control in cancer TDM. Relatedly, physicians

were less likely to agree with the helpfulness of family involvement

for communication and decision making and more likely to worry about

potential threat to patient autonomy and complicated process from

family involvement. Physicians were educated with the medical ethics

of patient autonomy during medical school and might have experi-

enced adverse effect of excessive family involvement in their

practice.5,20



TABLE 1 Attitudes Toward Family Involvement Among Patients, Caregivers, and Physicians

Patients (N = 725) Caregivers (N = 725) Physicians (N = 134) Difference (P value)

n % n % n %
Patient‐
caregiver

Patient‐
physician

Caregiver‐
physician

Do you think the family should be involved in the cancer treatment decision?

Yes 687 94.8 706 97.4 132 98.5 .009 .164 .713

No 36 5.0 18 2.5 2 1.5

Missing 2 0.3 1 0.1 0 0.0

Do you think the health care providers should allow the family be involved in cancer treatment decision even when the patient himself or herself does not
want it?

Yes 629 86.8 617 85.1 75 56.0 .265 <.001 <.001

No 91 12.6 105 14.5 58 43.3

Missing 5 0.7 3 0.4 1 0.8

P‐value: McNemar test (patient‐caregiver); chi‐squared test (patient‐physician, caregiver‐physician).

TABLE 2 Decision Control Preferences in Curative and Palliative Phase Among Patients, Caregivers, and Physicians

Patients
(N = 725)

Caregivers
(N = 725)

Physicians
(N = 134) Difference (P value)a

n % n % n %
Patient‐
caregiver

Patient‐
physician

Caregiver‐
physician

Decision control preference in curative phase

Patient solely decides (score = 1) 70 9.7 39 5.4 5 3.7

Patient decides considering family
opinion (score = 2)

104 14.3 103 14.2 53 39.6

Patient and family decide together
(score = 3)

476 65.7 490 67.6 74 55.2

Family decides considering patient's
opinion (score = 4)

56 7.7 77 10.6 2 1.5

Family solely decides (score = 5) 16 2.2 13 1.8 0 0.0

Missing 3 0.4 3 0.4 0 0.0

Mean, SD 2.78 0.81 2.89 0.73 2.54 0.60 .003 .001 <.001

Decision control preference in palliative phase

Patient solely decides (score = 1) 69 9.5 42 5.8 2 1.5

Patient decides considering family
opinion (score = 2)

102 14.1 91 12.6 47 35.1

Patient and family decide together
(score = 3)

455 62.8 469 64.7 79 59.0

Family decides considering patient's
opinion (score = 4)

69 9.5 93 12.8 6 4.5

Family solely decides (score = 5) 16 2.2 13 1.8 0 0.0

Missing 14 1.9 17 2.3 0 0.0

Mean, SD 2.80 0.83 2.92 0.75 2.66 0.59 .002 .061 <.001

Difference between curative‐palliative
(p‐value)b

0.354 0.189 0.004

Abbreviation: SD, standard deviation.
aP‐value: Paired t test (patient‐caregiver); T test (patient‐physician, caregiver‐physician).
bP‐value: Paired t‐test.
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Patients and family caregivers preferred shared decision between

the patient and family caregivers irrespective of the nature of care

being delivered (ie, curative or palliative). This is consistent with

studies suggesting that patients' role preference in cancer TDM

showed little variability over time and remains consistent regardless

of situations.21 Similar stability was found in the decision control pref-

erence of terminally ill patients in the United States and Belgium.18,22

Oncologists, however, were significantly more positive about family
involvement in palliative care than curative care. This might be because

family involvement in cancer TDM happens more frequently within

palliative setting than curative care settings, when patients' physical

and mental conditions are deteriorated and caregiving burden

increases.17,18

Most patients and caregivers in our study thought that the family

should be involved in cancer TDM even if a patient did not want their

family involvement. This may raise concern for possible subversion of



TABLE 3 Perceived Benefit/Harm of Family Involvement Among Patient, Caregivers, and Physicians

Patients (N = 725) Caregivers (N = 725) Physicians (N = 134) Difference (P‐value)

n % n % n %
Patient‐
caregiver

Patient‐
physician

Caregiver‐
physician

Family involvement is ______ for communication.

Harmful (score = 1) 9 1.2 9 1.2 5 3.73

Neither harmful nor helpful
(score = 2)

44 6.1 55 7.6 18 13.4

Helpful (score = 3) 668 92.1 660 91.0 111 82.8

Missing 4 0.6 1 0.1 0 0.0

Mean, SD 2.91 0.3 2.90 0.3 2.79 0.5 .337 <.001 .002

Family involvement is ______ for treatment decision.

Harmful (score = 1) 6 0.8 6 0.8 2 1.5

Neither harmful nor helpful
(score = 2)

59 8.1 59 8.1 30 22.4

Helpful (score = 3) 657 90.6 660 91.0 102 76.1

Missing 3 0.4 0 0.0 0 0.0

Mean, SD 2.90 0.3 2.90 0.3 2.75 0.5 1.000 <.001 <.001

Family involvement is ______ for psychological support.

Harmful (score = 1) 6 0.8 3 0.4 1 0.8

Neither harmful nor helpful
(score = 2)

38 5.2 46 6.3 10 7.5

Helpful (score = 3) 677 93.4 675 93.1 123 91.8

Missing 4 0.6 1 0.1 0 0.0

Mean, SD 2.93 0.3 2.93 0.3 2.91 0.3 .840 .458 .501

Scale score

Cronbach alpha 0.86 0.80 0.61

Mean, SD 2.92 0.28 2.91 0.26 2.82 0.32 .657 <.001 <.001

Abbreviation: SD, standard deviation.

P‐value: Paired t test (patient‐caregiver); T test (patient‐physician, caregiver‐physician).

SHIN ET AL. 5
patients' interests to that of the family caregivers. However, such

response suggests that they recognize their interests are likely to be

highly interconnected and interdependent and important treatment

decisions affect family caregivers as well as the patients.23–25 For

example, patients' requests of life‐prolonging treatment or dismissal

of a home health care aide would increase caregiver burden,23,24 and

it is not clear whether patients' own willingness to make a decision in

this instance could override what is best for both patients and

family.23,24,26

On the contrary, oncologists were less likely to support family

involvement in cancer TDM in such situation. Oncologists might

have bad experience of family involvement in cancer TDM without

patients consent. Or they might consider patients' autonomy as a

prior than family involvement. While different views and expecta-

tions between patients and family caregivers regarding cancer

TDM can be practical challenge for the health care professionals

(HCPs), our previous study showed that the majority of patients

and family caregivers reported that their cancer TDM preferences

and experiences were in accord10 even when the preferences are

discordant between the patients and the caregivers. This implies

that harmonious decision making can be achieved in most cases

without complete agreement on decisional leadership.10 A UK study

found that, while family caregivers influence on the decision‐making

process and on the decision itself, they usually left the final decision
to the patients.23 Therefore, HCPs can try to support them to opti-

mize the family involvement when there is an initial discordance in

their preferences.

All three groups believed that family involvement is helpful for

communication, treatment decision, and psychological support. To

date, little evidence is available regarding whether family involvement

in cancer TDM improves clinical outcomes in cancer care. While direct

comparison is not appropriate, patients who are engaged in cancer

TDM process had better compliance, higher satisfaction, and higher

quality of life.27–29 In addition, some evidence from primary care

suggests that family involvement facilitated patients TDM and

enhanced patient autonomy,30–32 although it is unclear if such findings

also apply to oncology context. Future research is warranted on

whether family involvement improves clinical outcomes in cancer care,

and how to optimize the level and way of family involvement in cancer

TDM.

Dominated by bioethical precepts calling for the protection of

patient autonomy, the focus has largely been on the dyadic interaction

between patients and physicians.13,23 In such model, family caregivers

are sometimes viewed with suspicion and as a threat to patient

autonomy,9,13 diminishing and demeaning their role.13,33 The current

study, however, challenges such a model and suggests that it does

not correspond with the view and experiences of patients and their

caregivers or their physicians. An extended model of shared decision



TABLE 4 Attitudes Toward Family Involvement in Treatment Decision Making Process: View of Patients, Caregivers, and Physicians

Patients (N = 725) Caregivers (N = 725) Physicians (N = 134) Difference (P value)

Mean SD Mean SD Mean SD
Patient‐
caregiver

Patient‐
physician

Caregiver‐
physician

Family involvement in cancer TDM hampers patient autonomy.

Strongly disagree
(score = 1)

220 30.3 140 19.3 6 4.5

Disagree (score = 2) 278 38.3 300 41.4 52 38.8

Agree (score = 3) 175 24.1 236 32.6 75 56.0

Strongly agree
(score = 4)

46 6.3 44 6.1 1 0.8

Missing 6 0.8 5 0.7

Mean, SD 2.07 0.90 2.26 0.84 2.53 0.60 <.001 <.001 <.001

Family involvement complicates cancer TDM process.

Strongly disagree
(score = 1)

248 34.2 170 23.5 6 4.5

Disagree (score = 2) 313 43.2 380 52.4 82 61.2

Agree (score = 3) 122 16.8 134 18.5 41 30.6

Strongly agree
(score = 4)

34 4.7 38 5.2 5 3.7

Missing 8 1.1 3 0.4

Mean, SD 1.92 0.84 2.06 0.79 2.34 0.62 <.001 <.001 <.001

Family involvement leads to harmonious decision.

Strongly disagree
(score = 1)

14 1.9 8 1.1 0.00 0.0

Disagree (score = 2) 37 5.1 27 3.7 5 3.7

Agree (score = 3) 439 60.6 503 69.4 103 76.9

Strongly agree
(score = 4)

231 31.9 185 25.5 26 19.4

Missing 4 0.6 2 0.3 0.00 0.0

Mean, SD 3.23 0.63 3.20 0.55 3.16 0.46 .204 .198 .430

Families have right to be involved in cancer TDM.

Strongly disagree
(score = 1)

6 0.8 6 0.8 3 2.2

Disagree (score = 2) 29 4.0 23 3.2 24 17.9

Agree (score = 3) 421 58.1 467 64.4 93 69.4

Strongly agree
(score = 4)

265 36.6 225 31.0 14 10.5

Missing 4 0.6 4 0.6 0.00 0.0

Mean, SD 3.31 0.59 3.26 0.56 2.88 0.60 .081 <.001 <.001

Abbreviations: SD, standard deviation; TDM, treatment decision making.

P‐value: Paired t test (patient‐caregiver); T test (patient‐physician, caregiver‐physician)
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making that includes the broader scope of triadic relationship may be

more reflective of the clinical realities and preferences.5,10,13,23,26 We

therefore suggest the need to develop a greater appreciation for the

relational and reciprocal nature of patient‐family caregiver relationship

in cancer TDM23,26 and consider an evolution of the current concept

of patient autonomy to a more contextualized form of relational auton-

omy,13,23,34 where the patient and family caregivers can be seen as a

unit for autonomous decision.35

Family caregivers who are not integrated into the decision‐making

units would be limited in supporting patient decision making. Despite

this, clinical guidelines36,37 and communication training for HCPs34

currently lack guidance for optimizing positive family involvement in

cancer TDM.38 This limitation is also characteristic of most patient

coaching interventions for TDM.39 Only 1 communication activation
program of which we are aware has been directed to both patients

and family caregivers who accompany them to their medical visit and

found that the program was highly valued and associated with positive

changes in visit communication.40 More research is needed to develop

effective strategy for optimizing family involvement in cancer TDM to

improve decision quality, family communication, and health

outcomes.3,10,13

Several limitations of the study are noteworthy. First, we only

invited dyads and those who were not accompanied by family care-

giver or did not want them involved in the study were excluded, which

makes this study susceptible to selection bias. Second, we did not con-

sider the issue of multiple caregivers who share tasks and might have

significant input into treatment decisions. Third, study measures, the

modified control preference scale and investigator‐developed
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questionnaire, were not formality tested for reliability and validity. For

example, the Cronbach alpha for physician group for perceived bene-

fit/harm was only .61, which is below the usual standard for reliability.

Fourth, our cross‐sectional study could not determine the stability of

preference for family involvement over time. Fifth, cultural differences

in communication style influence decisional role preference,7,16,21,41,42

and our study needs to be interpreted in the cultural context of Korea,

in which family‐centered decision making has been traditionally com-

mon under the influence of Confucianism.43 The preferences for family

involvement in TDM from our study (>90%) seem to be somewhat

higher than those from the Western studies (58% in the United

States7,16 or 69% in Belgium18). However, in Western countries, family

caregivers also have both the right and responsibility to be involved in

TDM, particularly in the care of the vulnerable elderly patients44 and

those patients with long‐term illness such as cancer or dementia.23

In conclusion, our study adds to the evidence that patients, family

caregivers, and oncologists valued and expected family involvement in

TDM. A theoretical framework and clinical strategy need to be devel-

oped based on relational perception rather than individual perception

of autonomy.
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TABLE A1 Characteristics of Patient‐Caregiver Dyads (N = 725)

Patient characteristics (N = 725) Caregiver characteristics (N = 725)

Age (years) 60.2 12.5 Age (years) 51.3 13.4

Gender Gender

Male 329 45.4 Male 310 42.8

Female 396 54.6 Female 415 57.2

Marital status Marital status

Married 615 84.9 Married 612 84.5

Unmarried 109 15 Unmarried 112 15.5

Educational status (years) Educational status (years)

<9 345 47.6 <9 200 27.6

9‐12 236 32.6 9‐12 256 35.3

>12 139 19.2 >12 266 36.7

Missing 5 0.7 Missing 3 0.4

Income, USD Income, USD

<2000 423 58.3 <2000 292 40.3

≥2000 293 40.4 ≥2000 420 57.9

Missing 9 1.2 Missing 13 1.8

Cancer type, primary Relationship to patients

Stomach 118 16.3 Spouse 437 60.3

Lung 98 13.5 Others 288 39.7

Liver 52 7.2 Adult child 207 28.6

Colon 130 17.9 Parents 39 5.4

Breast 103 14.2 Others 42 5.8

Cervix 50 6.9 Living with patients

Others 174 24 Yes 535 73.8

SEER stage (current) No 190 26.2

In situ and local 261 36

Regional 230 31.7

Distant 223 30.8

Unknown/missing 14 1.9

Treatment situation

Under initial treatment 324 44.7

On regular follow‐up after treatment 237 32.7

On regular follow‐up after cure 39 5.4

Under treatment for metastasis or recurrence 107 14.8

Don't know 14 0.4

Others (eg, treatment for second primary cancer) 3 0.1

APPENDIX

TABLE A2 Characteristics of Oncologists (N = 134)

Physician characteristics (N = 134)

Age 43.5 7.8

Gender

Male 107 79.9

Female 27 20.1

Specialty

Medical oncologist 59 44

Surgical oncologist 68 50.8

Radiotherapy oncologist 7 5.2

Years after board certification

Mean, SD 12.3 7.5
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