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ABSTRACT

ANGELO MOORE: The Influence of Contextual Characteristics viddal
Characteristics, and Health Behaviors on Patient Satisfaction for ficaerican Men

Treated for Prostate Cancer in North Carolina

Patient satisfaction is an outcome of health services utilization; howeveh heal
services utilization can be predicated by contextual characteristicsdimaliciharacteristics,
and health behaviors (Andersen, 2008). Since prostate cancer is one of the medical
conditions that disproportionately affects the mortality of African Amarioan (AAM) in
North Carolina, it is imperative to evaluate the factors or combination of fab#drs
influence patient satisfaction for AAM diagnosed and treated for prostatercanc

A modified version of Andersen’s Behavioral Model for Health Services ldse w
used to guide this study (Andersen, 2008). The model has four broad domains: contextual
characteristics, individual characteristics, health behaviors, and heatmmst

The purpose of this study was to determine the strength of particular or comlsination
of contextual characteristics, individual characteristics, and health beh&vipredict
patient satisfaction in AAM from North Carolina treated for prostatearanc

This descriptive, correlational study was a secondary data analystssfsectional
data of approximately 505 African American men from North Carolinagiidfat prostate

cancer. Data in this study were obtained from Project 1 (Racial difess@mprostate cancer



screening and care-seeking behaviors: P.I. Paul Godley) and Project 2a]Guitur
demographic predictors of interaction with the health care system and poasiete
aggressiveness: P.l. Merle Mishel) of The North Carolina-Louisiana Rr&&atcer Project
(PCaP) supported by Department of Defense Grant DAMD 17-03-2-0052: P.l. James
Mohler. The data were collected from September 2004 to November 2007.

A model was proposed and tested to determine statistically significatnomnships
among the three domains of health care service utilization (contextual chstiaste
individual characteristics, and health behaviors) and patient satisfactiorysésiabnsisted
of univariate statistics, bivariate analysis, and multiple regressioig forward selection,
backward elimination, and stepwise procedures. Finally, hierarchiceksegm was used to
assess and analyze nested data.

The variables selected for the final model were: less than a high school, degree
participation in religious activities, mistrust, racism, perceivedssctecare, patient-
providers communication, interpersonal treatment, and communications. Todwetker, t
variables accounted for 51% £ <.0001) of the variability in patient satisfaction. This study
identified that interpersonal treatment and mistrust were the two mostamppredictors of
patient satisfaction for men in this study.

While contextual characteristics € .003,F = 13.36) accounted for only 2% of the
variability, individual characteristicp & <.001,F = 32.63) added 27% more, and health
behaviorsf = <.001,F = 51.6) added an additional 22%. Patient-control variables
(individual characteristics) and health care provider-controlled variétdedth behaviors)
are similar in the amount of explained variability in patient satisfactiots sktidy also

provided evidence for the need to look at cultural factors of mistrust and racism when



considering individual characteristics. Patient satisfaction can infsraf future health care

utilization.
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Chapter 1
Introduction

Under-utilization of health care services is a major problem for Africaarfan
men (AAM) (Forrester-Anderson, 2005; D. M. Griffith et al., 2007), and reasons for this
under-utilization are multi-factorial (Byrne, 2008) with long-term heatthisequences
(Kreuter, Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2002). The experiences of
African American men'’s interactions with the health care systemeaxyalain the quality of
care and some of the health disparities seen in African American ¢atiets (ACS,
2009a; American Cancer Society, 2009). Examining patient satisfaction is an approach f
investigating factors influencing health care services utilizatimhgaality of care
(Andersen, 2008).

Patient satisfaction is an outcome of health care services utilizatioeybnwealth
services utilization is predicated on characteristics and health beh@malersen, 2008). In
this study patient satisfaction is defined as a patient’s personal pencaptl evaluation of
care (Hekkert, Cihangir, Kleefstra, Berg, & Kool, 2009). Patientfaatien includes time
spent with health care providers, cost of services, waiting and times, infornesigved,
and quality of care (Mishel, 2003). Patient satisfaction has also been defaredtitude in
which patient values and beliefs are expressed that reflect care given @aspecific
presentation or visit at a health care facility (Mangelsdorff & kst 2003).

Although patient satisfaction has received more attention recentlynilessst has

focused on patient satisfaction with the health care system for Africancdamenen



receiving treatment for prostate cancer. Changes in health caiepbbwve now forced
health care facilities to associate patient satisfaction with fiaaimcentives (Kutney-Lee et
al., 2009). Patient satisfaction has implications for health care facilitgditation,
reputation, and financial viability. The Joint Commission on Accreditation altitare
Organizations (JCAHO) tracks and publicly reports patient satisfactimassto assist
individuals in determining if health care facilities provide quality camest@te cancer is just
one of the medical conditions that disproportionately affect African Americanmidorth
Carolina, however, with the under-utilization of health care services andsedrbarden of
prostate cancer mortality in AAM, it is imperative to evaluate whictofa or combination
of factors influence patient satisfaction.
Conceptual Framework

To guide this study, a modified form of Andersen’s Behavioral Model foltiHea

Services Use (see Figure 1) was used. This model has four broad domainstuabnte

characteristics, individual characteristics, health behaviors, and heatmmas (Andersen,

Health
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Figure 1. Anderson Behavioral Model of Health Services Use (Phase 5¢geSddedical
Care, 46 (7), 647-653.



Andersen’s model has evolved over time in response to changes in health policy,
health service delivery, colleague input, developments in health servicecheseadical
sociology, and critiques of earlier versions (Andersen, 2008). Although the model umderwe
five revisions since the initial development, the fundamental components and their
relationships did not change (Andersen, 2008). Outcomes can affect future contextual and/or
individual predisposing factors, enabling resources, needs for care, and health belnavior
health services utilization (Andersen, 2008), but those links (represented bycfekxtipes)
was not tested in this study. The conceptual model used in this study is based &n Phase
which is the latest version of the model (see Figure 2). Because all of the thenstudy
have been diagnosed for prostate cancer, the need for care subdomains in Andetsdn’s m

was not used in this study.

Contextual Characteristics Individual Characteristics Health Behaviors Outcome

Predisposing Enabling Resources Predisposing Enabling Resources Process of Medical Care
-#AAPCProviders - # Public ITealth Clinics Demographic - Ht.lltljl Inswrance - PT.'P[D'\'H.]:I Commnunication Patient Satisfaction
- % Blacks - Household Income -Age - Perceived Access to Care - Communications _Satisfaction with HCS
- Educational Levels - #PC Providers g Social - Health Literacy | | - Interpersonal Treatment B
- Inemployment Rate - Fmergency Dept - Fiueation

- Religious Participation ry ry Y

Cultural TUse of Personal Health
~ Mistust Service
~ Racism - Habits of H.C. Utilization
Reliefs - Usual Site of Care
Religious
- Traditional Ilealth

Figure 2. Modified behavioral model of health service use for African Amemlen treated
with prostate cancer (PCA).
Study Model Overview

In this study contextual characteristics are defined as aggregate eseaghm
certain environments in which individuals live, work, and socialize that can affeti heal

outcomes (Hillemeier, Lynch, Harper, & Casper, 2003). The number of AfAingerican
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Primary Care Providers per Health Service Area (HSA) and county, number af ipegdlih
clinics per HSA and county, household income per HSA and county, and number of Primary
Care Providers per HSA and county variables were developed to represexiuabnte
characteristics for this study.

Variables for individual characteristics, health behaviors, and the outcomeakene t
from Projects 1and 2 of the North Carolina-Louisiana Prostate Cancer Pr&jeét)(Rith
the majority coming from Project 2. Individual characteristics anael¢fas attributes of the
individual that influence whether a person will seek care (E. R. Brown et al., 200d). Ag
education, religious participation, mistrust, racism, religious beliefstitiadi health beliefs,
health insurance, perceived access to care, and health literacy variaklesivzed to
represent individual characteristics in this study. Health behaviorsfareddas actions
taken by an individual to maintain, achieve, or regain good health and prevent iliness.
Patient-provider communications, interpersonal treatment, communications, dfdiealth
care utilization, and usual site of care variables were utilized tosesgreealth behaviors in
this study. Health outcomes are the result of health care servicediatlach as
consumer satisfaction (Andersen, 2008). Patient satisfaction with the healdysi@m
variable was utilized to measure the health outcome in this study.

Contextual Characteristics

Contextual characteristics include health organizations, provider-relatedsfa
community and geographical characteristics (Andersen, 2008). Contextuakehstias are
not measured at the individual level but at the level of available services. @ahtext
characteristics have two subdomains that are functions of one’s use of heattsser

predisposing factors (exist before a patient’s illness) and enablimgyces (resources that
4



facilitate or hinder health care utilization) (Andersen, 1995, 2008). These chataster
assist in defining and measuring multiple dimensions of access to care ahcaealt
utilization (Andersen, 2008).
Predisposing Factors

Contextual predisposing factors can be community age and racial structure
(Andersen, 2008). In this study, the number of African American primary care povide
within a specific geographical area (HSA and county) was used as ataahpgedisposing
variable. The racial structure of health care providers in a particulgraggocal area was
expected to be diverse. Diversity fosters an inclusive environment conduciveing sed
understanding multiple cultures. Racial concordance among African Amsiihas been
reported as having a positive influence on the use of health care servicesamtd pati
satisfaction (Benkert, Peters, Clark, & Keves-Foster, 2006; Dovidio et al., 2008).
Enabling Resources

Contextual enabling resources are characteristics that must be pneseonmmunity
or geographical area for use of health care services to take place (An@e&a®). In this
study, the number of public health clinics, the number of primary care providergeand t
household income for a specific geographical area (Health Service Area ang omst
used as contextual enabling resources. Resources consist of the volume andafistfibut
resources available to the population within a prescribed geographical areeséhngle
Newman, 1973). The more resources available to choose from, the more fleariwlity
options there are to access them. In contrast, the lack of resources lintiesasttbincreases

time to necessary health services.



Individual Characteristics

This domain measures characteristics at the individual level, unlike nested
information aggregated at the contextual level. Individual characteristiest\wa sub-
domains: predisposing factors and enabling resources. Predisposing factarthar
categorized as demographic, social structure, cultural, and beliefs.

According to Andersen’s original model, individual predisposing charactsristid
three components: demographic factors, social structure, and beliefs4@&mdE395). In
this study, this model was expanded by adding a fourth component named cultural factors
because some populations are exposed to particular experiences that are iat¢Gssoc
common to other groups of people (Ricketts & Goldsmith, 2005). African Americans have
experienced a long history of social injustices, racism, segregation, arnchaiation.

These experiences are unique to the African American culture and premdlehiealth
care system (Dovidio, et al., 2008; IOM, 2002; Washington, 2006).
Predisposing Factors

Individual demographic factors represent important biological identifigygesting
the likelihood that particular individuals will need to seek health services (AAmjer395).
In this study, age will be used as an individual predisposing variable.

Social Structure

Social structure is a measure that determines the status of a person inrthendgm
ability to cope with presenting problems and resources to deal with problems, and how
healthy or unhealthy the physical environment is likely to be such as ey catcupation,
and ethnicity (Andersen, 1995). In this study, education and religious participatibe wi

used as individual social structure variables. Education is defined as the |eleaing
6



completed. Education is key in social advancement and leads to increased ihmomg a
more available options for health care services (Isaacs & Schroeder, 2084icdn
American communities, the church represents a trusted place for support armhaldditi
sources to health care services (Blocker et al., 2006; Levin, Chattery|d&, P805).

In this study religious participation is defined as frequency of participatiarvariety of
religious activities (Mishel, 2003).

Cultural Factors

Cultural factors are a set of beliefs, patterns, or attitudes learned freiousre
generations or personal experiences that are specific to a partibniarggoup (Schensul,
2009). Mistrust and perceived racism were used as individual cultural factor \ariable
this study, racism was defined as the patient’s perceived differemeaiment by health
care providers by race, and mistrust was defined as the lack of integmiyetance, trust,
and role as the patient’s agent (Mishel, 2003). Cultural factors may not bagipdrsonal
experiences; however, the knowledge of these beliefs, patterns, or atttckesonfirmed,
form a personal experience. Some cultures may have different beliefdgitantts about
diseases and treatments that do not conform or agree with the medical professititualés
and beliefs. This lack of congruency can set the stage for unrealisticagiqrescand hinder
positive health outcomes.

It is well-known that African Americans have experienced racism in théhhesake
system. Subsequently, racism has led to African Americans being treéteehdly from
other ethnic groups by health care providers (Institute of Medicince, 2002)is Bvislent
in how some ethnic minority groups believe they will receive inferior heatéh(Gordon,

Street, Sharf, & Souchek, 2006; Ravenell, Jr., & Whitaker, 2006). When one knows that
7



they will receive inferior care, it becomes increasingly difficoltrtist health care providers.
Mistrust has been reported to negatively affect the desire of Africamidanes to seek health
care services even when needed (Byrne, 2008; Casagrande, Gary, La\&hist, &a
Cooper, 2006; Hausmann, Jeong, Bost, & Ibrahim, 2008).

Belief Factors

Beliefs are attitudes, values, and knowledge people have about something that is
believed to be true. Beliefs are used here in the context of health, and the belpésphat
have about health and health services influence their future use and perceptiotin afaneal
services (Andersen, 1995). In this study, religious and traditional health bedrefaised as
individual belief variables. Religious belief was defined as the belief ingGot# of taking
control of one’s health (Mishel, 2003). Traditional health beliefs were definetkas f
beliefs, attitudes, and knowledge about cancer (Mishel et al., 2003).

When studying health beliefs, Andersen (1995) recommends evaluating heafth belie
in the context to a particular disease rather than overall general hdatitih beliefs
influence when, why, and where one seeks health care. Health beligisoadisie the
framework for how one interacts with the health care system (Blocker, 20@6; Lannin,
Matthews, Mitchell, & Swanson, 2002; Matsuyama, Grange, Lyckholm, Utsey,ita,Sm
2007).

Enabling Resources

Individual enabling resources are conditions or factors that enable or impede use a
need for health care services (Andersen, 2008). It also includes the means amdwkrtow-
get to health services when needed and use them (Andersen, 1995). The availability

health insurance, perceived access to care, and health literacy will kesusdd/idual
8



enabling resource variables in this study. Unlike contextual enabling resaandieidual
enabling resources are somewhat in the control of the individual. In this stuelss éxcare
was defined as the ability to access medical care that addressesrogestjence, and
feasibility (Facione, 1999). Resources enable a person to utilize healecaces when
needed; however, those with little resources have decreased opportunities &itlyetaine
when needed. Health literacy was defined as the ability to read and undle@tanon and
lay medical terms (Davis, Michielutte, Askov, Williams, & Weiss, 1998; Mish@03).
Health Behaviors

Health behaviors are the actual use of health care services, and this Hamavo
subdomains: process of medical care and use of personal health services (A206&e
The actual interaction that occurs between patients and individuals within health ca
facilities will have bearings on how patients perceive and evaluateigare ¢iealth
behaviors are quite different from health beliefs. Health beliefs areahttitudes or
intentions for health care; however, health behaviors are external actionsuingelsealth
care. Beliefs do not necessarily produce an action.
Process of Medical Care

Process of medical care was defined as the behavior of providers as traay i
patients in the delivery of medical care (Andersen, 2008). In this study, the evabfat
patient-provider communications, interpersonal treatment, and communicatidsiesanas
used as process of medical care variables. Patient-provider communicatiaiedines as
the degree to which the patient communicates with his health care providerl @tiahge
2002). Communications differs from patient-provider communications in that it focuses on

the health care provider's behavior in communicating with the patient, and interpersonal
9



treatment relates to the patient’s perception of the health care providezixpa
friendliness, caring, respect, and time spent with the patient during irdesa($afran et al.,
1998). The focus was on the quality of the communications and interpersonal trebfihent t
occurs in the interaction.
Use of Personal Health Services

Use of personal health services is the other health behavior subdomain which is
defined as the type, site, purpose, and coordination of health services received issn illne
episode (Andersen, 1995). In this study, habits of health care utilization and weso#l sit
care was used as measures of personal health service variables. Heaitiization was
defined as the likelihood of using health care services (Facione, 1999). Knowing when and
how a person chooses to seek heath care provides pertinent information about the value
placed on health. The type of health care facility used for services will &kelgt the
experience and ultimately patient satisfaction (Plomondon et al., 2007; L. Rddsr,K
Grimley, Green, & Anderson-Lewis, 2007).

Health Outcome

Consumer satisfaction is an outcome directly related from health caieeser
utilization (Andersen, 2008). In this study, “patient satisfaction with thiéhhemre system”
was the outcome variable used to measure consumer satisfaction.

Contextual characteristics, individual characteristics, and health behearors
directly or indirectly affect patient outcomes. In this model, each domametual
characteristics, individual characteristics, and health behaviors) welréousake an
independent or collective contribution to predict patient satisfaction. According to

Andersen’s model, the model suggests an explanatory process or causal ofahelangen,
10



2008). An individual can have predisposing factors and enabling resources; however, the
individual must have a need for care in order for health care services utilizaictually
take place(Andersen, 1995).
Statement of the Problem

Under-utilization of health care services is a major problem for Africaarfan
men (Forrester-Anderson, 2005; D. M. Griffith, et al., 2007), and reasons for this under-
utilization are multi-factorial (Byrne, 2008) with long-term health cqgosaces (Kreuter, et
al., 2002). Late-stage prostate cancer diagnosis and treatment along Wwiththertality
rate for AAM may be attributed to patient satisfaction experienced fremous interactions
with the health care system. Many have suggested that the lack of prostatescaeening
is a major contributor to late-stage diagnosis and treatment (ACS, 2007, 2009aaAmeric
Cancer Society, 2007, 2009); however, the recent Prostate, Lung, Colorectal, aad Ovari
Screening (PLCO) Trial concluded that PSA screening did not make a signdfitarénce
in mortality (Andriole, Crawford, I, et al., 2009). If this is true, other sesiffor the
increased mortality rate in AAM must be explored. Patient satisfastiona way to
investigate underlying aspects of health care services utilization (@erde2008) and quality
of care (Kutney-Lee, et al., 2009). Contextual characteristics, individuattérgstcs, and
health behaviors influence patient satisfaction; therefore, it is impdootaxplore how these
factors relate to one another, specifically for AAM. With the increased hwfderostate
cancer mortality, it is imperative to evaluate which factors or combinatitaciairs

influence patient satisfaction for AAM.
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Purpose of the Study
The purpose of this study was to explore whether a particular combination of
contextual characteristics, individual characteristics, and health behaflaence patient
satisfaction among a sample of AAM in North Carolina treated for prasiater who
participated in the North Carolina-Louisiana Prostate Cancer Projed®P@amodel was
proposed and tested to determine individual and collective statistically cagnifi
relationships among the three domains of health care service utilization {aahtex

characteristics, individual characteristics, and health behaviors) aedtsstisfaction.
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Chapter 2
Review of Literature

This chapter will briefly discuss the magnitude of prostate cancer ftican
American male population followed by a review of literature that willlddsscsome of the
major issues African American men face surrounding their belief systegsmirces, access
to care, and interactions with health care providers. Although testing the propm$eld m
requires locating topics according to categories in the model, in this revlgarature, the
content will be integrated as many of these issues are interreldtedngianother. This
chapter will conclude with some problems identified in prostate cancer stuthesinvg and
research questions proposed to provide new knowledge for these areas by conducting this
study.

Background/Significance

Prostate cancer, the second leading cause of mortality in all men withathesdery
18 minutes (ACS, 2007), is the most diagnosed cancer in African American men. Itis
estimated to account for approximately 34% of newly diagnosed cancerseekipe2009
(American Cancer Society, 2009). African American men and Jamaican men ahAfric
descent have the highest prostate cancer incidence rates in the worlccéantancer
Society, 2009). Over the past 25 years, the 5-year survival rate for prostatehzsnc

increased from 69% to approximately 99% for both African American men and Caucasia



men when diagnosed and treated in the early stages (American Cancer, 300ty This
improved survival rate has been attributed to earlier diagnosis and improvecktrisatm
however, more AAM are diagnosed in late-stages where treatment optioessaaedilable
and outcomes are poorer.

In 2004, the prostate mortality rate for AAM in North Carolina decreased some from
the 1999-2003 period; however, the mortality rate continued to be more than twice #w rate
the Caucasian men in the state. In 2004, the prostate cancer mortality Adhd/faras 61.4
per 100,000 population verses 23.6 per 100,000 population for Caucasians (North Carolina
State Center for Health Statistics, 2006). In 2007, the prostate cancer ynatalior AAM
was 52.4 per 100,000 population compared to 21.0 per 100,000 population for whites (North
Carolina State Center for Health Statistics, 2006). While mortality fateAAM have
improved over the years, the prostate cancer burden and disparity gap for AAM in North
Carolina has made very little progress. Differences in rates of esgbnscg have been
identified as one of the causes of health disparity in prostate cancer (Dovalip2608;
Kudadjie-Gyamfi, Consedine, Ungar, & Magai, 2008; Toles, 2008).

Belief Systems

In order to receive early screening, diagnosis, and treatment, AAM nlirst h&alth
care services needed to accomplish this. A significant number of AAM avoid iliedea
system and delay seeking care, thus contributing to lower rates of eaglyisgrdiigher
rates of late-stage diagnosis, and fewer treatment options (Byrne, 2008) AAM define
health or what they believe is healthy may differ from Caucasian memdtidef of health.

Some older AAM define healthy as physical well-being with the absermeysfcal

ailments, mental and emotional well-being, economic stability, a senpeitfadity, and
14



being able to take care of one’s own need without assistance and physical dependence
(Ravenell, et al., 2006). In other studies, being healthy also meant being aliiéd sm il
roles, such as maintaining a job, providing for his family, protecting and teableiing
children, and belonging to a network (D. M. Giriffith, et al., 2007). Others report that AAM
define health as participating in health promotion and prevention activities and \asiting
health care provider regularly (Forrester-Anderson, 2005; McFall, Hanmvio|l& 2006; L.
Ross, et al., 2007).

Given these definitions, a large percentage of African American men may rnbésee
value or benefit of seeking health care services on a regular basis. It has bdd¢hatot
some AAM express the importance and pride of having the ability to maintaiméadtin
without the assistance of physicians (Allen, Kennedy, Wilson-Glover lidg&h, 2007).
African American men tend not to seek health services unless there arersgntimit
something is wrong, they are in pain, no self-treatments have worked, and symptgns pre
continuation of social roles and responsibilities (D. M. Griffith, et al., 2007; Ravenall, e
2006; Richardson, Webster, & Fields, 2004).

African American men’s frame of reference for health was leamoead their fathers
or grandfathers (who rarely sought help from health professionals) that mettsviesl
secondary to their primary social and family roles (D. M. Griffith|e2807). Some older
African Americans viewed hospitals as a place where sick people go aid e Griffith,
et al., 2007). Furthermore, some African American men do not seek care stemming from
prior personal, familiar, social, and negative experiences (Ravenell, €04;,\®ashington,

2006).
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For many African Americans, interconnectedness is valued over individualism
(Marion & Schover, 2006), and healthcare decisions are usually a family(€ftat, 2004).
African Americans normally first consult their family circle in kiveg decisions about when
and where to seek help and reluctantly go outside of the family circle fstaasg with
medical care-giving (Cort, 2004; Kreuter, et al., 2002). Some African Ameidegend
more on family members, friends, and the community for health information including
cancer-related health (Matsuyama, et al., 2007; Mishel, 2003).

Social roles are important in that men are responsible to provide financialhefor
family, and the women are responsible for organizing health care within thg (&hoitker,
et al., 2006; McFall, et al., 2006). Knowing AAM beliefs and reluctance associatetheit
health care system, women provide support for them during medical appointments.
Attending medical appointments serve several purposes: encourage attendanae, provid
support during the visit with the health care provider, protect the health of theficsighi
other by advocating for them when needed, and protecting the family by keeping the
financial provider healthy (McFall, et al., 2006; Plowden, 2006).

Religious beliefs and participating in religious activities are a majdrgd the
African American culture and have been associated with improved health outoenes
greater patient satisfaction (Krause, 2002; Levin, et al., 2005). Religiousibeledined as
the belief in God'’s role of taking control in one’s health (Mishel, 206&ligious beliefs
can promote health by applying the belief that the body is God’s temple, anldooie take
care of the body (Blocker, et al., 2006). These individuals are proactive and pariitipa
health promotion and prevention, view health care providers as tools or instruments used by

God, demonstrate a positive view of life, and have confidence that God is in control and will
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heal them (Figueroa, Davis, Baker, & Bunch, 2006; R. Johnson, 2005; Levin, et al., 2005;
Underwood & Powell, 2006). This belief provides support, comfort, guidance, and coping
which is associated with high levels of patient satisfaction and betten be&tbmes
(Figueroa, et al., 2006; Levin, et al., 2005).

In contrast, others maintain the belief that having cancer is God’s dediherfioand
possibly punishment for some sin (Blocker, et al., 2006; Chin, Polonsky, Thomas, & Nerney,
2000). This belief perpetuates fatalistic attitudes that leads to somamAoerican men
being hesitant to discuss or participate in cancer screening (Powe, Darkelaie, 2005)
or omit to participate in treatment (Lannin, et al., 2002).

Religious participation is protective for African Americans, and thode lgh
levels of active church involvement have been found to have greater patieatsatisf
(Krause, 2002; Levin, et al., 2005). Religious participation differs from religioief bel
that it pertains to the frequency of participation in a variety of religioigtses (Mishel,

2003). Religious participation has been used in the literature interchangeidbtywich
involvement or religious practices such as frequency in which one participatayen, pr
listens to religious programs on the radio or television, reads religiousuresrand
participates in other religious events (Underwood & Powell, 2006).

To some African American men, these traditional health and religious beliefs,
coupled with limited experiences with the health care system, can be harmfulstbeadéh
by acting as a barrier to health care utilization leading to poor health outonids
Griffith, et al., 2007; Lannin, et al., 2002; Matthews, Sellergren, Manfredi, & il
2002). In early stages of prostate cancer, men have no recognizable signstomsyaof

the disease that would prompt them to seek medical care (ACS, 2009b). Their beliefs,
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attitudes, and knowledge about cancer may be contradictory to evidence-haseal cli
practice causing conflict. With the practice of waiting until sel&tment is ineffective or
pain is too severe to seek care, AAM develop the potential for them to becomeesitgect
stigma once they do seek care.
Resources

African American men with lower levels of education tend to be less editisfth
patient care (Jayadevappa, Schwartz, Chhatre, Wein, & Malkowicz, 2009b; R. L. Stree
Gordon, Ward, Krupat, & Kravitz, 2005; Williems, Maesschalck, Deveugele, Derese, &
Maeseneer, 2004). A large percentage of older AAM have lower levels of edudadi to a
history of segregated educational systems concentrated in high poverty neighbortioods w
limited educational support and opportunities (Williams & Collins, 2001). Compared to
schools in middle-class neighborhoods, the schools in poor neighborhoods often had lower
test scores, limited curricula, fewer students in advanced courses, lesdjtezchers, less
emphasis placed on college, fewer connections with universities, and housed anatetgri
buildings (Williams & Collins, 2001).Some AAM were raised during a time when formal
education was limited and not given priority within the African American community

Educational level affects one’s ability to understand complex medical informat
such as cancer screening, diagnosis, treatment, and symptom managemelet/els of
education affect general literacy as well as the health literacyleegeted to read
instructions, follow medical recommendations, communicate effectively waththheare
providers, and navigate through the health care system. African Americamemtéten
ashamed and embarrassed about their literacy levels, so they tend to avoahsithati

make them exposed such as reading, accessing medical services, and askons qoest
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avoid being stigmatized (Davis, et al., 1998; Daniela B. Friedman, Sara J. Coregoyyr

M. Dominick, & India D. Rose, 2009; Kripalani et al., 2007). African American men with
less than a high school education ranked highest among men most likely to delay or avoid
testing and screening for prostate cancer (Pierce, Chadiha, Vargassl&ylv2003).

Lower levels of health literacy skills have been associated with lowslet@atient
satisfaction, and low levels of satisfaction leads to decreased comphaneatment
regimens and trust in the health care system (Daniela B. Friedman, et al M20@8s0 &
Rincon, 2006). African American men with lower levels of education have been found to be
passive and tended to view health care providers as an authority which impedasilihei
to express or articulate their own agenda for the visit by asking questionsg\wmacerns,
or asserting themselves (Allen, et al., 2007; Gordon, et al., 2006). The communication
dynamics of lower educated AAM result in them receiving less overathiaioon from
their health care providers, and being less actively involved in the decisiongnpaicess
(Gordon, et al., 2006). This communication style is embedded within the African Americ
culture from many years of oppression, discrimination, mistreatment, and iteg&aich
communication methods are of concern, because older AAM with lower levels ofieducat
are at the greatest risk for prostate cancer, have worse health outawiesye lower
patient satisfaction (R. L. Street, et al., 2005).

In contrast, AAM with higher levels of education have been associated with more
active participation in patient-provider communications (Thomas A. LaVeist, F0Q3;
Street, O'Malley, Cooper, & Haidet, 2008), better communications and intergdtiamas
A. LaVeist, 2003; R. L. Street, et al., 2008), better health outcomes, and greater pati

satisfaction (R. L. Street, et al., 2005; R. L. Street, et al., 2008). Africandmenen have
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expressed displeasure in health care providers when these providers assufid therd
not educated and avert responding to inquires about prostate cancer issues @llen, et
2007; Woods, Montgomery, Belliard, Ramirez-Johnson, & Wilson, 2004).

Education is considered the key to economic and social advancdmessteducation
is associated with poverty (Gerend & Pai, 2008; Parrish & Kent, 2@08)erty is associated
with poorer cancer outcomes and patient satisfaction in all Americans esganfirace;
however, since a larger percentage of African Americans live in poverigaAfAmericans
are affected more by poverty (Gerend & Pai, 2008; Parrish & Kent, 2008). Mordadés
from most major cancers are higher for persons in lower social cl&$se¥(& Brawer,
2006).

More education leads to increased income resulting in improved choices to obtain
better medical care leading to good health outcomes (Isaacs & Schr@&dgraid
providing greater opportunities to obtain resources. The lack of educatitsmthetypes of
jobs and occupations one can have. Many AAM work low-paying, labor-intensive jobs that
put more stress on the body. These jobs are demanding and provide few opportunities for
adequate time off to attend to medical appointments (Talcott et al., 2007).

Household income has been known to negatively affect patient satisfaction by
limiting opportunities for health insurance and access to quality health casn@@: Pai,
2008; Parrish & Kent, 2008). Poverty acts as a barrier to access to care, banaistsit
one’s ability to pay for health services or afford adequate health insuraaraei{R Kent,
2008).Lower levels of education affect AAM’s ability to obtain jobs that provide déble

health insurance.
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Health Insurance has been positively associated with higher qualityeofAdln, et
al., 2007; D. M. Giriffith, et al., 2007), improved health outcomes (Matthews, et al., 2002),
and greater patient satisfaction (Bade, Evertsen, Smiley, & Banerjee, 280833 Veist,
Nuru-Jeter, & Jones, 2002). Unfortunately, the type and amount of health insurance
represents the most common vehicle for accessing, utilizing, and controllingath god
guantity of health care services (Allen, et al., 2007; D. M. Griffith, et al., 2007 ;0Rlbom,
et al., 2007). Lack of cost-effective health insurance plans has been identdieétasrent
to health seeking, specifically for prostate cancer (D. M. Griffithl. e2@07).

Lack of health insurance has been associated with later stages of dighastme
of diagnosis (Brawley & Wallington, 2009). It is well-known that African &roans
represent a large percentage of uninsured Americans (Hoffman & Paradise, 2008).
Unemployment and resulting lack of insurance and inability to afford qualdycalecare
has been linked to poor quality health (Ravenell, et al., 2006). Since the majority (62%) of
individuals have employer-sponsored health insurance (ACS, 2008), many Africaic&me
men work for employers that do not offer this benefit (Hoffman & Paradise, 2008).

Health insurance companies that allow choice of providers have been strongly
associated with higher levels of patient satisfaction (Benkert, et al., 2@0&aVeist, et al.,
2002). Those with health insurance or adequate income can afford to be seen in a private
physician office or group practice. However, a large number of Africaarfan men have
limited resources. Health insurance allows for regular and consistess auttethe health
care system; however, those without adequate health insurance are forcedergsaey

departments and public health clinics (Matthews, et al., 2002)
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Access to Health Care Services

Lack of access to timely care has been associated with low levelseoit pati
satisfaction (Plomondon, et al., 2007; Sirois & Purc-Stephenson, 2008ther access to
care is viewed as actual or perceived, the recipient (AAM) determirtkeSfines the
meaning. Having adequate access to care (D. M. Griffith, et al., 2007; Plowden, 2006), a
trusted and regular health care provider (Allen, et al., 2007; Forrester-Anderson,a2@05)
being able to use health care services when needed (L. Ross, et al., 2007) anadets¢d
maintaining good health.

However the complexity of the health care system can be very intingdaading to
additional delay in care (Byrne, 2008). Even for highly educated individuals with aglequat
health care benefits, the health care system is difficult to navigdteay create a sense of
powerlessness for those needing to seek healthcare (Gold et al., 2009). A study of 541
women needing radiotherapy for treatment of breast cancer found thah #%6) had at
least an 8-week delay in treatment regardless on health insurance (Gb)&0£1%. The
delay in treatment was related to the complexity of gaining access toGai@ng access to
the appropriate medical care in a reasonable time-frame is importantteteuzscer
screening and treatment outcomes (Bartsch et al., 2008; Ricketts & Gald2p@i5; Talcott,
et al., 2007).

The availability of and access to health care resources in a community or
geographical area can facilitate or hinder the use of health care s¢Andessen, 2008).
The supply of health care providers, number and types of health care fatddasn and
access to these facilities, and the structure of the health care systaifiraportant

resources that can affect patient satisfaction (Andersen, 2008). Theesmueces available
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to choose from result in more flexibility and options to access them. In contrdat;kioé
resources limits choice and increases time to gain necessary heaklemaces.

Location can influence access to and available options for healthcare services
compared to those living in urban areas. Extreme distances from healtlodaiesfaan
create isolation from the medical system, further preventing AAM fraressing prostate
cancer screening information (Allen, et al., 2007). African American manreaorted that
the inconvenience of time spent to see a healthcare provider negatively impaicis @bt
prostate cancer information (L. Ross, et al., 2007). African Americanmeastern North
Carolina reported having to utilize emergency rooms and health departmentsiecaaise
accessing other providers required traveling over mountainous terrain (Neithaibw,
2000). African American men, located in other rural districts, perceived thatdtdyp take
time away from work while receiving no pay to waste time waiting to be seampbysician
just to hear what they already knew (L. Ross, et al., 2007). Location and distantes fr
major treatment centers cause AAM to use health care facilitibsasyzublic health care
clinics and emergency departments.

Public health clinics and emergency departments are safety-net hetilikgahat
are available to the indigent and uninsured populations. Safety-net health caessardic
facilities are public clinics and hospitals that are financially supportgdiblyc policies to
provide services to Medicaid eligible, low income, and uninsured populations (E. R. Brown,
et al., 2004; Davidson, Andersen, Wyn, & Brown, 2004).

Public health clinics and emergency departments have been associated with lower
levels of trust and patient satisfaction (Fowler-Brown, Ashkin, CorbiekSiitaker, &

Pathman, 2006; Freeman & Chu, 2005). Emergency departments and public health clinics
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are not conducive to building trusting relationships (Forrester-Anderson, 20055 iffih,
Childs, Eng, & Jeffries, 2007; Talcott, et al., 2007). High rates of physician turnover and
insufficient supply of physicians (especially in rural areas) reduceaudi of
appointments, increase wait times, prevent establishment of relationships paitielet-
provider communications, and lower patient satisfaction (Plomondon, et al., 2007). Often
these health care facilities located in low socioeconomic areasalsageificant number of
uncertified foreign-born health care providers with language barrienhwdened staff, and
longer waits (Freeman & Chu, 2005; Gerend & Pai, 2008; L. Ross, et al., 2007; Walff et al
2003). This milieu is poor for establishing trust between the health care providetiant pa
needed to build a trusting relationship.

Although these facilities provide some degree of access to health cacesehey
do not provide coordination and continuity of care. Emergency departments focus on acute
care rather than preventive health care needed for prostate canceetzniypn and
treatment. By only focusing on acute care, emergency departments do not have the
environment that is oriented towards teaching and increasing Africancdamenen’s
knowledge about their health. Due to the health care facility lack of resources and acut
perspective, patients do not receive necessary follow-up care. This lackin@itpiof care
is detrimental to maintaining good health. While emergency departments fooug®n a
care, local public health departments concentrate on preventive care. HoweMer, A
expressed disappointment in the public health clinics due to their lack of servidaislava
for men’s health. Many men verbalized that most public health clinic programedoans

women and children (L. Ross, et al., 2007).
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With a history of limited access to health care, the church has played a salgport
for AAM. African American men that participate in church-relatedvéaets have been
associated with greater patient satisfaction (Krause, 2002; Levin,20@b). The black
church is considered a cornerstone in the African American community providingypis
for politics, social activities, social support, health education, and communégioah
(Blocker, et al., 2006; Chin, et al., 2000; Krause, 2002). The black church is the most trusted
institution in the African American community, and it functions as a briddess trusted
institutions such as the health care system (Wolff, et al., 2003). When the past®r show
support for health-related activities such as screening referralseendifrics, the members
are more likely to participate and become personally engaged (Blocker, et al.l.2006gt
al., 2005).

Currently, black churches have members who are health care professiond¢®and a
voluntary staff medical ministries that provide free health education for comslgind
diseases common among African Americans. The presence of these medi¢aemimisy
partially explain the unexpected results in a study where participahtbigit levels of
religious participation did not benefit from a prostate cancer educatioaalention.
Because of these medical ministries, the participants with high levelggadus
participation probably sought assistance from a more trusted entity (thé)ctinane health
care providers (Mishel, et al., 2003).

Having a consistent health care provider and participating in routine heattsche
have been associated with better communications and relationships with health care
providers, continuity of care, reduced emergency department visits, and higheofevel

patient satisfaction (Gerend & Pai, 2008; Napoles, Gregorich, Santoyo-OlsBarn(O&
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Stewart, 2009; Paez, Allen, Beach, Carson, & Cooper, 2009). Even though some AAM may
have adequate health insurance, some frequently use emergency departmentedue to t
habits of health care utilization rather than their availability of health inseraWwhen these
AAM finally enter into the health care system, they present with multiplenic conditions,
and health care providers have the tendency to focus on the chronic health problems instead
of the original purpose for seeking care (Woods, et al., 2004).

As a result of poor patterns or habits of health services use, AAM becometigiagina
by health care providers, and they receive inferior medical care whichvedgatfect
patient satisfaction (Byrne, 2008; Dovidio, et al., 2008; Klassen, Smith, ShariébMgar
Juon, 2008; Simmonds, 2008). Stigma is defined as a phenomenon whereby an individual
with an attribute is deeply discredited by his/her society and rejecteceaslt of the
attribute (Goffman, 1963).

Stigmatized individuals minimize harm by distancing themselves fi@ti®ns that
are the source of the stigma; however, this source is the health care systemyfétAiv.
While avoiding the health care system, chronic conditions worsen. After exigaaesf-care
and treatments, they enter into the health care system again, getisgdn@intinue to get
inferior care, have poor patient satisfaction, avoid the health care syslamg as possible,
and the cycle continues. Unfortunately, the cycle of events lead to continued patr patie
satisfaction and shapes future health seeking behaviors and interactions \litlcdreal
providers (Cort, 2004). These experiences with the health care system aruloigeem
make it difficult for AAM to establish trusting relationships that has the paldntimprove

their health.
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Interaction with Health Care Providers

Mistrust and racism in the health care system negatively influence patisfacion
(Benkert, et al., 2006; Hausmann, et al., 2008; T A LaVeist, et al., 2002; LeVeist, Nickers
& Bowie, 2000; Mandelblatt et al., 2003; R. L. Street, Richardson, Cox, & Suarez-@¢imaz
2009). Mistrust is the result of previous and current racism experienced in gEosety
and the health care system (Washington, 2006). Mistrust has been used in the past by
African Americans to protect them from medical exploitation in the heatthsystem;
however, this mistrust is now hurting the health of African Americans (T.AelsaV
personal communication, September 26, 2008).

Racism has been identified as a source of stress and a real obstacle in receiving
adequate health care for AAM (Ravenell, et al., 2006). The United Statetohgs a
documented history of mistreating African Americans. Beginning with slaaaty in U.S.
history, African Americans, especially those in the south, have been treated inhyuamahel
exploited by the medical profession (Allen, et al., 2007; Cort, 2004; Washington, 2006).

Open segregation and discrimination within the health care system a#deteoh
American patients as well as African American health care providdtsr shavery ended,
African American physicians provided care for the majority of African Acaa patients
(Washington, 2006). Racism affected the medical education of African Ameigaicians
and ultimately affected the health care given to African American pati€tdacism
prevented African American physicians from obtaining residency prograengyedduation
from medical school, becoming members of the American Medical Association, being

eligible for board-certifications, and admitting privileges to non-Afriéanerican hospitals
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(Aluko, 2008). Subtle racism of the health system was evident in several hospitad inca
Charlotte, North Carolina until the early 1990’s (Aluko, 2008).

Discrimination has been negatively associated with health care utilizauicdmas
higher delays in seeking medical care and non-adherence to recommeneégtotiess of
race and controlling for mistrust (Casagrande, et al., 2006; Hausmann, et al., 2088). Thi
indicates that no one, regardless of race or trusting, desires to be treatedtljiffene one
will avoid or delay subjecting themselves to being treated in that manner. However,
discriminating according to race can be magnified in African Americane study reported
that African Americans perceived and reported racial discriminatidreihéalth care system
three times more often than Caucasians (Hausmann, et al., 2008). Africanahnneeic
have also been known to receive inferior care (Little-Blanton, Brodie, Rowlaimam| &
Mcintosh, 2000; Plumb & Brawer, 2006), and knowing this negatively affects how they
communicate with health care providers (Ravenell, et al., 2006). Receiving substandard or
inferior care increases mistrust in health care providers (CobidrShhibmas, & George,

2002; Cort, 2004; Dovidio, et al., 2008; Klassen, et al., 2008).

Racism has been long associated with low patient satisfaction and poor health
outcomes (Benkert, et al., 2006; Hausmann, et al., 2008; Thomas A. LaVeist, Nickerson, &
Bowie, 2000). In 2002, the Institute of Medicine (IOM) formally and publicly rezagl
that African American men have been subjected to varying degrees of remmswithin the
health care system evidenced by receiving inferior care (IOM, 2002).

Even though evidence of mistrust can be found across many ethnic or racial groups,
African Americans’ source of mistrust is profound and deeply rooted in theireultlike

any other ethnic groups in the U.S. (Allen, et al., 2007). One must understand the origin of
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mistrust in the culture to appreciate and understand the magnitude of its imfamgint
processes in some AAM.

When comparing African American men to Caucasian men, African American me
have higher levels of mistrust in the health care system, and race has beed tejiate
significant predictor of medical care mistrust05) even after controlling for income and
insurance status (Allen, et al., 2007; Gordon, et al., 2006; L. Ross, et al., 2007; Talcott, et al
2007). This mistrust of the health care system by AAM reduces their desiek thesdth
care services even when needed by delaying or avoiding the health care(Bystes,

2008). Consequently, mistrust leads to late diagnosis and treatment for masgieéeh
illnesses (Gordon, et al., 2006; L. Ross, et al., 2007).

It is difficult to develop a relationship where there is a lack of trust (&.eeVellis,

& Sleath, 2002). African American men, who are not trusting of health care psoviddrit
increasingly difficult to communicate (Allen, et al., 2007; Gordon, et al., 2006 gsse |
active participants (Gordon, et al., 2006), and find it challenging to follow recndede
treatments (Forrester-Anderson, 2005). Health care providers have been knoowid® pr
AAM with less information during interactions (D. M. Griffith, et al., 2007). Lack of
information interferes with AAM’s ability to make informed decisions (llitFet al., 2006)
and satisfaction with care (Thomas A. LaVeist, et al., 2000).

When considering patient-provider interactions, some AAM felt that behaviors of
health care providers and their staff discouraged them from asking or raisstigogigrhen
instructions and information were not clear (Thomas, Saleem, & Abraham, 200%h Hea
care providers who are skilled in informing, show sensitivity to patients needsydispl

reassuring style, demonstrate respect, and support patient involvement have been found to
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transcend issues of race and gender. They are able to establish a conndctium patient
that contributes to greater patient satisfaction, trust, and commitmentttoen¢@Beach et
al., 2005; R. L. Street, et al., 2008).

In Department of Defense (DOD) health care systems where everyonecheale
access to care, AAM report high levels of trust in primary health care preyBieyles,

Moore, & Edwards, 2003; Fiscella et al., 2004; Joseph, 2006; Rawaf & Kressin, 2007; L. E.
Ross, Taylor, Richardson, & Howard, 2009). Trust is generated and maintained through
repeated interactions in a continuing relationship and is a central componengif pati
provider communications (Cobie-Smith, et al., 2002; Jones, Steeves, & Williams, 2009;
McKinstry, Ashcroft, Car, Freeman, & Sheikh, 2006; Pearson & Raeke, 2000).

The quality of the patient-provider interaction is one of the most important factors
determining patient satisfaction (Gordon, et al., 2006; Jackson, 2005; Saha, A&elaez,
Cooper, 2003; R. L. Street, et al., 2008). Patients report the highest satisfaction vithen hea
care providers treat them with respect and dignity (Napoles, et al., 2009; Sah£0a3).
Through their upbringing and life experiences, some older AAM have a differeet val
system which affects their communication styles, intent to actually seék bare services,
overall communication with health care providers, and their perception or evaluatiane of
received. Historically, AAM have had little interaction with health care providers and the
health care system; therefore, cultural differences may lead to déssexpectations
regarding patient and provider roles (Allen, et al., 2007).

Relationships characterized by mutual trust, respect, and shared power ama-decisi
making are most effective in changing health behaviors (Lewis, et al., 2002).

Communication is a dyadic relationship, because one person’s behavior influermtbéethe
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person’s behavior. This point is made to illuminate that certain conditions must e me
order for prostate detection and treatment to occur. When they depend on each other,
interdependence is created (Lewis, et al., 2002).

Several studies have reported the negative impact of communication exxhange
between AAM and the health care system, and how these exchanges lead to pcor health
related outcomes (Gordon, et al., 2006; Napoles, et al., 2009; Plumb & Brawer, 2006). Some
AAM have reported that health care providers did not genuinely demonstrate concern for
their health and welfare and were unwilling to provide the information necessary f
informed decision-making (McFall, et al., 2006; L. Ross, et al., 2007; Woods, et al., 2004).

A study of African American mem(= 277) exploring behaviors associated with
cultural factors, knowledge, health beliefs, barriers, and relationships witargrhealth
care providers reported that health care providers showed little interesirindncerns and
fears of prostate cancer screening and treatment (Woods, et al., 2004). Thbsmahea
providers lack of cultural competence was thought to have negatively affeetedédsire to
participate in prevention health for these African American men. Otiiestof AAM
have reported that health care providers did not display concern for their health fane wel
(L. Ross, et al., 2007), were unwilling to explain information to them (McFall, et al.,,2006)
were insensitive to their health concerns and methods of communication, and did not
acknowledge the need to involve significant others in decision-making (Allen, et al., 2007)

Patient satisfaction can be linked to efforts put forth by health care pro\nders t
allow patients to feel comfortable, respected, and meaningful. Verbal and medr{eeg.
body language, posture, and facial expressions) methods of communication atantmpor

patient-provider interactions. Some AAM report that nonverbal communication behaviors
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(e.q. little eye contact, gestures, body language, and facial exm®ssom health care
providers discourage any desire to ask questions or raise queries about theonstgixgn
(Gordon, et al., 2006). This behavior not only referred to health care providers, but the same
attitudinal problems and poor communication skills extended to other hospital and cffnic sta
such as the unit receptionist (Thomas, et al., 2005).

Health care provider’s conscious and/or unconscious beliefs or stereotypes about
specific patients or a particular group of people can influence the healtprogider's
interpretation of problems or symptoms (Plumb & Brawer, 2006). Such beliefs and
stereotypes subsequently affect the patient’s attitudes, sedaffizust, and behavioral
intentions that influence health decisions, health behaviors, and patient satigRlttimb &
Brawer, 2006). Negative perceptions by health care providers can translate ertteloeis
of patient satisfaction (Freeman & Chu, 2005).

It is imperative that effective communications take place betweeoafflAmerican
men and health care providers. A study investigating factors that inflpagsieian
communication and perceptions reported that the patient’'s communication styleewas t
strongest predictor of health care provider's communication giye@01) (R. L. J. Street,
Gordon, & Haidet, 2007). Allen and colleagues (2007) conducted a study consisting of
healthy AAM (= 37) and African American prostate cancer survivors {4) which
focused on perceptions about prostate cancer screening, interventions, and informed
decision-making. The African American prostate cancer survivors erprédss need for
AAM to advocate for themselves and be responsible for their own care, because they
reported more positive interactions with health care providers after they ‘ot

(Allen, et al., 2007). In a study with a convenience sanmptel(,867) consisting of 72%
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African American and 28% Caucasian men at risk for prostate cances, iep@ted that
many healthy-focused or younger AAM expressed frustration concdhergjfficulty in
obtaining prostate cancer information from their health care providersn@ikierman,
Weinrich, & Weinrich, 2001).

The ability of the health care provider to elicit and respond to patient concerns ar
consistently and strongly related to patient satisfaction (Napoles, et &), 20takes good
communication skills of the provider to bring out necessary information from thatgatie
order to provide quality care. Health care providers who display patient-centere
communication styles (informative, supportive, respectful, partnership-builaimzgtkic
and positive affect) elicit more active patient participation (asking maestions), more
information (for the provider and patient), trust, shared-decision making, striotgntions
to adhere to recommendations, compliance, patient satisfaction, and betteobtealines
(R. L. Johnson, Roter, Powe, & Cooper, 2004; Royak-Schaler et al., 2008; R. L. Street, et al.,
2008). Conversely, physician-centered communication styles breed passiveress, les
information sharing, more mistrust, noncompliance, avoidance, negative effects, amd poore
patient satisfaction and health outcomes (Arora, 2003; Siminoff, Graham, & Gordon, 2006;
Williems, et al., 2004).

Times allotted during appointments for health care providers offer challemges
engage in relationship-building. Some AAM reported that health care providers diowot a
enough time to discuss issues that are important to them. African Amerinasftare
perceive that the health care providers are too busy, and the sessions are todisieortd

their concerns which makes decision-making more difficult (McFall, et al., 2006)
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SomeAfrican American men report greater patient satisfaction whervingesare
from African American physicians and less patient satisfaction wdtlegiving care from
Caucasian physicians (T A LaVeist, et al., 2002). Studies have reported thadieare
with racial concordant health care providers, they have longer visits, leveds of mistrust,
less delay or postponement of appointments, better follow-up, better adherence & medic
and treatment regimens, more control in the decision-making process, better open
communications, healthier outcomes, better patient satisfaction, and a more postival
experience than with Caucasian health care providers (Benkert, et al., 2006; Dowabjo, et
2008; Gordon, et al., 2006; Peters, Aroian, & Flack, 2006).

African American providers can better identify and understand cultypattssof
African American men than Caucasian providers, because most AfricancAmproviders
are members of the same culture. Being able to incorporate health caresseithin the
value system of African American men is extremely important. Without kulgwlef the
African American culture, Caucasian providers may inadvertently speadurejesiggest,
and recommend inappropriately.

Racial concordance may directly affect patient satisfaction; howiewaso may
indirectly affect patient satisfaction through cultural factors sedhust, improved patient-
provider communication, better interpersonal treatment and communication from ovide
(Dovidio, et al., 2008; T A LaVeist, et al., 2002). Unfortunately, the probability of AAM
participating in a racial-concordant health care interaction is low, bedfuseEn Americans
represent only about 3.5% of physicians (AMA, 2006). With more available and accessible

African American providers, the likelihood that an African American man cea &aacial

34



concordant interaction is increased. Having the ability to choose an Afrioandan health
care provider can be important to African American men.

The experiences of patients are useful in informing us about past interaations w
health care systems (Andersen, 2008). Those experiences may also enlighterthesiras
desire or intent to return for health care services in the future (Hekkert,29G8). In this
study patient satisfaction is defined as a patient’s personal perceptiexadnagtion of care
(Hekkert, et al., 2009). Patient satisfaction includes time spent with health @acke(s,
cost of services, waiting times, information received, and quality of car&€MRZ003).
Patient satisfaction has also been defined as an attitude in which patienavelaggressed
that reflect a relatively enduring organization of specific beliefs aboutatgegiven or visit
at a health care facility (Mangelsdorff & Finstuen, 2003). Patientathatatisfied with
their health care experiences are more likely to comply with recomméreddchent
regimens, return for future appointments, and recommend health care servicessto othe

Patient satisfaction within the health care system has not been well studieidan
American prostate cancer patients (Jayadevappa, Chhatre, Wein, & Malkpoey.
Prostate cancer studies have focused more on outcomes associated withtirdatiseon-
making, quality of life, or survivorship outcomes; however, research focusing on patient
satisfaction as the outcome of health care services use is limited. Arsted$26) looked
at factors associated with treatment, quality of life, and their infRiengatient satisfaction
for men treated for prostate cancer (Sanda et al., 2008). This study reportefd¢hat A
American men (9% of sample) and their spouses (7% of partners) had lowertgatisfac

which was also significantly associated with quality of life factoes(fa, et al., 2008).
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Another study1f = 590) looked at the association between patient satisfaction,
processes of care, and health-related quality of life for newly diagnosegtprcancer
patients (Jayadevappa, Schwartz, Chhatre, Wein, & Malkowicz, 2009a). Procassasfcca
health-related quality of life was significantly associated witiepasatisfactiond = .04).

In addition, higher patient satisfaction was associated with radical gastaty than with
external beam radiation therapy (EBRT). This study consisted of 68%stauozen and
32% African American men.

Based upon the significance and major issues facing AAM discussed in this chapter
these issues will be analyzed in terms of specific variables in the coalceyadel. This
study will have an adequate sample size of African American men to asftesal factors,
availability of resources, access to care, and interactions with heatproarders.

While most patient satisfaction studies focus on treatment outcomes, this gtudy w
assess patient satisfaction in terms of their personal experienceseaactions with the
health care system while receiving treatment for prostate cahber study will expand
current knowledge to better understand some of the complexities of factongtassath

patient satisfaction particularly in African American men.
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Research Questions and Aims:

Aim 1: Determine to what extent do contextual characteristics, individual chastcs,

and health behaviors individually predict patient satisfaction among the samglecahA

American men who have been treated for prostate cancer in North Carolina.

Research Question One. Is patient satisfaction significantly exglaineontextual
characteristics (humber of African American physicians, number of publih lehaics,

household income, number of primary care physicians) within designated county and
Health Services Areas (HSASs) in North Carolina?

Research Question Two. Is patient satisfaction explained by individuaktérstics (age,
education, religious participation, mistrust, racism, religious beliefstitiadi health
beliefs, health insurance, perceived access to care, and health lieracy)

Research Question Three. Is patient satisfaction explained by heathdseljpatient —
provider communications, communications, interpersonal treatment, habits of health ca

utilization, and usual site of care)?

Aim 2: Is patient satisfaction explained by a combination of contextual chasticteri

individual characteristics, and health behaviors among African American men whbden

treated for prostate cancer in North Carolina.

Research Question Four: Do individual characteristics increase eadecdhe variation of

contextual characteristics regressed on patient satisfaction?

Research Question Five: Do health behaviors increase or decreaséstinvair contextual

characteristics and individual characteristics regressed on patisfdcain?
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Chapter 3
Methods
Design

In this study a descriptive, correlational design was used to explore whether
contextual characteristics, individual characteristics, and health behpredist the
degree of patient satisfaction in African American men in North Carokaged for
prostate cancer. This study was a secondary data analysis of ctossas€eata
obtained from a subset of approximately 505 African American men in North i@aroli
treated for prostate cancer. The data in this study were obtained frdvartheCarolina-
Louisiana Prostate Cancer Project (PCaP) supported by Department ofeD@fans
DAMD 17-03-2-0052: P.l. James Mohler.

The North Carolina-Louisiana PCaP was a multidisciplinary population-based c
only study designed to address racial differences in prostate cancer lshraugh a
comprehensive evaluation of social, individual, and tumor level influences on prostate
cancer aggressiveness (Schroeder et al., 2006). The overall goal of the PCaRstud
to determine the most effective focus of public health efforts to reducédmsparities
and improve prostate cancer survival (Schroeder, et al., 2006). The PCaP stustgadonsi
of 9 projects; however, this study only used African American men located in North
Carolina data collected from Project 1 and Project 2 with the majority @fblesitaken

from Project 2. Project 1 is titled “Racial differences in prostateerascreening and



care-seeking behaviors” (Core Director and P.l. Paul Godley, Co-lga&ss James
Talcott, and Jack Clark) and Project 2 is titled “Cultural and demographicioms of
interaction with the health care system and prostate cancer aggressiviCore
Director and P.I. Merle Mishel). These data were collected from i@bpte2004 to
November 2007.
Sample

Sample criteria, recruitment, and data collection methods have been documented
elsewhere (Schroeder, et al., 2006); however, a brief explanation will be provided.
Participants in this study are 505 AAM age 40-79 years old living withirodttes in
North Carolina who have been diagnosed with localized and advanced prostate cancer
after 1 July 2004 and ending in November 2007. All eligible participants included were
able to complete the study interview in English, did not live in an institution, had no
cognitive impairment or psychosis, and were not under the influence of alcohol or
severely medicated.
Recruitment

Under the original study, the Rapid Case Ascertainment Core Facilityfieldnt
eligible participants, which was a collaborative effort of the UNC-hanger
Comprehensive Cancer Center and the North Carolina Central Cancer Registry
(NCCCR). North Carolina requires reporting of all newly diagnosed carareds
NCCCR was authorized to release contact and eligibility information to tha Nort
Carolina-Louisiana Prostate Cancer Project (PCaP). A request wasd hoaalll
diagnosing health care providers to notify PCaP if a patient should not be contacted due

to ineligibility. Participants were sent an introductory letter and brocleserithing
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PCaP. One week later, an enroliment specialist called to confirm efigibiplain the
study, answer questions, solicit participation, and scheduled a home visit. If agbotenti
participant could not be contacted, their provider gave them the introductory ti¢hieir a
next appointment (Schroeder, et al., 2006).

The average time from diagnosis to study visit was 169.2 days with the median time
of 138 days and ranged from 48 to 831 days (Project, 2009). The response rate for
eligible cases was 35.4%. The cooperation rate, defined as the number of elggisle ¢
enrolled divided by the number enrolled plus the number that refused participation, was
62% (Project, 2009).

Participants were visited in their homes by a Registered Nurse whonedthe
study, obtained HIPAA authorization and written consent to conduct the questionnaire,
collect anthropometric measurements (height, weight, and waist circundgrand
collect samples needed for the other PCaP Consortium projects. Study visits took
approximately four hours to complete, and participants received up to $75 for completing
the study (Schroeder, et al., 2006). Recruitment ended November 2007.

Power Analysis

Power analysis is important in determining the probability that the effeadts t
actually exist will produce significance during data analysis (Kleinhduwmpper, Miller,

& Nizam, 1998; Tabachnick & Fidell, 2001; Wood & Ross-Kerr, 2006). Statistical
power is a function of three parameters: (1) significance level or alph@anip)essize,

and (3) effect size ¢f (Cohen, Cohen, West, & Aiken, 2003; Polit & Sherman, 1990). It
is generally accepted that significance level (alpha) be set at .05 agftettesize( ) be

set at .15 for a medium effect (or equivalBhof about 13%) (D. Soper, 2009).
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For research question one in Aim one, the multiple regression analysis ognsiti
contextual characteristic variables with a significance level (alpBamedium effect
size .15, and power .80, a sample size of 84 or 108 if powered at .90 was needed (D.
Soper, 2009).

For research question two in Aim one, the multiple regression analysis consisting
10 individual characteristic variables with a significance level (alpha) .0fiumeeffect
size .15, and power .80, a sample size of 118 or 147 if powered at .90 was needed (D.
Soper, 2009).

For research question three in Aim one, the multiple regression analysisingrfist
5 health behavior variables with a significance level (alpha) .05, medium sfect5,
and power .80, a sample size of 91 or 116 if powered at .90 was needed (D. Soper, 2009).

Aim two involves three hierarchical regression analyses. The effectfd) in these
cases is a function of the number of variables in each model plus the ch&ge in
generated by inclusion of the second set of variables. For researcbmfmstin Aim
two, the multiple regression analysis consisting of 4 contextual chastictevariables
(Group A) plus 10 individual characteristic variables (Group B) with a sigmiée level
(alpha) .05, medium effect size .15, and power .80, a sample size of 122 or 130 if
powered at .90 was needed for step 2 (D. S. Soper, 2009).

For research question five in Aim two, the multiple regression analysssstiog of
14 characteristic variables (Group A) plus (5) health behaviors variablesg8j) with
a significance level (alpha) .05, medium effect size .15, and power .80, a sample size of
105 or 130 if powered at .90 was needed for step 3 (D. Soper, 2009). This study had

505 patrticipants which was an adequate sample size for all of the regressios anoldel
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methods proposed. Actual sample sizes for analyses were somewhat smader due
missing data, but still large enough to provide adequate power. All power analysi
calculations were done using A-priori Sample Size Calculator for MuRpbression

and Hierarchical Multiple Regression (D. S. Soper, 2009).
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Measures
Independent Variables
Contextual Characteristics
Predisposing Factors

Number of African American Primary Care Physicianswere the number of
African American primary care physicians in 2004 from each county in Northia
that had study participants. A new variable was created that assighgubeaapant the
number of African American primary care physicians from the county in whigh the
resided.

The HSA data were calculated per 10,000 population located in each Health
Service Area (HSA) during 2004. Although North Carolina is divided into six HSASs,
only four HSAs (lll, IV, V, and VI) were used in this study. HSA | is in theasastern
part of the state, and no participants in the study were from that area. Heaite S
Area (HSA) Il was combined into HSA lll due to location, proximity, and pdjoriaof
Mecklenburg County to represent a more comparative population to the other HSAs and
to address the small population in HSA L.

HSA 11l included the following counties: Alamance, Caswell, Rockingham, and
Mecklenburg, HSA IV included the following counties: Chatham, Durham, Franklin,
Granville, Johnston, Lee, Orange, Person, Vance, Wake, and Warren, HSA V included
the following counties: Cumberland, Harnett, Hoke, Montgomery, Moore, and Sampson,
and HSA VI included the following counties: Beaufort, Bertie, Chowan, Craven, Duplin,
Edgecombe, Gates, Halifax, Hertford, Jones, Lenoir, Martin, Nash, Northampton,

Onslow, Pasquotank, Perquimans, Pitt, Wayne, and Wilson. These counties were
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selected based on locations where data were collected for the PCaP(Bobjsmtder, et

HSATIV

WIRGINIA TO THE NORTH

~ AN\ o
3 l... i'l :.’.-3-'

al., 2006).

== A

2 o el AN
e ol

TEMMESSEE

yim

SOUTH CAROLIMA TO THE SCUTH
COUNTIES
1 PERQUIMANS

TO
THE
=
2 PRSQUOTANK

GEORGIA,

Figure 3. North Carolina map with designated Health Service Areas (HSA)

Enabling Resources
Number of Public Health Clinics were the number of public health centers

located in each county for 2004. A new variable was created that assigned each

participant the number of public health clinics in their home county.
Number of Emergency Departmentsvere the number of emergency

departments located in each county for 2004. A new variable was created thadassign

each participant the number of emergency departments in their home county.
Household Incomewas the per capita income in each county for 2004. A new

variable was created that assigned each participant the per capite iiocdahe county in
which they resided.
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Number of Primary Care Physicianswere the number of primary care
physicians located in each county for 2004. A new variable was created tha@@ssign
each participant the number of primary care physicians in their home cou@80tbr

Individual Characteristics
Predisposing Factors

Predisposing factors are divided into four subcategories: demographic, social,
cultural, and belief factors. Age is the only demographic factor. Social factags we
measured using educational categories and the Religious Participatien Galtural
factors were measured using two scales: Mistrust and Racism. Belie$ faere
measured using two scales: Religious Beliefs and Traditional Healits.

Age was a positive integer number of years used as a continuous variable.

Education described the highest grade or year of schooling completed. Since
education is a categorical variable, it was grouped d5gra&le, some high school, high
school graduate, vocational/technical school, some college, college gradoae, s
graduate training, or graduate/professional degree.

Religious Participation was measured with an 11-item Participation in Religious
Activities scale that assessed frequency of participation in ayafie¢ligious activities
(D. R. Brown & Gary, 1987). Items for the scale had 5 responses in a Likert format
ranging from 1 (never), 2 (almost never), 3 (not sure), 4 (often), and 5 (very @iien).
items from the scale were summed. Higher scores indicated a heglteeaf religious
involvement or participation. In previous studies, Cronhach’s alphas have been reported

as .88-.91 (D. R. Brown & Gary, 1987; Mishel, et al., 2003; Porter et al., 2006).
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Mistrust was measured with a 12-item Physician Trust scale that is a comibinat
of the trust subscale from the PCAS (Safran, et al., 1998) and the Medical Misdrist
(LeVeist, et al., 2000). Trust is a 7-item scale that assessed the'patahiation of
health care provider’s integrity, competence, and role as the patient’s dgam.1] 3,

5, and 6 were reverse scored. In previous studies, factor analysis producedfadimgle

and Cronbach’s alphas as .81-.86 (Safran, et al., 1998; Wei et al., 2008). The Medical
Mistrust Index is a 5-item scale that assesses the patierttisl@stiof mistrust of the

health care system. In previous studies, Cronbach’s alphas have been reported as .74-.76
(Brandon, Isaac, & LaVeist, 2005; LeVeist, et al., 2000). The items for both beakes

5 responses in a Likert format ranging from 1 (strongly disagree), 3(eea3 (not

sure), 4 (agree), and 5 (strongly agree). All items from both scalesuveneesl. Higher

scores indicated a higher degree of mistrust.

Racismwas measured with a 4-item Racism Within Health Care Settings scal
that assessed the patient’s perceived difference in treatment frain degal providers by
race. Items for the scale have 5 responses in a Likert format rarmgimg fistrongly
disagree), 2 (disagree), 3 (not sure), 4 (agree), and 5 (strongly ageeenutnbers 1, 3,
and 4 were reverse scored. All items from the scale were summed.r stighes
indicated a higher degree of racism. In previous studies, Cronbach’s alpharhas bee
reported as .76 (LeVeist, et al., 2000).

Religious Beliefswere measured with an 8-item God Scale which is a subscale of
the Multidimensional Health Locus of Control scale (MHLC) that assélsd=lief in
God’s role of taking control in one’s health (Bekhuis et al., 1995). Items for the scale

have 5 responses in a Likert format ranging from 1 (strongly disagree), @rédise3
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(not sure), 4 (agree), and 5 (strongly agree). All items from the seadeswmmed.

Higher scores indicated a higher degree of religious belief. In previoussstud
Cronbach’s alphas were reported as .81-.94 (Bekhuis, et al., 1995; Mishel, et al., 2003).
Traditional Health Beliefs were measured by a 17-item Traditional Health

Beliefs scale that assesses traditional beliefs about causes of (tameen et al., 1998).
Items for the scale are dichotomous yes/no with yes coded as a 1 and no asitetsAll
from the scale were summed. Higher scores indicated a higher degeaditmiral

beliefs about causes of cancer. In a previous study, Kuder-Richardson formua 20 w
reported as .83 (Mishel, 2003).

Enabling Resources

Enabling resources were measured based on health insurance, Perceived Acces
to Care scale, and health literacy score.

Health Insurance was measured by 1-item to assess whether the participant had
health insurance. The question asked “Before you were diagnosed with prastate c
did you have any health insurance?” The item was dichotomous yes/no wititgels c
asalandnoasa0. Thisitem did not assess the type of health insurance.

Perceived Access to Carevas measured by a 10-item Perceived Access to Care
scale that assesses the ability to access medical care by adgeessj convenience, and
feasibility (Facione, 1999). Items for the scale have 5 responses in aftrkeat with 1
(strongly disagree), 2 (disagree), 3 (not sure), 4 (agree), and 5 (strongly dmee
numbers 2, 3, 7, and 9 were reverse scored. All items from the scale were summed.

Higher scores indicated a higher degree of perceived access to carevidngpstudies,
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Cronhbach’s alpha were reported as .78-.83 and test-retest reliability Ba@éne,
1999).

Health Literacy was measured with the short form of the Rapid Estimate of
Adult Literacy in Medicine (REALM) that is used to identify patients vdav reading
levels who have difficulty reading common medical and lay terms (Davis et al., 1993)
Unlike the original REALM consisting of 125 common terms that took approximately
five minutes to administer and score, the short form of the REALM consists of only 66
common terms and takes about one to two minutes to complete. Participants with raw
scores 0-18 read af'3jrade level or below, 19-44 read between thé2grade levels,
45-60 read between th&-8" grade levels, and 61-66 read at theggade level or above.
In previous studies, REALM had high face validity, high criterion valjditrrelating
.88 with the (Revised) WRAT-R, .96 with the SORT-R, and .97 with the Peabody
Individual Achievement Test-Revised (PIATR). REALM also had high st
reliability of 0.97 (Davis, et al., 1998).

Health Behaviors

Health Behaviors had two categories: process of medical care and ussoagper
health services.

Process of Medical Care relates to the behavior of providers as theytintéhac
patients in the delivery of medical care (Andersen, 2008). In this study, Process of
Medical Care was measured using three scales: Patient-Provider Caatimouni
Communications, and Interpersonal Treatment.

Patient-Provider Communicationswas measured with a 5-item Patient-Provider

Communication scale that assesses the degree to which the patient conamuvitbatis
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health care provider (Mishel, et al., 2002; Mishel, et al., 2003). Items for the acal®& h
responses in a Likert format ranging from 1 (a great deal), 2 (a moderatet), 3 (a

little), 4 (almost nothing), and 5 (nothing at all). All items in this scaleweverse

scored. All items in the scale were summed. Higher scores indicatedtargtegree of
communication from the patient to the health care provider. In previous studies, factor
analysis produced a single factor with eigenvalue >1, all items loadéti@tabove

with Cronbach’s alpha of .75 for African American men (Mishel, et al., 2002; Mighel, e
al., 2003).

Communicationswas measured with a 5-item Communication scale which is a
subscale from the Primary Care Assessment Survey (PCAS) thatessfeshealth care
provider's communication with the patient in reference to explanation of health problems
and treatments, instructions about symptoms, answering of patient’s questidns, a
advice and assistance in making decisions about care (Safran, et al., 19938 tteam
scale have 5 responses in a Likert format ranging from 1 (very poor), 2 (poor), 3 (not
sure), 4 (good), and 5 (very good). All items in the scale were summed. Highes sc
indicated a greater degree of communication from the health care providerpatient.

In previous studies, factor analysis produced a single factor and Cronbach’s alghas ha
ranged from .92-.95 (Safran, et al., 1998; Safran, Montgomery, Chang, Murphy, &
Rogers, 2001).

Interpersonal Treatment was measured with a 5-item Interpersonal Treatment
scale which is a subscale from the PCAS that assesses the health cdex’prpatience,
friendliness, caring, respect, and time spent with the patient (Safran,1&98). Items

in the scale have 5 responses in a Likert format ranging from 1 (very poor), 2 oor
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(not sure), 4 (good), and 5 (very good). All items in the scale were summed.r Highe
scores indicated a higher degree of interpersonal treatment from thedagalprovider.

In previous studies, factor analysis produced a single factor and Cronbach’s alghas ha
ranged from .94-.95 (Safran, et al., 1998; Safran, et al., 2001; Wei, et al., 2008).

Use of Personal Health Services relates to behaviors that individuals use to
determine purpose, type, and site for health care services in an episode of illness
(Andersen, 1995). In this study, Use of Personal Health Services were meatiured w
two scales: Habits of Health Care Utilization and Usual Site of Care.

Habits of Health Care Utilization was measured with a 9-item Habits of Health
Care Utilization scale that assesses the general likelihood of usitly ¢ea services
(Facione, 1999). Items for the scale have 5 responses in a Likert formagraog: 1
(strongly disagree), 2 (disagree), 3 (not sure), 4 (agree), and 5 (strongly dmee
numbers 2, 4, 5, and 6 were reverse scored. All items in the scale were summed. Higher
scores indicated a higher degree of health promotion, early detection, and uselfvhen se
discovered symptoms are attributed to serious illness. In a previous studyaldisast
a Cronbach’s alpha of .81 which was used to support the results of factorsanalysi
(Facione, 1999).

Usual Site of Cares a place where the individual usually goes when there is a
medical problem. This was a categorical variable indicating doctor’ ®ffmup
practice, public health or community health clinic, hospital based clinic, arfeser

Administration, emergency department, urgent care, some other place, or noasal pl
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Dependent/Outcome Variable

Patient Satisfactionwas measured with a 15-item Patient Satisfaction with
Health Care System scale that assesses satisfaction withmeitithe spent with
physician, information received, quality of care, and amount paid for care. ftiethe
scale have 5 responses in a Likert format with 1 (very dissatisfied), 2tigfiesd, 3 (not
sure/never), 4 (satisfied), and 5 (very satisfied). Prior factor analygie scale used in
prostate cancer patients indicated 2 subscales, quality of care andhaccasswith
Cronbach’s alphas of .92 and .86 respectively (Mishel, 2003). All items for both scales
were summed. Higher scores indicated a greater degree of patisfiactat.

Data Analysis Plan
Statistical software SAS 9.2 (SAS Institute, Cary NC) was usecdhtpzanthe
data for this study. Initially, the data file was screened for accuratynassing data,
because standard SAS procedures discard missing data (Cody, 2007). All negative
responses were reverse coded prior to any analysis.

Univariate or descriptive statistics were conducted to assesaldentiencies,
variations, means, normal distribution, missing data, and outliers. Means weér®us
each continuous variable and modes were used for categorical variablessacaasal
tendencies. Variation among the sample was assessed by the standard dedation
range for each continuous variable and percentages and frequenciesdoricak
variables. Histograms and boxplots were produced to assist in visualizatioa.of dat
Steps were taken to minimize violations to the five statistical assumptiaearity,
independence, homoscedasticity, symmetry, and normal distribution (Kleinbaaim, et

1998; Montgomery, Peck, & Vining, 2006).
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In addition to charts produced by univariate statistics, scatterplots wer&use
visualize distribution of data points and outliers. Careful attention were usexkss as
the amount and pattern of missing data. Patterns of missing data are motantitpan
the amount of missing data (Tabachnick & Fidell, 2001). The data was assessed for
ceiling and floor effects. Since most of the variables in this study wemamed scales
from item values, missing item values for a subject was replaced withdrega of non-
missing item values in the same scale for that subject as long #sae$5% of items
were missing. If more than 25% of the items in a scale had missing f@l@esubject,
the variable for that subject was treated as missing data.

When comparing methods used in resolving missing data in small versus large
data sets, more flexibility is available for large data sets contdessghan 5% random
missing data (Tabachnick & Fidell, 2001). Final decisions about missing datatdid
occur until after careful evaluation and assessment of patterns, amouuaé&)aafland
how the missing data affected the sample size.

Each variable was scanned for outliers via descriptive statistics antzasaa
of boxplots, stem and leaf plots, and histograms. Outliers are values or data pbints tha
are not typical of the rest of the data, and they can have moderate to seaseoafthe
regression model (Montgomery, et al., 2006). There are four explanations faisoutlie
incorrect data entry, missing values being read as real data due to tagpecify
missing value codes, member is not from the target population, and member is from the
target population, but the value is more extreme than would be expected under the
normal distribution (Tabachnick & Fidell, 2001). In this study, outliers that w2

2.99 standard deviations from the mean was defined as r8ileh3+49 standard
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deviations from the mean were defined as moderate, &5dot greater were defined as
extreme. Residual plots was used to help identify outliers.

Residual analysis is a very effective way to assess violationsumpssns and
verify the adequacy of fit of the regression model to the data (Montgomery, 20G8).
Once outliers are detected, every attempt should be made to determine the source
because some outliers may not be due to errors (Mickey, Dunn, & Clark, 2004). If the
outliers are not due to error, steps could be taken to reduce their impact. If@udier
more than 8.5 standard deviations from the mean and skewed (Montgomery, et al.,
2006), the data could be transformed to bring the outliers closer to the rest dathe da
Transformation can reduce the impact of outliers and improves the resultsysisanal
(Tabachnick & Fidell, 2001).

Transformation can also help to stabilize the variance of the dependent viériable
the homoscedasticity assumption is violated, normalize the dependent variable if the
normality assumption is violated, and may help linearize the regression model
(Kleinbaum, et al., 1998). Samples greater than 100 are assumed large enowgh to me
the assumption of normal distribution for statistical tests (Katz, 1999). Thislsidca
sample size of 505, so having a normal distribution was not an issue for these data.

Reliability of all scales were measured prior to any univariate andvaigtie
analysis. Reliability of an instrument refers to the consistency of aech&iow well
items in a scale fit together (Pett, Lackey, & Sullivan, 2003). Religblesincrease
statistical power (DeVellis, 2003). Reliability was established fornateronsistency of
all scales. Cronbach’s alpha is the most recognized measure of assgeanad)

consistency, and obtained by averaging all possible split-half reliatoigfficients in a
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set of items in a scale (DeVellis, 2003; Pett, et al., 2003). Cronbach’s alpleas wer
computed for all scales. In evaluating reliability, <.60 is considerecceaptable, .60-.65
undesirable, .65-.70 minimally acceptable, .70-.80 respectable, .80-.90 very good, and
>.90 should consider shortening the scale (DeVellis, 2003). These were the gsiideline

used in this study.

Research Questions and Aims

Aim one: To what extent do contextual characteristics, individual characterestids

health behaviors individually predict patient satisfaction among the samfsfaaain

American men who have been treated for prostate cancer in North Carolina.

Research Question one: Is patient satisfaction significantly expléy contextual
characteristics (humber of African American physicians, percenftdgjacks,
educational levels, unemployment rate, number of public health clinics, household
income, number of primary care physicians) within counties in North Carolina

where study participants reside (see Figure 4)?

Contextual Characteristics Outcome
Predisposing Enabling RKesources
- ,-__-__:\_-,\ BC Providers - # Public Health Clinucs Patient Satisfaction
- %o Blacks - Househeld Income | Satisfaction with HCS
- Educational Levels - # PC Providers "
- Unemployment Rate - Emergency Dept

Figure 4. Model 1 for Research Question one: Patient satisfaction relgonesse
contextual characteristics.
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In model 1, bivariate analysis were conducted with the dependent outcome
variable (patient satisfaction) and each of the independent contextual alistracte
variables in the counties within the designated Health Service Ared) {52004 (see
Figure 3).

Scatterplots with the best fitting regression line were produced to visisahgs data
points. SAS PROC REG was used to determine the best-fitting line usingshe le
squares method (Kleinbaum, et al., 1998). Correlations between variables wssedss
using Pearson Product Moment Correlatigrtd determine strength and direction of the
relationship between variables (Allison, 1999).

Bivariate regression models were generated with patient satisfactiaaah of the
independent variables. All models were assessed and interpreted for null hgpothesi

significance testgpk.05) and variationrf) in patient satisfaction represented by fhe

coefficient, parameter estimates, and confidence limits. Standardsedaleplots were
produced to assess model assumptions (Tabachnick & Fidell, 2001).

After analysis of the bivariate regression models, all independent vaneadies
placed in a multiple regression equation to predict patient satisfaction. Multiple
regression is an extension of bivariate analysis where several indepeadables are
combined to predict the dependent variable (Cohen, et al., 2003; Tabachnick & Fidell,
2001). Multiple regression analysis has the ability to predict which variabkt of
variables are the best predictors for patient satisfaction within the ratiye ddta.

Unlike bivariate regression, multiple regression takes into account the affsaath
independent variable while controlling for the effects of the other independetilear

in the model. Assessment and interpretation of mulRpl&ypothesis tests, slopes,
55



parameter estimates, squared semi-paridl &nd squared partigh’) correlation
coefficients, and confidence intervals were conducted (Allison, 1999; Tabachnick &
Fidell, 2001).

Testing multiple variables simultaneously can introduce multicollineletyeen
variables (Cohen, et al., 2003; Kleinbaum, et al., 1998; Montgomery, et al., 2006). This
was assessed using variance inflation factor (VIF) (Kleinbaum, et al., 1988»10 or
a tolerance <.10 suggests serious multicollinearity (Cohen, et al., 2003; Katz, 1999). In
this study VIF >10 was used as the criteria for assessing multicolflinea

Forward selection, backward elimination, and stepwise procedures were used to
select or build refined regression models for contextual characterigtiessignificance
limit was set ap < .05 as the criteria for a predictor to be considered for entry into the
model using forward selection. For backward elimination, the significancenesitlso
set atp < .05 as the criteria for predictors not to be removed from the model. So all
predictors with g >.05 was removed from the model. For stepwise regression, the
significance limit was set @< .05 as the criteria for a predictor to be considered for
entry into the model, and the significance limit was set=a05 for the criteria for
predictors to be removed from the model. So, all predictors vath.@5 were removed
from the model. Unlike backward elimination and forward selection, stepwisessaan
permits reexamination of all previous variables at every step (Kleinbdwat, £998).
SAS 9.2 statistical software has the ability to conduct forward selectickyaed
elimination, and stepwise regression procedures (Cody, 2007).

Independent variables with VIF >10 were dropped from the full model. Forward

selection, backward elimination, and stepwise procedures were repeatgthesi
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reduced model without these overly collinear variables. The full model and thededuc
models were compared using Predicted Sums of Squares (PRESS). Somkefa
these criteria indicate better models, but not necessarily distincity betdels. If the
reduction in the scores is small (e.g., less than 1%), the model with the largesscor
competitive alternative to the model with the smaller score and if that mdzbedes on
fewer parameters, then it is a parsimonious competitive alternative and exalpliesf
(Knafl, 2009).
Research Question Twds patient satisfaction explained by individual characteristics
(age, education, religious participation, mistrust, racism, religious elief

traditional health beliefs, health insurance, perceived access to care, limd hea

literacy)?
Individual Characteristics QOutcome
Predisposing Enabling Resources
Demographic - Health Insurance
-Age - Perceived Access to Care
Soclaéd » - Health Literacy Patient Satisfaction
- ucancn _ Satisfacti with HCS
_ Religious Participation — Satisfaction with
Cultural
- Mistrust
- Racism
Beliefs
- Religious
- Traditional Health

Figure 5. Model 2 for Research Question 2: Patient satisfaction regj@ssndividual
characteristics.

In model 2, the same statistical procedures for research question one was used f
research question two; however, the independent variables were differentduablivi
characteristic variables (age, education, religious participatiormustistacism, religious

beliefs, traditional health beliefs, health insurance, perceived a@ccease, and health
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literacy) was used to assess relationships of individual and the group of vaaimbles

predictors of patient satisfaction.

Research Question Threks patient satisfaction explained by health behaviors (patient —
provider communications, communications, interpersonal treatment, habits of

health care utilization, and usual site of care)?

Health Behaviors Chutcome

Process of Medical Care

- PT/Provider Communication
- Communications Patient Satisfaction

- Interpersonal Treatment —» | - Satisfaction with HCS

Use of Personal Health
Service

- Habits of H.C. Utilization
- Usual Site of Care

Figure 6. Model 3 for Research Question 3: Patient satisfaction regogskedlth
behaviors.

In model 3, the same statistical procedures for research questions one and two was
used for research question three; however, the independent variables wezatdiffée
five health behavior variables (patient — provider communications, communications,
interpersonal treatment, habits of health care utilization, and usual sitepivesae used
to assess relationships of individual and the group of variables as predictaisrdf pa

satisfaction.
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Aim Two:

Is patient satisfaction explained by a combination of contextual

characteristics, individual characteristics, and health behaviors amaongmmerican

men who have been treated with prostate cancer in North Carolina?

Research Question Four: Do individual characteristics increase oasethe variation

of contextual characteristics regressed on patient satisfaction?

Research Question Five: Do health behaviors increase or decreaseati@wvari

contextual and individual characteristics regressed on patient satisfacti

Health Behaviors

Individual Characteristics

Contextual Characteristics

- Interpersonal Treatment

Use of Personal Health

L

Social
- Education

- Health Literacy

- Religious Participation

Cultural

Service - Mistrust
- Habrts of H.C. Utilization - Racism
- Usual Site of Care Beliefs
- Religious
- Traditional Health

- Educational Levels

- Unemployment Rate

-# PC Providers
- Emergency Dept

Qutcome

Process of Medical Care Predisposing Enabling Resources Predisposing Enabling Resources
- PT/Provider Communication Demographic - Health Insurance -#AAPCProviders - #Public Health Clinics
- Communications -Age - Perceived Access to Care - % Blacks - Household Income Patient Satisfaction

- Samsfaction with HCS

Step 3 Step 2 Step 1
Figure 7. Model 4: Patient satisfaction regressed systematicatigabndomain.

A fourth model was introduced using hierarchical regression modeling t® &sses
what extent each domain (contextual characteristics, individual chasticgerand health
behaviors) variance increase or decrease the prediction of patient satisiamg the
reduced model with only statistical significant variable and the full moelah
variables. Hierarchical regression is similar to forward regressiorevewhierarchical
regression allows the researcher to control the order in which variakdeshenimodel
(Cohen, et al., 2003). All variables were grouped according to the domain.

The conceptual model (see Figure 2) was reversed on the analysis model (see Figur

7) in order to show the analysis steps. According to the conceptual model, contextual

59



characteristics domain was the first and most distal domain from the outcaaiseyar
however, the contextual characteristic domain is most proximal in the analgdel.

Health behaviors domain was most proximal in the conceptual model but most distal in
the analysis model. The individual characteristic domain did not change positions in the
analysis model.

The first step regressed patient satisfaction on the contextual enstactiomain
variables. The contextual characteristic domain is the most distal groupaties from
the outcome variable. Generally, it is recommended that the most distal groupenter
model first followed by the less distal groups (Cohen, et al., 2003). The author of the
Behavioral Model for Health Services Use also recommended followingetiigscing
of domains in the hierarchical analysis (R.M. Andersen, personal communication,
November 3, 2009). The model was assessed for increaRew/hich provided
information about the proportion of variation in patient satisfaction accounted for beyond
the previous domain (Cohen, et al., 2003). F tests were used to assess whether observed
increases i were significant or not.

In the second step, individual characteristics domain was added to the model. Health
behaviors domain, which is the most proximal group of variables, was added to the
model. The health behaviors domain represents the actual use of health cage.servic
This domain has the most immediate effect on patient satisfaction, because/@Ai/
have actually experienced interactions with the health care systenth bieglahviors are
influenced by individual characteristics and individual characteristicafuenced by
contextual characteristics within a particular geographical areavopement in which

people live, work, socialize, and receive health care.
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This hierarchical approach may be able to provide information and knowledge about
areas amenable for future development of interventions to improve heslte ser
utilization and patient satisfaction for AAM. Also, hierarchical regj@shas the
advantage of taking into account nested data within higher or lower levels of data
(Tabachnick & Fidell, 2001). Analyzing county and Health Service Area le\ehaay

allow the ability to assess environmental or contextual characteristics.

Human Subject Protection

Since this is a secondary data analysis, the participants have alreadypbsented;
however, approval to use this data will be obtained from the PCaP Consortium
Management Committee and the University of North Carolina at Chapel Hitutioal
Review Board (IRB). Study and data management is facilitated byealacking
System that links Subject Tracking and Specimen Tracking modules developEdPy P
investigators and staff in collaboration with UNC Department of Epidemiol@mta
entry is facilitated through the use of barcode-labeled scannable questionmasg.e for
The data requested from the PCaP Consortium for this study will not have aciy g@atr
identification data.

The PCaP Consortium Database serves as the ultimate repository fad\alista,
the Subject and Specimen Tracking Systems, questionnaire data, and all lalaiatory
Results and publications based on the data collected by the PCaP Consortium are
reviewed by the Consortium Management Committee to ensure that data anedused a
reported appropriately, and to ensure compliance with protocols developed to maintain

confidentiality and privacy (Schroeder, et al., 2006).
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CHAPTER 4

Results

Introduction

A secondary data analysis of cross-sectional data obtained from 505 African
American in North Carolina treated for prostate cancer was conducted apdried in
this chapter. The data set is a subset of the larger North Carolina-Lauts@state
Cancer Project. For each scale requiring reverse scoring, alhiterageverse scored.
All missing data in the scales were imputed if at least 75% of the iteman®rered.
Scales were summed to create a total sum score of the variable. Reldlaill scales
was tested for internal consistency using Cronbach’s alpha. Contextuadtehatic
data were constructed based on the Health Service Area (HSA) and cmatiyn of the
PCaP sample of African American men in North Carolina. Both data setsnweeged
by county to form a unique data set that provides information about environmental
conditions where these men lived. Data from the PCaP sample were collested fr
September 2004 to November 2007, so the majority of the contextual characteristic data
are relevant for 2004.

Analysis began with the description of demographic characteristics tuftéhe
sample. Research questions 1-3 were tested using multiple regression withrééackwa
elimination, forward selection, and stepwise procedures, and research questions 4 and 5

were tested using hierarchical regression.



Missing Data

Prior to evaluation of missing data, all items in scales requiringsegeoring
were reversed. The data were then evaluated for amounts and patterns &. aBdenc
items in the scales had the same range of values 1 — 5, except for thenabhdealth
beliefs scale where items were dichotomous ranging from 0 — 1. Items cdiedra89
(“Don’t Know or Refused”) were recoded as missing. All items for eack soale
further evaluated for the percentage of missing items for that scale.

If a subject had more than 25% missing item values for a particular scale, the
entire scale for that subject was considered missing. If a subject hdthle25%
missing item values for a particular scale, those missing item valuesmymreed using
the average of the non-missing item values provided by that subject for featdica
items in each scale were summed to create a total sum score for didevVian each
subject. Missing data for each variable will be presented in a table foressarch
guestion.

According to the Central Limit Theorem, the sum or average of large numbers of
independent observations from the same distribution has a normal distribution
(Kleinbaum, et al., 1998). However, when the number of observations is not large, the
data should be approximately normal for tests associated with regressiorstalys
dependable. The total sample in this study consisted of 505 African American men
diagnosed and treated for prostate cancer in North Carolina. There weresitiymis
values for patient satisfaction, so the sample 494) will be used as the starting sample

size which is large enough so that normality is not an issue. With a sample of 494, this
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sample was large enough to power all regression models for a medium efdcts)jz
with a significance level (alpha) of .05 and even smaller effect sizes.

Outliers and assumptions were evaluated using predicted values, studentized
residuals, Cook’s Distance (Cook’s D), Hat Diagonal (leverage), DFFIagegaots,
boxplots, stem and leaf plots, and histograms for residuals. Studentized resiti2i&ls
were used to identify potential outliers, and Cook’s D, Hat Diagonal, and DFFI'ES wer
used to determine the influence of the outliers on regression coefficients. V@gnsiti
analyses were conducted with multiple regression analyses excludinggatemtified
outliers if any.

Scale Reliabilities

Prior to any analysis of the scales, reliabilities for all scales aleecked for
internal consistency using raw Cronbach’s alpha. Overall, the scales ussdsiady
had good internal consistency as shown in Table 1. For this sample, Cronbach’s alphas
ranged from .75 - .93.

Patient Satisfaction

These men lived in 41 out of the 100 counties in North Carolina. All 41 counties
are located in the Piedmont and Coastal Plains regions of North Carolina (se€3frigur
The men from these regions in the state had a patient satisfaction mean of=6294)
with a standard deviation of 6.7. Using one-way analysis of variance, there were no
significant p = .27) differences in patient satisfaction across HSAs; therefore, all

analyses were conducted without considering HSASs.
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Tablel. Sample Size, Number of Items, and Cronbach’s Alpha Coefficientsafes Sc

Scale Number of n Missing Cronbach’'s
ltems Alpha
Participation in Religious Activitie 10 41¢ 87 .8C
Mistrust 12 481 24 7€
Racism Within Health Care Syste 4 491 14 .82
Religious Belief 8 492 12 .9C
Traditional Health Belie 17 39t 11C T
Perceived Access to Ci 10 49¢ 9 7€
Patien-Provider Communicatic 5 49¢ 12 75
Interpersonal Treatme 5 49t 10 .98
Communication 5 49t 10 .92
Habits of Health Care Utilizatic 9 49t 10 .8t
Patient Satisfactic 15 494 11 .9C

Note. All scales with less than 25% missing items faclesubject had missing items imputed with the
average of the non-missing items in that scaléhfar same subject. All scales with more than 25%
missing items for a subject were considered misairdywere not used in calculating Cronhach’s Alpha
Coefficient.
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Research Aims and Questions
Aim 1 of this study was to determine to what extent contextual characgerist
individual characteristics, and health behaviors predict patient satisfantiomg the
sample of African American men who have been treated for prostate aaimath
Carolina. All variables were used in a multiple regression model. Additionally, onl
variables found to be significantly associated with patient satisfactienpuein a
multiple regression model to determine which variables remained sigtijiessociated

with patient satisfaction. Contextual characteristic variables pogteel in Table 2.

Table 2. Contextual Characteristic Variables

Variable n Missing M(SD) p value*
# African American Primary Care Providérs 505 0 28.2(28.8) .035
Percentage of Blacks 505 0 29.2(11.9) .044

Educational Level8

%Less than High School Degree 505 0 20.4(7.6) .003
%High School Degree Onfy 505 0 26.9(6.5) .034
%Some College 505 0 27.7(4.4) .021
%At Least a Bachelor's Degree 505 0 20.4%(7.6) .042
Unemployment Rat& 505 0 5.6(1.3) .015
# Public Health Clinics 505 0 1(.16) 971
Household Incomé 505 0 $28,603($6,179) .007
# Primary Care Providefs 505 0 285(287.6) .043
# Emergency Departments 505 0 2.5(2.6) 144

Note. ®Per 10K population in 2004.Data obtained from 2000 Census and educationalslévaude the
percentage of people 25 years or oVerigh school degree includes those who completed i grade
and received a high school diploma or its equivialemch as a GED) but did not report any college
experience. P values are from bivariate analyses regressingmiagiatisfaction on each variable
independently involving smaller samples due to mégsdata.
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Research Question Onels patient satisfaction significantly explained by contextual
characteristics (hnumber of African American physicians, percenfdgaaks,
educational levels, unemployment rate, number of public health clinics, household
income, number of primary care physicians, and number of emergency depgrtments
within designated counties and Health Services Areas (HSAS) in North Carolina

Multiple Regression

All contextual characteristics were considered in a multiple ssgre model. In
Model 1, patient satisfaction was regressed on all contextual charazgerss shown in
Table 3, the overall model was not significant; however, the variables of household
income p =.01) and number of emergency departments.05) were associated with
patient satisfaction.

All contextual characteristic variables determined to be signifidaring
bivariate analysis in Table 2 were put in a model. As shown in Table 3, Madel 2 (
494) was not significanp(= .14) with arF value of 1.51, an& of .03. None of the
variables reached significance, and the VIF values were >10 for seven aug of ni
variables suggesting multicollinearity.

Table 3. Patient Satisfaction Regressed on Contextual Characteristics

N P F R? PRESS
Model 1: All contextual characteristics 494 .0977 .5a1 .04 22094
Model 2: Only significarftcontextual characteristics 494 .1405 151 .03 2211
Model 3: FS with all contextual characteristics 944 .0027 9.06 .02 21641
Model 4: BE with all contextual characteristics 449 .0069 7.36 .02 21719
Model 5: Stepwise with all contextual charactérsst 494 .0027 9.06 .02 21641

Note. ®Variables located in Table 2 withvalue < .05. FS (Forward Selection) and BE (Baakiv
Elimination).
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Six potential outliers (ranging between -2.75 — -4.17) were identified as having
studentized residuals 2#5. Criteria used to indicate influence on the regression model
and coefficients were: Cook’s D >.008, DFFITS > 2, and Hat Diagonal > .2
(Montgomery, et al., 2006). The outlier with the largest studentized residual (-4d17) ha
a Cook’s D value of .016, DFFITS value of —0.2228, and Hat Diagonal value of 0.0029
indicating no influence or leverage on the regression model and coefficientscaseiddi
by two of these three influence statistics. Since these subjects taoé thartarget
population in this study and outliers did not have an influence or leverage on the
regression model and coefficients, all subjects were retained in thedemaf the
models.

Forward Selection

In Model 3, forward selection procedure was used with all contextual
characteristics. The final model £ 494) was significanta(= .003) with a value of
9.06, and?? of .02. The percentage with less than a high school dggre€03) was
the only variable that entered into the model. The percentage with less than a hig
school degree was negatively associated with patient satisfaction.

Backward Elimination

In Model 4, backward elimination procedure was used with all contextual
characteristics. As shown in Table 3, the final model 494) was significan{(=
.0069) although®? was only .02. This model only retained household incqn¥e.0069)

and was positively associated with patient satisfaction.
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Stepwise

As indicated in Model 5 of Table 3, stepwise procedure with all contextual
characteristics provided a final modelH 494) that only retained the percentage with
less than a high school degree=(.003) identical to Model 3 using forward selection
which was negatively associated with patient satisfaction.

Model Comparison

Predicted Sums of Squares (PRESS), p valtier Ralue, and number of
variables were used to compare two models. Since Model 3 and Model 5 are the same,
Model 3 and Model 4 were compared. Model 3 and Model 5 only contained the
percentage with less than a high school diploma. Model 4 only contained household
income. Model 3 PRESS was 21641 which was lower than Model 4 PRESS of 21719,
and so indicates that Model 3 and Model 5 were better models than Model 4.

In Model 4, backward elimination procedure was used which left only household
income in the model. Backward elimination starts with the full model then removes
variables sequentially starting with the lowest F value. Backwardngtian procedure
does not take into account multicollinearity. As a result, important variadoelsec
removed in earlier steps, and variables with multicollinearity can rema@ imodel.

At Step 8 in the backward elimination procedure, the percentage with less than a
high school degree had &nalue of .34 and VIF of 8.3, number of emergency
departments had d&nvalue of 2.7 and VIF of 4.6, some college hadraralue of 2.6 and
VIF of 2.1, and household income hadrawalue of 3.7 and VIF of 12.6. Although
household income had a higher VIF than the percentage with less than a high school

degree, household income remained in the model, because, it had &highes.
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In contrast, forward selection and stepwise procedures select variahl¢isen
highestF value first. Both of these procedures selected less than a high school(Begree
=9.06). After the percentage with less than a high school degree entered into the mode
none of the other contextual characteristic variables was able to entevdbkimwhich
thep value was set at .05.

Considering the model comparison scores, number of variglasje,F value,
andR?, Model 3 was determined to be the more parsimonious model. This final
contextual characteristics modal% 494) was significantp(= .003) with a*? of .02.

The percentage with less than a high school degreegpwa$03) negatively associated
with patient satisfaction.
Summary

Some contextual characteristics can explain variability in patiestaaton
individually such as the number of African American primary care provider} (heo
percentage of blacks (1%), the percentage with less than a high school degreleg2%
percentage with only a high school degree (1%), the percentage with sorge (the,
the percentage with at least a bachelor’s degree (4%), unemploymégt@tate
household income (2%), and the number of primary care providers (1%); however,
multicollinearity existed between these variables. Model=3494) was selected as the
final contextual characteristics model reaching significapee.003) with arR of .02.
The percentage with less than a high school degree is negatively assodiaigatiemnt
satisfaction. Altogether, contextual characteristics explained a nditsghpercentage

(2%) of the variability in patient satisfaction.
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Research Question Two.Is patient satisfaction explained by individual characteristics
(age, education, religious participation, mistrust, racism, religious $diiatlitional

health beliefs, health insurance, perceived access to care, and heatty) fitera

Individual characteristics are reported in Table 4 and 5.

Table 4. Individual Characteristic (Continuous) Variables

Variable n Missing Percent M(SD) p value*
Missing

Age 505 0 0% 61.1(8.1) A7
Religious Participation 418 87 17% 40.6(5.9) .002
Mistrust 481 24 5% 32.4(5.8) <.0001
Racism 491 14 3% 10.7(3.0) <.0001
Religious Beliefs 493 12 2% 33.3(5.7) .19
Traditional Health Beliefs 496 9 2% 4.6(2.8) <.0001
Perceived Access to Care 496 9 2% 37.2(4.6) <.0001

Note: Categorical variables (education, health insugaaad health literacy) are located in Table & *
values are from bivariate analyses regressingmeatagisfaction on each variable independently lviag
smaller samples due to missing data.

Multiple Regression

In Model 6, as shown in Table 6, patient satisfaction was regressed on all
individual characteristics. This model$ 407) was significantp(= <.0001) with ar?
of .28; however, only participation in religious activitips<.02), mistrustg = <.0001),
racism within the health care systepn=.014), and perceived access to cpre €.0001)
were associated with patient satisfaction. All individual charadteviatiables had VIF
values < 2, so multicollinearity was not an issue. Five outliers were iddragibaving

studentized residuals_>24%6 with the most extreme residual —3.71. After evaluating
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these potential outliers for influence and leverage, it was determineti¢batdutliers
did not have influence or leverage on the regression model and coefficientsy thereb
validating the results for all subjects.

The model was reanalyzed with only significant variables (participation in
religious activities, mistrust, racism within the health care systedthparceived access
to care) from bivariate analyses. In Table 6, Model ¥ 411) remained highly
significant p = <.0001),R? remained unchanged .28, and VIF values remained < 2.
Participation in religious activitiep & .016) was positively associated with patient
satisfaction. Mistrusty(= <.0001) was negatively associated with patient satisfaction.
Racism within the health care systgm=(.010) was negatively associated with patient
satisfaction. Perceived access to cpre €.0001) was positively associated to with

patient satisfaction.
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Table 5. Individual Characteristic (Categorical) Variables

Variable n Missing Percent p value*
Education 504 1 <1% .002
Less than 8 grade education 46 9%
Some high school education 920 18%
High school diploma 152 30%
Vocational/Technical Training 31 6%
Some college 94 19%
College degrees 55 11%
Some graduate training 12 2%
Graduate/Professional degrees 24 5%
Health Insurance 501 4 <1% 797
Yes 415 83%
No 86 17%
Health Literacy 504 1 <1% .003
3 grade level and below 91 18%
4" _ 6" grade level 110 22%
7" — 8" grade level 82 16%
9" grade level and above 221 44%

Note. * P values are from bivariate analyses regressingmesatisfaction on each variable independently
involving smaller samples due to missing data.

Forward Selection

Forward selection procedure was used with all individual characteristabiesi
Model 8 f = 407) was significantp(= <.0001) and?’ was .28. As shown in Table 6,
mistrust, perceived access to care, racism, and participation in relagitvises were

entered into the model. All VIF values for the variables in the model were <c2timg
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no multicollinearity. Health literacy, traditional health beliefs, age, &g, religious
beliefs, and health insurance variables did not enter the model.

Table 6. Patient Satisfaction Regressed on Individual Characteristics

N P F R’ PRESS
Model 6: All individual characteristics 407 <.0001 15.15 .28 14895
Model 7: Only significarftindividual characteristics 411 <.0001 38.7 .28 13502
Model 8: FS with all individual characteristics 407 <.0001 36.75 .27 13360
Model 9: BE with all individual characteristics 407 <.0001 36.75 .27 13360
Model 10: Stepwise with all individual charactérds 407 <.0001 36.75 .27 13360

Note.FS (Forward Selection) and BE (Backward Eliminatiprocedures?Variables included participation in
religious activities, mistrust, racism, and pereeiaccess to care.

Backward Elimination

In Model 9, backward elimination procedure with all individual charactesistic
produced a modeh(= 407) that was significanp(E <.0001) withR? of .27. This model
was identical to Model 8. Step 1 removed education from the model, Step 2 removed
health insurance from the model, Step 3 removed religious beliefs from the ntedet, S
removed age from the model, Step 5 removed traditional health beliefs, and Step 6
removed health literacy from the model. All six variables removed from thel wede
not significant.

In this model using backward elimination procedure, participation in religious
activities p = .027) was positively associatgrt{= .01), mistrustff = <.0001) was
negatively associategtf = .07), racism within the health care systgns (019) was
negatively associate@i€ = .02), and perceived access to care €.0001) was

positively associateg? = .05) with patient satisfaction.
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Stepwise

As shown in Table 6, Model 10 using stepwise procedure with all individual
characteristics provided a final model{ 407) that was significanp(E <.0001), and??
was .27. In step 1, mistrust was entered into the model, Step 2 perceived acaess to ¢
entered into the model, Step 3 racism within the health care system enterid into t
model, and Step 4 participation in religious activities entered the model. nBhenfadel
created using stepwise procedure is identical to Model 8 created usingdfseieation
and Model 9 created using backward elimination.

Model Comparison

Model 6 contained the same variables as Model 8, Model 9, and Model 10;
however, the F value in Model 6 was lower. Model 6 PRESS score was 14895 compared
to Model 8 PRESS score of 13360. According to the PRESS scores, Model 8 was a
better model. Considering the model PRESS scores, number of vapadése,F
value, and Multiplé?, Model 8 was determined to be the more parsimonious individual
characteristic model. ModelBvalue was 36.75 with & of .27 compared to Model
value of 15.15 with & of .28. All variables in this model had VIF values < 2. Model 7
is not considered in these comparison since it is based on a different number of

observations and so its results are not comparable to results for the other models.
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Table 7. Patient Satisfaction Regressed on Individual Characterisings & (Model 8)

Variable P F Model pr?
R2

Step 1: Mistrust <.0001 95.58 .19 19

Step 2: Perceived Access to Care <.0001 30.92 .25 .06

Step 3: Racism .0019 5.59 .26 .01

Step 4: Participation in Religious Activities .0268 4.94 .27 .01

Note: FS = Forward Selection

Summary

Individually, seven out of the ten individual characteristics significaxihaéned
variability in patient satisfaction. Individually, education explained 2¥gious
participation explained 2%, mistrust explained 18%, racism within the healtbysteen
explained 10%, traditional health beliefs explained 3%, perceived access to car
explained 14%, and health literacy explained 2% of the variability in patiesftasatn.
Age, religious beliefs, and health insurance did not significantly explain treboiiyiin
patient satisfaction.

Although seven out of the ten individual characteristic variables explainednigyi
in patient satisfaction, only four variables remained signifigart€.05) when entered
into a multiple regression model. Model 8 was selected as the final individual
characteristics multiple regression model. This madel407) was significant(=
<.0001) with &R of .27, and VIF values were < 2. Participation in religious activigies (
= .016) was positively associatqat{ = .02), mistrustg{ = <.0001) negatively associated

(pr® = .08), racism within the health care systgns (010) negatively associateut{ =
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.16), and perceived access to care £.0001) positively associateprt = .07) with

patient satisfaction. Overall, the individual characteristic model (Mode&8)able to

explain approximately 27% of the variability in patient satisfaction.

Research Question Three.Is patient satisfaction explained by health behaviors (patient
— provider communications, communications, interpersonal treatment, habits of
health care utilization, and usual site of care)?

Health behavior variables are located in Tables 8 and 9.

Table 8. Health Behavior (Continuous) Variables

Variable n Missing Percent Mean (SD; p value*
Missing

Patien-Provider Communicatic 49% 12 2% 19.3(4.2 <.0001

Interpersonal Treatme 49k 1C 2% 21.5(3.2 <.0001

Communication 49t 1C 2% 22.1(3.1 <.0001

Habits of Health Care Utilizatic 49t 1C 2% 29.8(6.4 <.0001

Note * P values are from bivariate analyses regressingpasatisfaction on each variable independently
involving smaller samples due to missing data.

Table 9. Health Behavior (Categorical) Variable

Variable n Missing Percent

Usual Site of Care* 503 2 <1%
Doctor’s office/Group Practice 350 69%
Public health clinic/Community health center 20 4%
Emergency room 22 4%
Urgent Care Center 7 1%
Hospital-based clinic 25 5%
Veteran’s Administration 65 13%
Some other place 5 1%
No usual place 9 2%

Note. *Usual Source of Capevalue = .785 from bivariate analysis.
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Multiple Regression

In Model 11, as shown in Table 10, patient satisfaction was regressed onthll heal
behavior variables. This model £ 491) was significantp(= <.0001) with ar¥? of .45.
Patient-provider communicatiop € <.0001), communicationg € .002), and
interpersonal treatmenp € <.0001) were significantly associated with patient
satisfaction. Habits of health care utilizatign=.10) and usual site of carg%£ .81)
were not significant. All health behavior variables had VIF values < 3, so
multicollinearity was not an issue. Nine outliers were identified as hatudgrstized
residuals > 2.5 which ranged from —3.22 to —2.52 and 2.54 to 4.40. The largest residual
of 4.40 had a Cook’s D value of .2646, DFFITS value of 1.2833, and a Hat Diagonal
value of .0784. After evaluating these potential outliers for influence and leverage, i
was determined that these outliers did not have influence or leverage orréssiceg
model and coefficients, so all outliers were retained in the models.

Only significant variables (patient-provider communication, interperscegtitient,
and communications) from bivariate analyses were analyzed in Model 12. This(mode
= 492) remained highly significanp € <.0001),R* remained unchanged .45, and VIF
values were < 3. Patient-provider communicatr €.0001), interpersonal treatment
(p =<.0001), and communications £ .001) were positively associated with patient
satisfaction. In Table 11, these significant variables were put in a modektegmgse

procedure to determine tlkevalue of each variable.
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Table 10. Patient Satisfaction Regressed on Health Behaviors

N P F R PRESS
Model 11: All health behaviors 491 <.0001 79.76 .45 12318
Model 12: Only significarithealth behaviors 492 <.0001 130.73 45 12377
Model 13: FS with all health behaviors 491 <.0001 131.78 .45 12298
Model 14: BE with all health behaviors 491 <.0001 131.78 .45 12298
Model 15: Stepwise with all health behaviord91 <.0001 131.78 45 12298

Note FS (Forward Selection) and BE (Backward Elimioa}iprocedures®Variables included patient-
provider communication, interpersonal treatmend, e@mmunications.

Forward Selection

In Model 13, all health behavior variables were analyzed using forwardigelect
procedure. Model 131(= 491) was significant(= <.0001)F value was 131.78, arief
was .45. Step 1 entered interpersonal treatment into the model. Interpeesinadriip
= <.0001,F = 313.53, modeR’ was .39, angr? correlation coefficient was .39. Step 2
entered patient-provider communication into the model. Patient-provider comtramica
p = <.0001F = 39.78, modeR? was .44, angr? correlation coefficient was .05. Step 3
entered communications into the model. Communicafons002,F = 10.11, modeR?
was .45, angr? correlation coefficient was .01. Habits of health care utilization and
usual site of care were not added in the model. All VIF values for the varnalbhes
model were < 3.

Backward Elimination

Model 14 of Table 10 used backward elimination procedure with all health
behavior variables. This model£ 491) was significant= <.0001) F value of

131.78, and¥’ was .45. This procedure only used two steps and removed usual site of
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care and habits of health care utilization from the model. Usual site g sa@051F
= .06, modeR? was .45, angr? correlation coefficient was .00 and habits of health care
utilization p = .098,F = 2.76, modeR? was .45, angr’ correlation coefficient was .00.
This model was identical to Model 13 that used forward selection procedures.
Stepwise

Model 15 used stepwise procedure with all health behavior variables. This model
(n = 491) was significant(= <.0001), and had & of .45. Variables were entered in
the same order when forward selection procedure was used. The final modeineeterm
using stepwise procedure was identical to Model 13 created using forwestioseand
Model 14 backward elimination.

Table 11. Patient Satisfaction Regressed on Only Significant HealthiBeshdging
Stepwise (Model 12)

Variable P F Modéd 2
R pr

Step 1: Interpersonal Treatment <.0001 309.84 -39 39
Step 2: Patient-Provider Communication <.0007  40.1¢ A2 0%
.001 10.2¢ AL .01

Step 3: Communications

Note: Stepwise procedure was used with only signifies@niables for Model 12 to determine F values.

Model Comparison

In comparing models, Model 11 contained patient-provider communication,
interpersonal treatment, and communications. Models13, 14, and 15 contained habits of
health care utilization, patient-provider communication, interpersonal treatameht

communications. Since Models 13-15 are identical, only model 15 was used in the
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comparison. Model 11 PRESS score was 12318 which was lower than the Model 15
PRESS of 12298, and so indicates that Model 15 was a better model. However, the
reduction of Model 15 scores was not distinctly different from Model 11. Considering
the model PRESS scores, number of varialples]ue,F value, and??, Model 15 was
determined to be the more parsimonious model. Modgl\idlue was 79.76 with &
of .45 compared to Model Fvalue of 131.78 with & of .45.
Summary

Individually, four out of the five health behavior variables significantly erplai
variability in patient satisfaction. Individually, patient-provider commurocat
explained 14%, interpersonal treatment explained 39%, communications explained 33%,
and habits of health care utilization explained 32% of the variability in patient
satisfaction. Usual site of care did not significantly explain the hiéityain patient
satisfaction.

Although four out of the five health behavior variables individually explained
variability in patient satisfaction, only three variables remaineufggnt when entered
into multiple regression models. Habits of health care utilization besansggnificant.
Model 15 was selected as the final health behavior multiple regression model. This
model g = 491) was highly significanp(= <.0001) F value of 131.78R* was .45 with
VIF values < 3. Patient-provider communicatipn=(<.0001), interpersonal treatmept (
=<.0001), and communicationg £ .001) were all positively associated with patient
satisfaction. Overall, this final health behavior model was able to explain appteky

45% of the variability in patient satisfaction.
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Based on the multiple analyses conducted, the conceptual model was modified to
contain only those variables that were significant in accounting for vayahipatient
satisfaction. Variables that did not contribute significantly to the vaitatbiere

excluded from the model. The final model is depicted in Figure 8.

Contextual Characteristics Individual Characteristics Health Behaviors Outcome

Predisposing Enabling Resources

Predisposing i ived ) § Process of Medical Care Patient Satisfaction
Social o - Perceived Access to Care | )| - Satisfaction with HCS

Educational Levels - Religious Participation | - PT/Provider Communication

- < High School Degree - Communications
CulFural - Interpersonal Treatment
- Mistrust
- Racism

Figure 8. Final behavioral model of health service use for African Amerieamtidated
for prostate cancer (PCA).
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Aim 2 of this study was to determine if addition of individual charactesistiould
explain or add to the variability in patient satisfaction already accounteg tmmbbextual
characteristics and if addition of health behaviors would explain or add to thieilitsiria
in patient satisfaction already accounted for by contextual and individuattdréestics
among African American men who have been treated for prostate cancerhin Nort
Carolina. Hierarchical regression was used to determine the change inabéityaof
patient satisfaction. In order to conduct hierarchical regression, a dasssedbnstructed
to eliminate all subjects with missing variables for calculatiof Btatistic. F Statistic is
used to test a significant changeRin This dataset had a sample size of 405 African

American men with complete data for all variables.

Research Question Four: Do individual characteristics increase or decrease the
variation of contextual characteristics regressed on patient satsfacti

Hierarchical Regression with All Variables

In step 1 of the hierarchical regression analysis, patient satisfactiegvassed
on all contextual characteristic variables. As shown in Table 12, Modal-18(5) was
significant p = .03),F value was 1.97, ari@ was .05. In this model, only household
income p = .010) was positively associated with patient satisfaction.

In step 2, all individual characteristic variables were added to the model with al
contextual characteristic variables. Model @7 (@05) was significanto(= <.0001) F
value was 8.36, arfld® was .31. Household income remainpe: (047) positively
associated with patient satisfaction. The number of African Americamapyricare

providers p = .024) became negatively associated with patient satisfaction when
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individual characteristic variables were added to the model. Participatieligious
activities p = .02) and perceived access to care £.0001) were positively associated to
patient satisfaction. Mistrugp € <.0001) and racism within the health care system (
.015) were negatively associated with patient satisfaction.

When all individual characteristic variables were added in the model with all
contextual characteristic variables, the mquehlue improved from .03 to <.000(,
value improved from 1.97 to 8.36, aRflimproved from .05 to .31. By adding all
individual characteristic variables to all contextual characteristiablas, Model 17
accounted for 31% of the variability in patient satisfaction compared to only 5%
accounted for by only contextual characteristic variables. Individualatkastic
variables improved® by .26, and this change Rf was significant = 14.63 ang =
<.001).

Table 12. Hierarchical Regression with All Individual Characteristicseddd All
Contextual Characteristics.

N P F R’ Ain R
Model 16: (Step 1) - All contextual 405 .03 1.97 .05 -
characteristics
Model 17: (Step 2) - All individual 405 <.0001 8.36 31 +.26%**

characteristics

Note A =change ** This was a significant change(]L0,383) = 14.63, ani value = <.001].

Hierarchical Regression with Only Significant Variables

In Step 1 shown in Table 13, patient satisfaction was regressed on less than a high
school degree. Model 18 only contained less than a high school degree, because it was
the only contextual variable reaching significance as demonstrated in Model 3detl M

5. Model 18 i = 405) was significantp(= .0003) with & value of 13.36, ani’ of .03.
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In this model, the percentage with less than a high school dggre®@03) was
negatively associated with patient satisfaction.

In step 2, only significant individual characteristic variables (pa#tedn in religious
activities, mistrust, racism within the health care system, and pellcsieess to care)
from bivariate analyses were added to the model with one contextualtehatiac
variable (less than a high school degree). ModehE2405) was significant(=
<.0001) with & value was 32.63, ari®f of .29. The percentage with less than a high
school degree remained significaptH.0004) and was negatively associated with patient
satisfaction. Participation in religious activitigs<.026) and perceived access to care
(p = <.0001) were positively associated to patient satisfaction. Misprest(0001) and
racism within the health care systepn=.01) were negatively associated with patient
satisfaction.

Table 13. Hierarchical Regression with Only Significant Individual Cheriatits
Added to Only Significant Contextual Characteristics

N P F R® AinR’

Model 18:(Step 1) - Significant contextial 405 .0003 13.36 .03 --

Model 19:(Step 2) - Significant individual added 405 <.0001 32.63 29 +.26%*

Note ?Variables included the percentage with less than a high school di¢aeiables
included participation in religious activities, mistrust, racism, andgpezd access to care.
A = change.** This was a significant changé& [(4,399) = 36.28, an@ value = <.001].

When only significant individual characteristic variables were added in thel mode
with only significant contextual characteristic variables, the mpdealue improved
from .0003 to <.0001F value improved from 13.36 to 32.63, aRfdimproved from .03

to .29. By adding only significant individual characteristic variables to ontyfignt
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contextual characteristic variables, Model 19 accounted for 29% of the irgriabi
patient satisfaction compared to only 3% accounted for by only the percentageswith |
than a high school degree. This chang&iwas significantk = 36.28 ang = <.001).
Summary

When all contextual and individual characteristic variables are considered,
individual characteristics increased the variability accounted for iapaatisfaction
from 5% in Model 16 to 31% in Model 1R?improvedby .26 when all individual
characteristic variables were added to Model 16. When only significant twadtexd
individual characteristic variables are considered, individual charstatsrnincreased the
amount of variability accounted for in patient satisfaction from 3% in Model 18 to 29%
in Model 19. Whether using all variables or only significant variablésnfroved by

.26. Changes iR* were significant when using all variables or only significant variables.

Research Question Five:Do health behaviors increase or decrease the variation of
contextual characteristics and individual characteristics regressedemt pat
satisfaction?

Hierarchical Regression with All Variables

In step 2, all individual characteristic variables were added to the model with al
contextual characteristic variables. Model @7 (@05) was significanta(= <.0001) F
value was 8.36, ari® was .31. Household income £ .04) was positively associated
with patient satisfaction. The number of African American primary peoeiders p =
.02) became negatively associated with patient satisfaction when individuattehigtic

variables were added to the model; however, the number of African Americanyprimar
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care providers had a VIF value of 58.67 indicating substantial multicollinearity
Participation in religious activitiep & .02) and perceived access to care £.0001)
were positively associated to patient satisfaction. Mistpust<.0001) and racism
within the health care system £ .01) were negatively associated with patient
satisfaction.

In Step 3 as shown in Table 14, Model 20 added all health behavior variables to the
model with all contextual and individual characteristic variables. In Model 20, the
value remained <.000F, value improved from 8.36 to 16.31, aRdimproved from .31
to .53. By adding all health behavior variables to all contextual and individual
characteristic variables, Model 20 accounted for 53% of the variabilitytignpa
satisfaction compared to 31% accounted for by all of the contextual and individual
characteristic variables. The number of African American primarypraseders p =
.03) remained negatively associated with patient satisfaction, and VIFinataased to
61.07 indicating multicollinearity. Racism within the health care systemmimeca
nonsignificant. Health behavior variables impro®éthy .22, and this change Rf was
significant £ = 34.4 ang = <.001).

Table 14. Hierarchical Regression With All Health Behaviors Added to Cioiadeand
Individual Characteristics.

N P F R® AinR°

Model 17: (Step 2) - All contextual and individual andt05 <.0001 8.36 .31
characteristics
Model 20: (Step 3) - All health behaviors added 4050001 16.31 .53 +.22*%*

Note A =change. ** This was a significant chan§e($,378) = 34.4, an& value = <.001].
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Hierarchical Regression with Only Significant Variables

In step 2, Model 19 with only significant individual characteristic variables
(participation in religious activities, mistrust, racism within the Ieedtre system, and
perceived access to care) were added to Model 18 with only one contextudiecistiac
variable (percentage with less than a high school degree). As shown in Table 13, Mode
19 (0 = 405) was significantp(= <.0001) with & value of 32.63, anf of .29.

Percentage with less than a high school degree remained signiicaritQ3) and
negatively associated with patient satisfaction with a VIF < 2. Parteipatireligious
activities p = .026) and perceived access to care €.0001) were positively associated
to patient satisfaction. Mistrugt € <.0001) and racism within the health care sys{gm (
=.01) were negatively associated with patient satisfaction.

As shown in Table 15, step 3 added only significant health behavior variables
(patient-provider communication, interpersonal treatment, and communications) to
Model 19 with only previously significant contextual and individual characterigiics.
Model 21, thep value remained <.000E, value improved from 32.63 to 51.6, aRd
improved from .29 to .51. By adding only significant health behavior variables to only
previously significant contextual and individual characteristic variablesleV21
accounted for 51% of the variability in patient satisfaction compared to 2386rded
for by Model 19. Only significant health behavior variables imprd¥dayy .22, and this

change irR? was significantk = 59.35 ang = <.001).
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Table 15. Hierarchical Regression With Only Significant Health Behaidded to
Only Significant Individual Characteristics.

N P F R AinFR
Model 19:(Step 2) - Significant contextual and 405 <.0001 32.63 .29
individual characteristic’
Model 21: (Step 3) - Significant health behavibrs 405 <.0001 51.6 S5l +.22%
added

Note *Variables included the percentage with less than a high school deartigpation in
religious activities, mistrust, racism, and perceived accessad Mariables included patient-
provider communication, interpersonal treatment, and communicatienshange.** This
was a significant changé€ [3,396) = 59.35, ang@ value = <.001].
Summary

When all health behaviors variables are added to all contextual and individual
characteristics® increased from .31 in Model 16 to .53 in Model 17. When only
significant heath behavior variables are added to only previously significatextual
and individual characteristic variablé®,increased from .29 in Model 19 to .51 in Model
20. Regardless of analyzing all variables or only significant variabldh hehavior

variables increas@’ by .22. This change iR was significant in whether using all

health behavior variables or only significant variables.

Summary
Patient satisfaction was regressed on all variables independently. The number of
African American primary care providers, the percentage of blacks, tbenpege with
less than a high school degree, the percentage with only a high school degree, the

percentage with some college, the percentage with at least a bachejogis, de
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unemployment rate, household income, and the number of emergency departments were
all significant contextual characteristics with bivariate analysewever, most became
nonsignificant when put in multiple regression models.

When all variables were used in the models, none of the contextual variables
consistently remained significant throughout all models. However, the percentiage
less than a high school degree remained significant in all hierarchicedésem models
when only significant variables were considered in models. Taken altogethextaaht
characteristic variables accounted for a nonsignificant amount (2%) dbiliyrien
patient satisfaction with the percentage with less than a high school degree
strongest predictor and negatively associated with patient satisfaction.

Education, participation in religious activities, mistrust, racism withirhtsdth
care system, traditional health beliefs, perceived access to care, ahditegaty were
all significant individually; however, traditional health beliefs and Ihdékracy became
nonsignificant in the multiple regression analyses. Participation inogigctivities and
perceived access to care were positively associated with patiefacsatis In contrast,
mistrust and racism were negatively associated with patient sabstad¢tidividual
characteristics accounted for approximately 27% of the variability iengagatisfaction,
and increase®’ by .26 p = <.001) when added to contextual characteristic variables.

Patient-provider communication, interpersonal treatment, communications, and
habits of health care utilization were significant health behavior vasiaidevidually;
however, habits of health care utilization became nonsignificant when put iplenult

regression models. As demonstrated in Table 16, health behavior variables actmunte
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approximately 51% of the variance in patient satisfaction, and increassd 22 p =
<.001) when added to contextual and individual characteristic variables.

Table 16. Hierarchical Regression with Patient Satisfaction Regressdd@omAains
Using Only Significant Variables

N P F R° AinR°

Model 18:(Step 1) - Significant contextial 405 .003 13.36 .03 --
Model 19:(Step 2) - Significant individual added 405 <.0001 32.63 29 +.26*

Model 21: (Step 3) - Significant health behaviors 405 <.0001 51.6 51 +.22%
added

Note ?Variables included the percentage with less than a high school déyiagables
included participation in religious activities, mistrust, racism, andgpezd access to care.
“Variables included patient-provider communication, interpersonal tegatiand
communications. A = change.* This was a significant changg [4,399) = 36.28, and
value = <.001]. ** This was a significant change(B,396) = 59.35, anB value =
<.001].

Clearly, the percentage with less than a high school defgre®.06) was the
strongest contextual characteristic variable, mistiust §5.58) was the strongest
individual characteristic variable, and interpersonal treatntent309.84) was the
strongest health behavior variable in accounting for the variability in pasigsftastion

in this sample. There are a variety of reasons suggested to explain theése sy

are presented and discussed in Chapter 5.
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CHAPTER 5
Discussion
Introduction
This chapter will discuss the results found in Chapter 4 with greater. d&feer
discussing these findings, additional information will be presented about how thalte re
may impact current and future clinical practice. Limitations for thisystnd suggestions
for future research will be offered. Finally, this chapter will summeaand draw
conclusions from this study.
Summary of Study
Briefly, under-utilization of health care services is a major problemfiocan
American men that can lead to long-term health consequences. Patienttatigfaan
indicator of health care quality; however, it is less frequently studied icafAmerican
men with prostate cancer (Jayadevappa, Schwartz, et al., 2009b). Patieattmatisf
provides the opportunity to explore underlying components of health care utilitediamay
affect future health behaviors. Patient satisfaction has implications 1t bage faculty
accreditation, reputation, and financial viability. The JCAHO tracks and hut#ioort
patient satisfaction scores to assist individuals in determining if heakfacilities provide
quality care.
The purpose of this study was to explore whether contextual factors, individual

characteristics, and health behaviors influence patient satisfaction ansangple of



505 African American men in North Carolina diagnosed with prostate cancer. Thesgaen

a subsample of a larger North Carolina-Louisiana Prostate Cancert PRgje).

Major Findings

The quality of the patient-provider interaction or process of medical cane isf the
most important factors in determining patient satisfaction (Gordon, et al., 20D6SReet,
et al., 2008). When patients perceive that the health care providers are foacugieq,
they perceive those providers as spending time actively listening, shpatiegce with
guestions, worries or concerns, and projecting a genuine friendly, warm, caring and
respectful attitude towards them (Napoles, et al, 2009; Royak-Schale2@08). These
attributes are represented and measured by the variable interpersdnadtan this study.
Consistent with previous study results (Jackson, 2005; Napoles, et al., 2009), in this study
how the health care provider focused on the patient (interpersonal treatmertig¢ was t
strongest predictop(= <.0001F = 268,) in accounting for the variability in patient
satisfaction for these African American men. The higher the score artehgersonal
treatment scale, the higher the score was on the patient saiisfeadie.

Interpersonal treatment accounted for 39 of the 45 percent variability intpatie
satisfaction for health behaviors. This finding is significgnt £€.0001) considering the
number of other variables € 26) that were measured in this study. The interpersonal
treatment scale contained questions referring to the amount of timeattredsee provider
spent with the patient, and the health care provider’s patience with questionsies,wor
friendliness, warmth, caring, concern, and respect shown towards the patieotdidg to

the African American men in this study, these qualities displayed or deneddisahealth
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care providers during interactions were the most important qualities thahohete levels of
patient satisfaction.

In a study of 277 African American men, the men expressed that health@adew
were not sensitive to their health concerns nor did they seek inquiries fronf\heaods, et
al., 2004). These African American men reported that non-black health care providers
ignored or did not respond to questions posed about prostate cancer and how it may impact
their lives. This lack in communication can result in African American reegiving
reduced amounts of information about prostate cancer.

In this study, increases in communication scores (communication and patient4provide
communication) resulted in increases in patient satisfaction. The commumscsdale
measures the degree to which the health care provider communicatdsew#tient;
whereas, patient-provider communication scale measures the degree to whetnetite
communicates with the health care provider (Mishel, et al., 2002). Communicaing is
interdependent process, because one person’s communication style affects thersbimes
communication style (Lewis, et al., 2002). Communication does not take place in a vacuum,
S0 two people must exchange words, gestures, or expressions. In health care, these two
people are the patient and the health care provider. The patient communicates tiththe hea
care provider, and health care provider communicates with patient reprgsengciprocal
relationship. The communication process is not mutual when the patient or health care
provider does not engage in the conversation.

Although communicationp(= .002,F = 10.11) and patient-provider communicatipr=(
<.0001,F = 39.78) variables were positively associated with patient satisfactiote ginee

to which the patient communicated with the health care provider was more imjpottant
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amount of variability in patient satisfaction explained than the degree to \hleittealth
care provider communicated with the patient. In this study, patient satisfarcreased as
the patient communicated more with the health care provider.

A study of 29 health care providers (41% Asian, 28% African American, and 31%
Caucasian) and 207 patients (39% African American, 11% Hispanic, and 50% Ggucasia
investigated factors that affect the communication process during ontggiintments.
The researchers reported that the patient's communication style wasttyestipredictor in
determining the health care provider's communication style (R. L. J. Straéf,2007).
Although similar results were reported in other studies in which patiergreent
communication allowed the provider to elicit more information by patients ppeatiicg
more in the interactions, a study consisting of 458 patients (202 Caucasian and &% Afri
American) investigated the association between patient race/etlamdifyatient-provider
communications during medical appointments (R. L. Johnson, et al., 2004). The
investigators reported that health care providers were more verballyatgmiith African
American patients (43%) than with Caucasian patients (24%), and Africancameatients
visits were less patient-centered than Caucasian patient visits (R. Lodpénal., 2004).
Health care providers were also less-focused on African Americanisathan with
Caucasian patients during visits.

Other investigators have reported that patients viewed by health care pg@sdess
effective communicators received less information and were lesiesh{{Suerra, Jacobs,
Holmes, & Shea, 2007). Other investigators have reported that African Ameraaare
passive in their communication styles, and these communication stylesirébain

receiving less information (Siminoff, et al., 2006; Thomas, et al., 2005). Adequate amounts
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of information are needed in order to make informed decisions about prostate cancer
screening and treatments. Poor communication experiences and lack of informoation f
health care providers have been reported to have a negative effect on patient-provide
relationships and patient satisfaction (Gordon, et al., 2006; Napoles, et al., 200)t- Pati
provider relationships characterized by mutual respect and trust areveffaathanging

health behaviors of any patient (Lewis, et al., 2002). Some cultures may harentliffe
expectations of health care providers, and this lack of congruency may fostéistiorea
expectations and hinder positive health outcomes (Gordon, et al., 2006; Wray et al., 2009).

The framework used in this study, Andersen Behavioral Model for Health Sedides
not consider culture as a component; therefore, the model was modified by addituyzd
component that included mistrust and racism factors. Culture can be definedfdsa®med
beliefs, attitudes, or characteristics that are shared and transmuttedrevious generations
and can be seen in a group’s values, norms, practices, and ways of life (Krelite2082a
Although culture is shared, there are varying degrees of beliefs and attiitldasaveertain
population. The impetus for adding these factors stem from knowing that theoenare s
experiences or factors that may be more prevalent in particular popsilatibhas been
well-established that mistrust and racism are attitudes most asgoeitlt African
Americans.

This study verified the importance of including cultural factors. An impbftading in
this study was that the mistrugt£ <.0001F = 95.58) and racisnp= <.002,F = 5.59)
variables were significantly negatively associated with patigisfaetion. In relation to the
number of individual characteristics variables (10 variables in this cased ia this study,

mistrust and racism accounted for the greatest percentage of vigrialplatient satisfaction.
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As found in Table 7, mistrust and racism accounted for 20 out of 27 percent of the variability
represented by individual characteristics. Higher levels of thesalagi{mistrust and
racism) predicted concomitant decrease in patient satisfactiaimiportant to note that the
items in these scales inquired about attitudes prior to being diagnosed wigtepcasicer,
so they responded based on their previously, established experiences with theahealt
system. These attitudes (mistrust and racism) are brought into iittlesamt encounters
with health care providers. In addition to passive communication styles, mistiustcgsm
will impact the quality of interactions with health care providers (CobigFSet al., 2002;
Ravenell, et al., 2006).

Mistrust is extremely important in the African American population. In thisystud
mistrust accounted for the second highest percengafe (05) of the overall variabilityR?
=.51) in patient satisfaction among all variables in the study followingigrtsonal
treatment§r’ = .39). Increased levels of mistrust have been associated with decreased desi
to utilize health care services (even when needed) and difficulty iptaggand following
health care provider recommendations (Byrne, 2008; Hausmann, et al., 2008). When health
care is not sought out when needed, some of the consequences are late-diagnosisrand poore
treatment outcomes (Gordon, et al., 2006; L. Ross, et al., 2007). Racism within the health
care system has been identified as one of the reasons for the developmemusf imist
African Americans (Fowler-Brown, et al., 2006). Prior personal experien@sgeriences
of others receiving inferior care, being stigmatized and/or stereotypleelaity care
providers, and poor communications have been described as forms of racism exgpbéyence
African Americans that are enduring within the culture (Allen, et al., 200if1eB2008;

Plumb & Brawer, 2006).
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As in other studies (Hausmann, et al., 2008; Institute of Medicince, 2002; Institute of
Medicine, 2002), racism within the health care system has been reported to beshegati
associated with patient satisfaction. When racism increases, patisfaictiatn decrease.
Receiving inferior care has been the most widely accepted indicataisshraithin the
health care system for African Americans (Dovidio, et al., 2008; Thomas A. éta¥eal.,
2000). Racial and ethnic minorities tend to receive a lower quality of headtithear non-
minorities, even when access, health insurance status, and income are contovlléen(P
2006). Bias in health care treatment parallels social prejudice and distiomitiaected
towards African Americans who have been negatively labeled and stereotyped yor man
years (Cort, 2004; Dovidio, et al., 2008).

Health care institutions have been known to promote racism through segregation, hiring
practices, education of African American physicians, physician to physefarrals, and
admitting privileges (Aluko, 2008; Washington, 2006). Institutional racism is ansgyste
set of patterns, policies, procedures, or practices that operates withutiorsgithat exploit
and take advantage of non-White members (D M Griffith, et al., 2007). Racism among
health care providers was found in several hospitals located in Charlotte, Nortim&anoil
the early 1990’s (Aluko, 2008). African American physicians were prevented dioing
professional medical associations; therefore, they were ineligible tboake certification
exams (Aluko, 2008).

A significant number of African Americans rely on Medicaid for healtle carvices.
Medicaid recipients are disadvantaged and treated differently, becauskesithecare
facilities are a great distance from residential and work areaspépbligated to provide

services to these patients, or receive reduces services due to decreasesl @mount
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reimbursement to health care facilities and providers (Subban, Terwoord, &e3cRB068).
Health care providers bring their biases into the health care settieg,(atlal., 2007;
Woods, et al., 2004). Racism in the health care system continues, wherever therabilit
motivation to address racism is lacking (Subban, et al., 2008).

Trust in health care providers has a strong influence on health behaviors of peiients
is built over time with repeated positive experiences. Investigators, inyaestaldiating
prostate screening practices of 234 Department of Defense benefiddfeg\frican
American, 53% Caucasian, and 6% Hispanic/Asian), reported that 89% of the meh truste
their health care provider and 76% reported that the health care provider wastthe mos
influential person for them in seeking prostate cancer screening (Belylds,2003). As a
result of the trust and influence of the health care provider, the majority (98B&) African
American men were screened annually for prostate cancer. All ofeéhen that study had
health insurance, 99% had at least a high school degree, all had access to cavst wile
accustomed to periodic health evaluations. That study demonstrated the powduandanf
that health care providers can have on health behaviors if trusted by patientsstulies
have reported that hearing about prostate cancer from the health care prositter st
predictor in determining participation in prostate cancer screening (Nieeals, 2001).

A study tested the relationship of racism on trust and patient satisfactidb éffrican
Americans receiving care at two ambulatory clinics (Benkert, et al., 200&) inVestigators
reported that racism had a strong positive relationshifp.47,p <.01) with mistrust, and
both had a negative effect on patient satisfaction. Consistent with thatisttidg,study

racism and mistrust had an even stronger positive relationshib{,p = <.0001), and both
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affected patient satisfaction negatively. Similarly, age and individuab&dual levels were
not significant.

It is well known that education impacts individuals in many ways. Education shapes a
establishes social placement, impacts income potential, builds criticahthenkd verbal
expression, and affects one’s ability to understand complex medical informatloas
cancer screening, diagnosis, treatment, and symptom management (D BaRri&din
Corwin, G M Dominick, & | D Rose, 2009; Herd, Goesling, & House, 2007). Additional
contextual characteristics (levels of education, percentage of blacks,eanglapment
rates) were added to the model in this study prior to any data analysis sxdhgpeviding
more environmental information on the men in this study. The men in this study lgre fa
well-educated, because approximately 73% of them had at least a high schaal d&gre
confuse individual educational levels with contextual educational levels, cortextua
educational levels are indirect measures of people in a particulgdareaunties) in which
the men in this sample lived. Individual educational levels are measures frorméroseo
participated in this study.

For men who participated in the study, individual educational lepets@02,F = 9.4)
were positively associated with patient satisfaction in bivariate asaljgnetheless,
individual educational levels became nonsignificant when put into multiple regression
models.

Health literacy levelsp(= .003,F = 8.87) were positively associated with patient
satisfaction in bivariate analysis, and there were some differgmees.(5) in the means of
several groups. However, health literacy became nonsignificant in prgdiatiability in

patient satisfaction in the multiple regression models.
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Pierce and colleagues (2003) reported that African American men vatthlesa high
school education ranked highest among men most likely to delay or avoid testing and
screening for prostate cancer. People tend to avoid situations valued as negativay
used focus groups consisting of 16 African Americans and 2 Caucasians toexani
racial barriers that limit effective implementation of health caublp@n, et al., 2008). The
investigators reported that the participants voiced negative experiencestleie iower
levels of education, relying on Medicaid as the only source of health insurance, and
occurrences of discrimination and racism. These negative experiencesajscinem from
returning to health care facilities (Subban, et al., 2008).

The men in this study did not avoid seeking health care. Habits of health caegiofili
(p=<.0001F =8.12) was found to be positively associated with patient satisfaction in
bivariate analysis in this study. However, habits of health care utilizatcamise
nonsignificant when put into the multiple regression models.

Several studies have reported that having health insurance and a consistendfsour
care contribute to building trusting relationships and improved patient satisfé8ade, et
al., 2008; D. M. Griffith, et al., 2007). Having health insurance and a consistent source of
care have been reported as key elements needed to maintain good healthvéViattak,
2002). It seems logical that having health insurance and a consistent soaneepsbeides
the milieu to foster trusting relationships, because they allow accesgto ca

In this study, 83% of the men reported having health insurance and 82% reported the
doctor’s office/group practice or Veteran’s Administration (69% and 13%, resggris
their usual source of care before being diagnosed with prostate cancentrasicto these

studies, although the majority of the men in this study were educated, had hea#thaasa
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consistent source of care, and good habits of health care utilizZsitx#9 (85D=6.4),
mistrust continued to predict less patient satisfaction.

The type, amount, or duration of health insurance were beyond the scope of this study,
because participants were only asked whether they had health insurante Ipeing
diagnosis with prostate cancer. Further study is needed to explore wietimgy health
insurance affected their choice of health care providers or facilitie®\iliney received their
care. In order to have access to health care, African American men must not only have
adequate insurance which allows entry into the health care system, but they mustésse a
to needed and timely health care services. However, it is likely that the neehdadth
insurance, but lack access to care due to limited information concerning hHtdwitaarance
works.

The results from this study point out the necessity for health insurance &sd axcare
to coincide. In the current study, health insurance did not account for any ofittielitain
patient satisfaction. Although 83% of the men in this study had health insutasce, i
possible that some had limited choices in selecting a provider or faltiktyo constraints in
their insurance policy. Due to high cost, most individuals obtain health insurancé&om t
employer (American Cancer Society, 2008). As a result of highly contashtrearkets with
only a few health insurance companies, employers often restrict themy&agplto selecting
plans that have lower premiums, limited choice of providers, and higher co-pay (J. & Ross
Detsky, 2009). After health insurance is secured, a usual source or site oftocteges
based on parameters of the health insurance policy. Several studies haee tepbthoice

of provider increased patient satisfaction (Benkert, et al., 2006; T A LaVeast, 2002).
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Others have reported that inadequate health insurance coverage negatively prafpeat
satisfaction (D. M. Griffith, et al., 2007; Plumb & Brawer, 2006).

In the current study, perceived access to care was the second strongektahdivi
characteristic predicting patient satisfaction. Comparable to otheestgdeater perceived
access to care increased patient satisfaction (Fowler-Brown, et al., 2006etal., 2009).
Access to health care services should be achieved if the participantts ahlégate
through the health care system. For many people, the intricacies and fretpreygs in the
health care system may act as a barrier to care.

Investigators in a study exploring the perceptions and experiences of the hsalth ¢
system for 25 focus group members (96% African American and 4% Latpur}ed that
participants indicated frustration with contacting health insurance coegdack of
understanding of health insurance policies, inability to change health care @alviley
were not comfortable with them, and the complexity of the health care systdm Bal.,
2008). The development and implementation of patient navigation programs have shown
promise in assisting patients in getting through the health care systeceitcerthat care
needed in a timely manner (Vargas, Ryan, Jackson, Rodriguez, & Freeman, 2008). The
ability to measure all three variables (health insurance, access tamdngsual source/site
of care) simultaneously are strengths of this study. Most studies only méasith
insurance, access to care, or usual source/site of care; however, vetydms have
measured all three factors simultaneously.

Some African Americans turn to the church for support in times where accesiho hea
care facilities may be difficult. The majority (98%) of the men in thisyshedieved in God

which is not surprising since religion is important and plays a major part in tioaifr
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American culture. The church is the most trusted institution in the Africagriéam culture.

The church has been used to address, discuss, and promote political issues, as a school, a
place to socialize with family and friends, provide assistance with issaeslyfiving, and

as a sacred place of worship. Religious beliefs and participating irousligctivities have

been associated with improved health outcomes and greater patient satiffaetice,

2002; Levin, et al., 2005). In this study, of the men who believed in God, 83%711) of

them participated in religious activities. Religious participation wasumned by the

frequency in attending religious services, praying, listening to oelsgservices on the radio,
watching religious services on television, contributing money to the church, and
commonalities with friends (D. R. Brown & Gary, 1987).

Similar to other studies (Figueroa, et al., 2006; Levin, et al., 2005), in this study
participating in religious activitiep(= .026) positively influenced patient satisfaction. As
religious participation increased, patient satisfaction increased. Levooleagues (2005)
reviewed many studies on religious participation, and the unequivocal conclusion was that
religious participation is a protective factor for physical and psycha@bmorbidity among
African Americans. Participating in religious activities or church involeet is a constant
source of social support for African Americans. Many churches use methaease health
care professionals to provide health education and screening. Some churchiesdutsige
health organizations to educate and provide health promotion screenings for their
congregations.

Since the church is the most trusted institution in the African American cortynuni
congregates can get armed with information and tools to assist them in navigadteglth

care system and handling interactions with health care providers. In a8R85
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Caucasian and African American men treated for prostate cancetjgat@s explored

whether certain individual characteristics moderated the effects othgsgucational
intervention on outcomes of cancer knowledge and patient-provider communications for men
with localized prostate cancer (Mishel, et al., 2003). Only men with low levedigibus
participation benefited from the psycho-educational intervention. The invessigator

concluded that the results could be an indication that men with higher levels ouligi
participation relied on their church to provide the education needed during iotesaegith

health care providers, instead of using the intervention materials.

Although religion is important to the African American culture for women and men,
religious beliefsg = .19) did not influence patient satisfaction in this study. One explanation
could be that there was no variability in the sample and a ceiling effegrasent since,

98% of the men believed in God. However, another explanation could be that the religious
belief scale used in this study was not appropriate for this population, becadseoit di
function similarly to religious activities to predict patient satiséarct Religiosity has been
broadly defined and used interchangeably to describe and measure spirieladipus

beliefs, practices, and participation (Figueroa, et al., 2006; Mishel, et al., 200&wbod

& Powell, 2006).

While religious participation describes the frequency in attending chundbeser
prayer, listening to religious services (D. R. Brown & Gary, 1987), religiousfdalre an
organized system of beliefs, practices, rituals, and symbols (Holt et al., B00&ver, both
provide support in most cultures as evidenced by numerous studies. Nevertheless, the
African American culture approaches belief in God as a more personalnstap with God.

Spirituality refers to that personal relationship and also includes religeie$s (Hamilton,
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Powe, Pollard, Lee, & Felton, 2007; Holt, et al., 2009). Through life experiences, the
strength of the relationship changes and can range from loss of faith to excia#s or
from hopefulness to hopelessness (Ferrell, Smith, Juarez, & Melancon, 2003) which is
different from beliefs that are resistant to change (Bekhuis, et al., 19883%e Thanges in
the strength of that relationship may be important, especially in patient®dewith
cancer. Whereas religious participation and religious beliefs provides sugpottality
provides a mechanism for coping.

Spirituality is a concept that is not readily understood and not used apart from
religious participation (Hamilton, et al., 2007). Hamilton and colleagues (2007) cktwate
spirituality is a personal, intimate relationship with God who is preseiittahes and heals
through the use of other people and medicine (if healing is His will). Althoughttla¢in
is turned over to God for His will to be done, African Americans kept faith that Helwoul
heal them; however, turning the situation over to God did not refer to not seeking titeatme
(Hamilton, et al., 2007). This view of “turning it over to God” can be interpreted as not
worrying about something that they cannot control (Ferrell, et al., 2003). Spiyitual
promotes positive health behaviors (Blocker, et al., 2006; Hamilton, et al., 2007). Likewise
others believe that their body is God’s temple, and it's their responsibility proactive and
take care of the body (Blocker, et al., 2006; Figueroa, et al., 2006). Therefore, theeeds
for an accurate measure of spirituality in African Americans. ThesRext Support From
God scale (Hamilton, Carter, & Lynn, 2010) may be a useful tool to more accuratadyre
spirituality in African Americans in future studies.

An alternative view of “turning it over to God,” is the concept of fatalism. Gance

fatalism is defined as the belief that death is inevitable when cancesénp(Bowe, et al.,
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2005). Investigators in a study designed to explore perceptions of patierB) and

health care providers & 35), reported that health care providers viewed patients as being
more fatalistic (10.17 out of 15 points) compared to patient reported fatalistis $¢¢@®ut

of 15 points) (Powe, et al., 2005). On the contrary, some people have reported thascancer
one way that God punishes those who have sinned, perpetuating a fatalistie attibut

leaving it up to God (Blocker, et al., 2006; Chin, et al., 2000; Powe, et al., 2005).

Similar to religious beliefs, the traditional health belief varialds wot significant in
predicting patient satisfaction in this study. Out of a total possible scai& tdfe men in
this study had a mean score of 4.6 with a standard deviation of 2.8. For the most part, the
men in this study did not believe the statements presented in the traditiorablediaft
scale. After further review of the items in this scale, several itefasto religion and
fatalistic undertones. This is an indication that there are similaritibg ireigious and
traditional health belief scales. Since beliefs are resistant to c{Beigauis, et al., 1995), it
is not surprising that both belief factors (religious beliefs and traditiadth beliefs) were
not significant.

In viewing how health care seeking takes place, it is important to appré@ate t
sequence in which care is conceived. Referring back to the conceptual model, contextual
characteristics describe the environment in which people live. Having ésa thigh school
degree only accounted for approximately 2% of the variability in patiesfasdion. When
individual characteristics (mistrust, racism, perceived access to ndrpagicipation in
religious activities) were added to the contextual characteristgtfias a high school
degree), these individual characteristics accounted for approximately 28&o\@riability

in patient satisfactiorp(= <.001).
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Individual characteristics can somewhat be controlled by the patienis(ee@a.,
2006). This study illustrates the importance of particular individual chaistaterihat help
predict patient satisfaction. These individual characteristics are theamesable to
change. Knowing the variables which are predictors of patient satisfactidgs useful
information for the developing interventions to address variables that poséaftety patient
satisfaction and reduce variables that lower patient satisfaction.

In this study, health behaviors (patient-provider communication, interpersonal
treatment, and communications) increased the variability of patient satisfaccounted for
beyond by the contextual and individual characteristics from 29% to p£%.001).
Together, patient variables and health provider variables account for almost 8896 of
variability in patient satisfaction, and these findings are consistent withdsiesgonsibility.
For example, patients have the responsibility to communicate their concerns ifitchea
providers; however, they must also be open to suggestions and recommendations from healt
care providers. Likewise, health care providers have the responsibility totbgtatients,
show concern and respect for them, and be cognizant of mistrust and racism attitaigs a
African Americans.

Implications for Clinical Practice

Although contextual characteristics accounted for only 2% of the variahbilggtient
satisfaction, it does provide evidence for the importance of education from a policy
prospective. Large percentages of residents having at least a high scheelemgfits
overall health by improving patient satisfaction. Patients that are satigitih their care are
more likely to adhere to recommended treatment regimes and follow-up which should

decrease health care costs.
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Since health care facilities and providers cannot control who has less than a high
school degree, they need to know that African American men with less than a high school
degree may require additional attention to improve patient satisfaction. Witkeieeintions
are delivered at a'5grade level, health care providers in the clinical setting often present
information about prostate cancer screening, risk factors, treatment optidrssgl@ effects
at higher educational levels (Guerra, et al., 2007). Because patidiaictatisnow plays a
role in facility accreditation and financial incentives, lower levels aepasatisfaction may
hinder professional recognition and financial viability for health care tiasiland health
care providers.

Knowing that mistrust and racism are negatively associated with psaigsfaction,
steps should be taken to assess and eliminate policies, procedures, processes\nal per
that foster mistrust and racism in the health care setting. Institutions shaksida
concerted effort to diversify the health care setting by increasing tbenpage of minority
health care personnel, researchers, and leaders in prominent positions to makenastit
changes. Changes need to be made at the top executive levels to ensure divgramspro
and policies are sustained. Decreasing mistrust will take time, and thersotution to a
quick reversal to values and biases that people carry.

Since having access to care influences patient satisfaction, patients keed and
be able to actually have access to health care services when needed. lvergy be
frustrating for a patient if they have a medical problem but unable to getbassi when they
actually need it. More patient navigation programs are needed to assist individyafsng
better access to health care services. Funding research to encourage dstadbpm

innovative technologies to improve access to health care is needed. Neweotgebribht
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target increasing access to care should be promoted such as the ability tcestieelical
appointments online, participate in online chats about health information, provide patients
with the option to send in patient information electronically to health care preyatet to
closer monitor patients at home. Some of these technologies can increaseyacoeduce
visits to the clinic.

Clinicians need to know that religious participation positively influencesrgat
satisfaction and provides a source of support especially for African AaneridHealth care
providers should incorporate church involvement as part of the treatment regiatdeast
be mindful of how treatments may affect the patient’s ability to activelycpeate in routine
religious activities. Patients with concerns about their ability to contynpatticipate in
religious activities should be referred to the appropriate ministry orycsenyices.
Researchers need to tailor interventions that incorporate the teachingsiefisddrethe
members of the church instead of using the church as a venue to deliver intervefdions
example, interventions may recommend foods, actions, or activities that aretptbhibi
according to the teachings of that faith. Although interventions may have proven to be
effective in other populations, these interventions fail, because they do conform to the
teachings of that faith.

Health care providers and health care facilities need to know that Africendam men
will bring these individual characteristics into the health care faehtywill influence
health behaviors while at that facility and during interactions with heaihpcaviders.
These individual characteristics are also patient-controlled and mereabaha to change.

Unlike individual characteristics, health behaviors are health care provideolt=ant

This study illustrates that above all, how a patient is treated by the haxatprovider is the
110



most important predictor of patient satisfaction. Poor communications have leacasatt
levels of mistrust (R. L. Johnson, et al., 2004). This study has demonstrated thest mnstr
interpersonal treatment are the most important variables in predictingtsatisfaction in
this sample of African American men with prostate cancer. Interperseaathent is health
care provider-controlled and positively affects patient satisfactionusiss patient-
controlled and negatively affects patient satisfaction.

Current recommendations from the American Cancer Society emphasinegthi®r
informed decision making and use of decision aids (Brooks, Wolf, Smith, Dash, & Guessous,
2010), so it is paramount that conditions allow for adequate communication between the
patient and the health care provider. Patients need to have all the information to make an
informed decision, and that information should be clear and culturally relevant irtarder
make that decision. The persistent controversy surrounding prostate caaeemgcand
treatment (Andriole, Crawford, Grubb, et al., 2009; Schroder et al., 2009) furtherfiatens
the need for open discussions and patient-centered communications. In order to detect
prostate cancer, men must get screened, because there is no other wayito detee
symptoms start, the prostate cancer is usually in the later stagesowteenmes are poor
(American Cancer Society, 2009). There are considerable barriers preyeostege cancer
screening and subsequent treatment; however, none are more important thaednevets
of mistrust in health care providers and decreased levels of interpersomaéiveaf African
American men according to this study. Health care providers need to craateah cl
environment that allows African American men to feel comfortable and safe.

There must be a two-prone approach for interventions to address how health care

providers treat and communicate with patients, and how patients communicate with healt
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care providers. Patients can be taught how to better communicate with bealphaviders

by being assertive, participate in the interactions, ask more questiaifg,icfarmation

about treatments options side-effects, and follow-up appointments, and handle inagpropriat
health care provider behaviors. Lay health advisors are trusted membersiweithin t
communities and can be used to provide training for these men. Lay health advisds®ca
assist in bridging the gaps between health care institutions intentionsracahAmerican

men expectations.

Health care providers can benefit from cultural training instead of thaalult
sensitively training that occurs today. Cultural competency trainingsbeunandatory,
implemented early in medical education, and continually assessed for comphéaiagag
providers accountable such as assessing for patient satisfaction ompaderevaluations
may be helpful. Financial incentives for health care providers that maintaatiéislevel
of patient satisfaction among patients may be a more rapid way of changitigdaeal
provider behaviors. Due to interdependence, patients behaviors will change health ca

provider behaviors; although, these changes will probably occur at a much slower pace

Limitations
This study is limited by cross-sectional data of individual charattesj health
behaviors, and the outcome variables which were collected at one time point. Cross-
sectional data cannot assume causality and cannot be generalized beyond the values in this
data set (Shadish, Cook, & Campbell, 2002). Questionnaires were self-reported acid subj
to recall and bias. There is also the possibility of selection bias. Men could nigsipatad

in this study in hopes of receiving prostate cancer care that they would nattheneise
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received. The men in the study may also be different than the men that decided not to
participate in the study.

In the 41 counties where these men were located, those 25 years and oldes\htmles
a high school degree € .003) was negatively associated with patient satisfaction. Although
this study corresponds with other studies that have reported African Americantmen w
lower levels of education are less satisfied with patient care (F&nbsvn, et al., 2006;
Jayadevappa, Schwartz, et al., 2009b; Williems, et al., 2004), the ability for contextual
education to predict individual patient satisfaction is not meaningful.

It is not appropriate to compare the men in the study who answered the questions in
multiple questionnaires with a group that did not answer any questions in the questionnair
The sample in this study may not have been representative of the contextuakdstics
selected for this study (e.g. educational levels were higher in theestiraplin the counties
they lived). Also, there is no way to verify that participants received thalthhaare in the
counties in which they lived. It is common, especially in rural areas, folergsito travel
long distances to receive health care. Counties (41) were too numerous to Gmpare
provide useful information.

Spirituality, an important construct for African Americans, could not be askesite
the current scale which measures only religious beliefs. Additional infmmabout health
insurance was also a limitation of this study, because the different typestbfihsurance,
duration of health insurance, and the patient’s value of the health insurance was naeavaila
in the data set. Due to the accumulation of missing data, it was not possible tb get ful
representation of the entire sample when using hierarchical regressiansteoce, the

initial sample of 505 was reduced to 494 due to missing the dependent variable. This sample
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size was further reduced to 405 due to additional missing data. Although the inip& sam
was 505, a sample size of 405 could be used in the hierarchical regression. Thisatudy als

did not consider interactions between the available variables during theegnalys

Future Studies

Future studies should compare the results of this study with Caucasian merhin Nort
Carolina to determine if the same variables are significant in accountipgtient
satisfaction. Future research needs to explore reasons why mistrust cottinegrevalent
in a population with large percentages of men with health insurance, access goadre
habits of health care utilization, and a usual site of care located in doctar&sadfigroup
practices. Asking participants about how they rate the value of their heailtanos may
provide some insight to continuity of care. Adding a measure of spiritualigmpare with
religious beliefs would perhaps provide a better cultural context of having a gersona
relationship with God to guide health behaviors for African American men. FRitudies
should consider possible interactions between variables. Contextual chares tiiast

provide better measures for predicting patient satisfaction are needed.

Conclusions
This study identified that interpersonal treatment and mistrust were thradgto
important predictors in patient satisfaction for the men in this study. Tlabla selected
in the final model (less than a high school education, participation in religiougiestivi
mistrust, racism, perceived access to care, patient-provider communicaggpensbnal

treatment, and communications) accounted for 51%<.0001) of the variability in patient
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satisfaction. While contextual characteristigs=(.003,F = 13.36) accounted for only 2% of
the variability, individual characteristicp € <.001,F = 32.63) added 27% more, and health
behaviorsf = <.001,F = 51.6) added an additional 22%. Patient-control variables
(individual characteristics) and health care provider-controlled variétdedth behaviors)
are similar in the amount of variability in patient satisfaction theyagxplThis study also
provided evidence for the need to look at cultural factors of mistrust and racism when
considering individual characteristics. Patient satisfaction camindisrof future health care

utilization.
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Appendix A:

| BACKGROUND QUESTIONNAIRE | | | | | |

Now, I'm going to ask some general questions about your background and habits. Many people have never been in an
interview like this, so I'll start by explaining how it works. I am going to read you a set of questions, which everyone in
the study will be asked. Sometimes I'll ask you to answer in your own words. For other questions, I'll give you a list of
choices and ask you to pick the one that fits best. Try to answer the questions carefully and completely as you can. All
of your answers will be combined with others so no one will be able to tell what your particular answers were. Even so,
you don't have to answer any questions that you don't want to. If there's any question you don't want to answer
please tell me, and I'll just move on to the next one. . -

start time: . am pm

1. First, are you presently married, living as married, widowed, separated, divorced, or have you never married?
I___| Martied/Living as D Widowed I___| Separated D Divorced |:| Single/Never E] Refused

2. How many other people live in your home with you?
numberl:l:l []pon't Know |:] Refused

2a. How long have you lived here?
years I:I:I months |:| Don't Know D Refused

3. Do you consider yourself to be Hispanic or Latino? l:l Yes
D No D Don't Know |:| Refused
4. Do you consider yourself to be Cajun? I:‘ Yes
D No |____| Don't Know |:] Refused Skip to 5

4a, Was French spoken in your home when D Yes
you were a child?
|:| No D Don't Know |:| Refused

5. Do you cons;irder yourself to 5e Creole? N |_____| Yes
D No |:| Don't Know D Refused
6. What is your race? D Black or AA I___] White |:| Don't Know D Refused
Dlovertoeern [ [T T[T [ 1|

7. What is the highest grade or year of school you have completed? If you've attended vocational or technical school,
please include that in your answer. [DO NOT READ CHOICES]

D < 8th grade |:| HS GRAD D Some College |:] Some Grad Training D Don't Know

D Some HS |:| VO/TEC |__—| College GRAD |:| Grad/Prof Degree [___l Refused

8. Before you were diagnosed with prostate cancer, what kind of place did you usually go to when you had a medical
problem? [READ CHOICES]

[___| A doctors office or group practice D Emergency Room D No usual place Go to 9
D Public health clinic or community health ctr D Urgent Care Center D Don't Know Go to 9
|:] Hospital based clinic |:| Some other place (specify) |:| Refused Go to 9
D VA specify other | ‘ | I | 61317
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Appendix B:

u EENNNY

8a. Did you see a particular doctor, nurse or other medical person there, or did you see a different
erson at each visit? . .
P [:] Particular doctor, nurse or other medical staff D Don't Know

D Different doctor, nurse or other medical staff D Refused
9. Before you were diagnosed with prostate cancer did you have any health insurance?

|:|Yes DDon‘t Know Go to 9a

o —_9 Skip to 9b

I___| Refused —9 Skip to 9b
9a. Did you have any of the following types of insurance? [READ OPTIONS AND CHECK ALL THAT APPLY]

D Part A Medicare (pays hospitalization) [:] Private health insurance/HMO for any part of hospital bills
D Part B Medicare (pays doctor bills) l___l Private health insurance/HMO for any part of doctor's bills
D Part D Medicare (pays prescriptions) [:I Any other insurance that pays part of medical bills

D Medicaid or other public assistance/welfare programD Don't Know
] CHAMPUS/CHAMPVA [ Refused

9b. Were you able to receive free health care from a doctor, hospital, clinic, health center, or the Veteran's
Administration (VA)? I:' Yes

D No D Don't Know E] Refused

10. Did a doctor ever tell your father or any of your brothers or sons that they had prostate cancer? Please tell me only
about blood refatives, including half-brothers that you share one parent with. Please don't include stepbrothers or
adopted sons that aren't related to you by biood. [Include both living and deceased relatives.]

DYes > Go to 1l0a

[ Ino > Skip to 10b

D Don't Know D Refused Skip to 10b

10a. What relation was he [were they] to you? Was he [were they] 60 or older when diagnosed with prostate
_cancer? [LIST ALL FIRST DEGREE RELATIVES WITH PROSTATE CANCER]

Relativel: O Father [1Brother O Son [ Half-brother Ol < 60 Years Old |:| Don't Know |:| Refused
0060 + Years Old

O < 60 Years Old
060 + Years Old
O < 60 Years Old
0060 + Years Old

10b. Did a doctor ever tell any of your other blood relatives that they had prostate cancer?
[Grandfathers, uncles, great uncles, cousins, nephews (living or deceased)]

[ Ives => Go to 10c
[InNo = skip to 11

D Don't Know D Refused Skip to 11
61317
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Relative2: [0 Father [ Brother [ Son [ Half-brother |:| Don't Know [:| Refused

Relative3: O Father [IBrother OSon O Half-brother |___| Don't Know D Refused
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Appendix C:

MEDICINE
(REALM)

I am going to give you a sheet of words to say. These are words that doctors often use when talking to patients.
I'd like you to start with the word 'fat' and say the words as far down the page as you can. Please say each word
out loud. [Show Card RLM1 and RLM2]

fat

flu

pill
dose
eye
stress
smear
nerves
germs
meals
disease
cancer
caffeine
attack
kidney
hormones
herpes
seizure
bowel
asthma
rectal

OO0O0000o0Ooooooogouogoudog

incest

REV 1/01/2005
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fatigue
pelvic
jaundice
infection
exercise
behavior
prescription
notify
gallbladder
calories
depression
miscarriage
pregnancy
arthritis
nutrition
menopause
appendix
abnormal

OO0o0O0O0oooooooogoodog

syphilis
hemorrhoids [ ]
nausea ]
directed ]

Section end time: EI:!: I:I:] am pm

Page 3 of 14
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allergic
menstrual
testicle
colitis
emergency
medication
occupation
sexually
alcoholism
irritation
constipation
gonorrhea
inflammatory
diabetes
hepatitis
antibiotics
diagnosis
potassium
anemia
obesity
osteoporosis [ |
impetigo ]

OO0OCoO00o00oOoooooduoodoot

15184



Appendix D:

GOD SCALE (T1[[ ] .

Do you believe in God? [ _|No Skip to "Participation in Religious Activities"

DYes Goto1l

For some people a belief in God is a major source of strength, and it may or may not be for you. These next
questions are about your belief in God as it relates to health. Look at the choices for replying to each item. As I
read these questions, tell me the answer which best suits your belief. [Show Card GOD1]

1. Your well-being is in God's hands.

2. Health and strength are God-given gifts.

[:| D Not Sure

3. God will decide what will happen to your health.

4. God plays a big part in your health.

5. Only God can keep you healthy.

6. Only God can keep you safe.

7. God will protect your health.

8. Whether or not you get hurt is largely up to God.

D D |_—_] |:| D E] |:| D Strongly Disagree

0 O O [0 O O @O [oisagree
O O
O O
OO0 O O O O O @O [stronglyAgree
(0 [ O O O O @O [Jrefused/Don'tKnow

44260
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Appendix E:

PARTICIPATION IN RELIGIOUS r | |J L
ACTIVITIES

Do you participate in religious activities? I:I No Skip to "Prostate Cancer Diagnosis”

EIYes Goto1l

Some people use religious activities as a way of expressing their religious beliefs. Look at this card that has the
reply choices. As I read the questions, choose the answer which best describes how religion plays a part in your
life. [Show Card PRA1]

1. I attend religious crusades, revival meetings or missions.

D Not Sure

D Often

2. I attend religious services.

3. 1 listen to religious services on radio or TV.

4. 1 pray, either privately or with family.

5. Ideas I have learned from religion sometimes help me

understand my own life.

6. I contribute money to my place of worship.

O o O o o o
O o o o o o

7. 1 regularly take part in various activities in my religious
organization.

8. I feel that my friends who share my religious beliefs help me in
getting ahead in life.

9. The religious beliefs I learned when I was young still help me.

10. I feel that my friends who share my religious beliefs help me in
my marriage or relationships.

L] 1 o [] L] 0 O ] [[] [ VeryOften
ﬂg D |:| r_‘l D D D D D I___] I:l Refused/Don't Know

D D D D D D D I:l D D Never
L] ] O L] ] ] ] ] [1 [ AlmostNever

O O o
O o O

REV 9/01/2004
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Appendix F:

TRADITIONAL HEALTH BELIEFS I:

First, we want to know what you believe about cancer. People have a number of beliefs about cancer; what
causes it or how to treat it. Some of these beliefs relate to God; others to one's beliefs about health. There are no
right or wrong answers. When I read the questions, respond with YES if the statement is what you believe about
cancer; respond with NO if the statement is not what you believe. You do not have to answer every question.

[Show Card THB1]

(1] -

1. If a cancer is cut open in surgery, it will grow faster.

2. If a man has problems passing water, he should not bother to
see a doctor because by then it would be too late.

3. Men who started having sexual relations at a young age are more
likely to get prostate cancer than those who started in later life.

4, If a person has cancer, it is part of God's plan.

5. Cancer is caused by what people eat or drink.

6. If a person has cancer, there is no sense in trying to do anything
about it.

7. If a person prays about their cancer, medical treatments are not
necessary because God will cure it.

8. Cancer can be caused by dirty blood.

9, Someone can give you cancer by putting a root or spell on you.

10. People get cancer when they are tired and their resistance is
down.

11. God works through medical doctors to cure cancer.

12. You can catch cancer from other people.

13. A person with high blood is more likely to get cancer than a
person with normal blood.

REV 9/01/2004
. IRB:$20040629

121

D Yes
D No

I:] Yes
|:] No

I:] Yes
|:| No

I___| Yes

DNOV

[ ]ves
[ Ino

D Yes
I:I No

[:IYes
D No

DYes
D No

|:|Yes
|:| No

DYes
|:| No

D Yes
[ InNo

D Yes
D No

[]ves
D No

Page 16 of 17

D Refused
[ ] Refused
|:| Refused
|:| Refused
D Refused
[:I Refused

D Refused

[:] Refused

|___| Refused

|:| Refused
|:| Refused
D Refused

[ ] Refused

|:| Don't Know
D Don't Know
[_—_| Don't Know
[:] Don't Know
|:| Don't Know
D Don't Know

D Don't Know

7 |:| Don't Know

|:| Don't Know
[ ] pon't know
D Don't Know
|:] Don't Know

|:| Don't Know

44260



. T m
I:]Yes

14, If a person worries about their cancer a lot, it will get worse.
P J |:] No [:I Refused D Don't Know
Yes
15. If a person has cancer, their children are very likely to get it l:l .
too. E] No D Refused |:| Don't Know
Yes
16. The devil can cause a person to get cancer. D .
D No D Refused |:| Don't Know
|:| Yes
17. Nothing works to cure cancer or stops it from coming back. .
|____| No D Refused [:] Don't Know
44260
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Appendix G:

PHYSICIAN TRUST (T1[[ .

In the next set of questions I will read to you, I want you to tell me about your experience with
doctors, and with the health care system before you were diagnosed with prostate cancer. Using the
card with the response choices tell me how strongly do you agree or disagree with the following
statements. [Show Card P1]

1. I can tell doctors anything, even things that I might not tell
anyone else.

2. Doctors sometimes pretend to know things when he/she is really
not sure.

|:] E Not Sure

3. I completely trust doctors' judgements about my medical care.

4. Doctors care more about holding down costs than about doing
what is needed for my health.

5. Doctors would always tell me the truth about my health, even if
there were bad news.

6. Doctors care as much as I do about my health.

7. If a mistake were made in my treatment, doctors would try to
hide it from me.

8. I have sometimes been misled at hospitals.

OO
L1 O
OO
O
L1 O

9. Hospitals often want to know more about your personal affairs or
business than they really need to know.

10. Hospitals have sometimes done harmful experiments on
patients without their knowledge.

11. Rich patients receive better care at hospitals than poor patients
do.

O O O O O O O 0O O O [O L stonglybisagee
O O O O (0 [0 [0 OO [ [0 [ Refused/Don'tKnow

O O O O O O O 0O O 0O O [Coisagee
O O
O O

O O O O O O O O O 0O [ [Cstronglyagee

12. Male patients receive better care at hospitals than female
patients do.

[l

52704
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Appendix H:

u PERCEIVED ACCESSTOCARE [ [ [ [ [ |

As I read the following questions about health services, look at the response choices on this card and
tell me the response that best fits the experience you had prior to your diagnosis of prostate cancer.
[Show Card PAC1]

1. I was able to get medical care whenever I needed it.

2. Sometimes it was a problem to cover my share of the cost for a
medical visit.

] D Not Sure
D |:| Agree

3. Sometimes I would go without the medical care I needed
because it was too expensive.

4. Places where I could get medical care were conveniently located.
5. If I had a medical question, I could reach a doctor or a nurse for
help.

6. I had easy access to the medical specialist I needed.

7.1 had not seen a health care provider for at least three years.

O O o o O
O O o oo O

8. I didn't worry much about the cost when I needed to seek
medical care.

OO

9, I saw a different health care provider almost every time I had an
appointment.

OO

D D D D D I:l |:| I:l D |:| Strongly Disagree

D [:l D I_:I D D D D D D Disagree
l:l I:l D D D l:l D D D D Strongly Agree
O O 0O 1 OO O O [1 [ []Refused/Don'tKnow

10. I had a health care provider I felt comfortable talking to when
I needed medical care.

OO

52704
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Appendix I

| HABITS OF HEALTH CARE UTILIZATION [ | [ [ [ | W

Now we would like to know in your everyday life when you would seek health care from your
healthcare professionals. This is before your diagnosis of prostate cancer. As I read these questions,
tell me the response choice that best fits your experience. [Show Card HHC1]

Did you see a... |:| Nurse?
[:| Nurse Practitioner?
D Physician Assistant?
D Resident/Intern?

|:| Doctor?

1. Going to the doctor regularly is a normal part of how I take care
of myself.

2. I really have to be hurting before I go to the doctor.

[(] [[]MNotSure

3. I go to the doctor as soon as I get sick so I don't get worse.

4.1 only see a doctor when I'm seriously sick.

5. When I've been sick, I haven't seen a doctor or gone to a clinic

about it.

6. I usually ignore my sickness for a while to see if it goes away.

0 o
O O

7.1 get a checkup even when I'm not sick, just to make sure I'm OK.

[
U

8. I go to my doctor or clinic every year or two to get my PSA
measured for prostate cancer.

O O O O O 0O O [0 [pisagee
Il O d
[ 1 O | A
O O O O O O O 0O [Lstronglyagree

9. I go to my doctor or clinic every year or two to get a rectal exam
for prostate cancer.

D D D D D I:l I:I |:| D Strongly Disagree
1 O (1] [0 [ O O @O [Jrefused/Don'tKnow

[
[
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Appendix J:

RACISM WITHINHEALTHCARE [ [ [ [ [ | W
SETTINGS

We would like to know about your experience with doctors, or what you believe about how people are
treated by doctors and hospitals. As I read the following questions, look at this card for the response
choices, and choose the response that best fits with your belief or experience with the health care
system. [Show Card RWHS1]

1. Doctors treat African American and white people the same.

|:| D Strongly Agree
D [:l [:I [___l Refused,/Don't Know

D D Not Sure
I:l D Agree

2. Racial discrimination in a doctor's office is common.

3. In most hospitals, African Americans and whites receive the same
kind of care.

4. African Americans can receive the care they want as equally as
white people can.

1 [ [ [ stronglyDisagree
[0 [0 [ [pisagree

0 O

O O

O

52704
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Appendix K:

u COMMUNICATION [(TIT7] ™

For the next 5 questions that I will read to you, look at the response choices and tell me about the
talking that occurs when you see the urologist or person treating you for prostate cancer after you
were diagnosed. [Show Card CM1]

How would you rate the:

1. Thoroughness of your doctor's questions about your symptoms
and how you are feeling.

D |___| Not Sure
D D Good
[:I [:l D D D Very Good
(] [0 [ [ [ Refused/Don'tKnow

D Very Poor

2. Attention your doctor gives to what you have to say.

il
[

3. Doctor's explanation of your health problems or treatments that D D
you need.

4, Doctor's instructions about symptoms to report and when to seek [:I I:'
further care.

O O
O O

5. Doctor's advice and help in making decisions about your care. I___] |:|

52704
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Appendix L:

u INTERPERSONAL TREATMENT [ [ [ [ [ | W

For the next 5 questions that I will read to you, look at the response choices and tell me what you
think about the personal aspects of the care you receive from the person treating you for your
prostate cancer, and how you would rate the following. [Show Card IT1]

How would you rate the:

1. Amount of time your doctor spends with you.

D Not Sure
D Good

O O O O O verypoor
(] [ poor
]
[]
(1 [0 [0 @O O veryGood
[0 [0 [0 [ [ Refused/Don'tknow

2. Doctor's patience with your questions or worries.

3. Doctor's friendliness and warmth toward you.

O oo
OO
0o

4. Doctor's caring and concern for you.

5. Doctor's respect for you.

REV 9/01/2004
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Appendix M:

PATIENT PROVIDER COMMUNICATION [[ [ [ | M

Think about a visit to your urologist or clinic treating your prostate cancer. As I read each question,
please look at the response choices and tell me which response best describes your visit to your

urologist or clinic treating your prostate cancer. [Show Card PPC1]

1. During the visit, how much did the doctor tell you about your
prostate cancer and what he/she is doing to treat it?

D A great deal

2. During the visit, how much did the nurses and other treatment
staff tell you about your prostate cancer and what they are doing D
to treat it?

3. During the visit, how much did you tell the doctor about concerns l:l
you might be having about your prostate cancer?

4, During the visit, how much did you tell the nurses and other
treatment staff about concerns you might be having about your l:l
prostate cancer?

5. During the visit, how much did you help with the planning of your I:I
treatment?

REV 9/01/2004
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[[] Amoderate amount
[] Alitte

|:] Almost nothing

]
Ol
L]
[0 [0 [0 [0 [ Nethingatall

0o

OO0
00O O

D D D D D Refused/Don't Know

52704



Appendix N:

l PATIENT SATISFACTIONWITH [ [ [ [ [ | W
HEALTH CARE SYSTEM

Now I want to ask you a series of questions about your experience with the health care system and
your typical visit to your urologist and clinic. Look at the card with the response choices and choose
the response, which best describes how satisfied you are with your visit to the urologist or clinic
treating your prostate cancer. [Show Card PSH1]

Are you satisfied with the:

1. Amount of time it took to travel to the clinic or doctor.

2. Cost of getting to the clinic.

3. How easy it was to get to the clinic.

4, Time spent waiting to get an appointment.

5. Time spent waiting at the doctor's office to see a physician.
6. Time spent waiting in clinic to see nurses and treatment staff.
7. Amount of time spent with the physician.

8. Amount of time spent with nurses.

9. Information the doctors told you.

10. Information the nurses told you.

11. Quality of care received.

12. Increase in knowledge about your prostate cancer.

13. Improvement in how you are able to manage your prostate

cancer.
14. Reading material given to you by the doctors or nurses.

OO00O0O0O000OOO OO O Overy pissatisfied
OO0O0O0O0O000000 00 O Coissatisfied
OO0 O0O0O0O0O00O0000 O O O [Nt sure/Never
OO000O0O000000 00O O Osatisfied
OODOO00OO0OO0OO0O0O0O O O [dvery satisfied
OO0O000O0O0O00O0OO00O0O O O [JRefused/Don'tknow

15. The amount you paid for care received.

52704
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