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Abstract

Background: Patients presenting to their GP are often concerned their symptoms may be due to
cancer. However, there is a lack of evidence on the factors that influence patient decisions to undergo
investigation for suspected cancer in the general practice setting.

Aim: To identify the factors influencing patient decisions to undertake investigations for suspected
cancer in general practice.

Design & setting: An exploratory qualitative, semi-structured interview study of patients attending
rural and metropolitan general practices in Victoria, Australia.

Method: A purposive sample of 15 general practice patients aged >40 years participated. Thematic
analysis of transcripts drew on interpretative description methodology and shared decision-making
(SDM) theory.

Results: Cancer-related concerns such as ‘cancer worry’ prompt patients to seek investigations
from their GP. Participants prefer that their symptoms are investigated regardless of cancer risk.
The perceived ‘best test’ provides the most reassurance. Trust and SDM enhance dialogue between
patients and GPs about diagnostic testing strategies. Deterrents to testing included out-of-pocket
costs, waiting time, travel time, and competing work and family demands.

Conclusion: There may be a mismatch between efforts to rationalise investigation use and patient
preferences for investigation. SDM that incorporates patient concerns, facilitators, and barriers to
testing may ensure appropriate and timely investigation of cancer symptoms.

How this fits in

Existing research focuses on the factors associated with the delayed presentation of symptomatic
patients to general practice or delays in accessing treatment. There has been less emphasis on the
variables influencing patient decisions to undergo initial diagnostic testing. This study highlights how
factors such as ‘cancer worry’ motivate patients to request investigations and how barriers, such as
cost and inconvenience, may result in testing delays. Incorporating these factors into shared decisions
about testing strategies may result in improved dialogue and SDM between patients and GPs.
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Introduction

Patients often present to general practice with undifferentiated symptoms. These symptoms are more
commonly owing to benign conditions, but can also represent less common but serious conditions
such as cancer. In fact, most cancers are diagnosed after a symptomatic presentation to general
practice, including cancers where screening programmes exist.”? Differentiating which patients need
further investigation can be challenging in its own right, but this also needs to be balanced with
patient preferences while avoiding unnecessary or wasteful testing.

The Aarhus statement to improve the design and reporting of studies on early cancer diagnosis
defines the time points and intervals leading to cancer diagnosis and treatment.? This includes the
point at which patients first recognise symptoms and decide to discuss these with a clinician (appraisal
interval), followed by the point at which the first consultation is performed (help-seeking interval), a
diagnosis is made (diagnostic interval), and then treatment is started (pre-treatment interval).** This
article focuses on the decision-making process around the first investigations initiated in primary care,
which forms the initial part of the diagnostic interval.

Extensive literature has examined the factors associated with symptom appraisal and help-seeking
intervals.”? Less is known about the factors that patients consider when making decisions about
different testing strategies with their GP. A vignette study by Banks et al highlighted a preference
for cancer investigations across a range of symptom risks. Investigation choice was influenced by the
invasiveness of a test (for example, colonoscopy) and not by the cancer type or treatment options.™
Other evidence suggests that patients place a greater value on the perceived quality of an investigation
than the experiences related to the test such as discomfort.”"" Evidence on preferences for cancer
screening tests in asymptomatic patients has identified a range of other factors that influence patient
decisions, including not only test-specific elements (for example, test procedure, accuracy) but also
aspects of service delivery (for example, waiting time, location), potential outcomes (for example,
adverse events), and cost.”? There is a lack of evidence about how a combination of these factors is
incorporated into symptomatic testing decisions.

Patient preferences to investigate low-risk cancer symptoms has significant consequences for
resource allocation and cost-effective testing. Concerns about the overuse of medical tests have been
the focus of awareness campaigns such as Choosing Wisely, both in Australia and internationally, to shift
practice away from what has been coined ‘low-value’ tests.” This is especially pertinent in Australia,
where GPs have greater direct access to diagnostic tests compared with other high-income nations
such as the UK or Denmark.™ Greater flexibility of this ‘gatekeeping’ function has been suggested
to contribute to better cancer outcomes in Australia.”*" However, increased access to investigations
also raises concerns about overtesting, particularly for low-risk scenarios that may be better managed
with alternative, more efficient diagnostic strategies (for example, symptom monitoring and safety-
netting).

Simultaneously satisfying patient preferences and avoiding over-investigation is a challenge that
may be better understood through the lens of SDM."®"” SDM models are incorporated into clinical
guidelines to provide a framework for joint decision making between patients and clinicians, and are
ideally suited to scenarios where there is a mismatch between GP and patient perspectives about
testing.

The overarching purpose of this exploratory qualitative study was to identify attributes for a
future discrete choice experiment (DCE) on patient preferences for cancer investigations.’®"? DCEs
are a quantitative method for eliciting preferences by asking participants to state their preferred
choice across competing scenarios, each consisting of a combination of different characteristics,
termed attributes.?’ This study therefore aimed to explore the factors that influence patient
decisions to undergo testing when consulting their GP about symptoms that may be due to
undiagnosed cancer.

Method

The conduct and reporting of this study were guided by the Standards for Reporting Qualitative
Research (SRQR).?’
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The research team and reflexivity

BV, amale GP and PhD candidate, conducted the participant interviews. Participants were informed that
the interviewer was a GP, and care was taken to outline BV's role in the interviews as a researcher only.
None of the participants interviewed knew BV before the study. The broader research team consisted
of one academic GP and three experienced non-clinician researchers with expertise in qualitative
research design, SDM, and oncology research. Clinician-researchers have a unique understanding
of patient issues, which helps inform the research’s practical implications. However, this can also
introduce a power imbalance that may influence participant responses.?”#* The involvement of non-
clinician researchers in data analysis and interpretation helps to counteract biases and assumptions
introduced by clinician-researchers.?

Study design

Theoretical framework

This qualitative study drew on interpretative description (ID) methodology. While initially developed
to address the needs of nurse researchers, ID is well suited to examining clinical situations in other
applied health disciplines, such as general practice, which seek to understand patients' subjective
experiences and use this to inform clinical practice.?® ID recognises the interactions between
psychosocial and biological phenomena and employs systematic reasoning to orient research
towards the clinical context.??* SDM theory provides the theoretical scaffolding for data analysis,
and encourages clinicians and patients to openly discuss advantages, disadvantages, and alternative
options for diagnosis or treatment while also considering patient values and preferences before
arriving at a final decision.” Importantly, this means considering the breadth of factors that inform
patients’ decisions, including not only clinical factors (for example, test risks or efficiency) and disease
factors (for example, symptom severity, fear) but also psychological (for example, perception of risk),
social (for example, life events, family), relationship (for example, relationship with a clinician), and
health system factors (for example, access, waiting times)."®

Study setting and participant selection

A purposeful sample of patients aged >40 years from rural and metropolitan general practices in
Victoria was selected. Recruitment was undertaken in three ways. First, a poster advertising the study
was placed at the reception and in the waiting room of participating general practices. Second,
participants were identified from daily patient bookings and invited to join in person or via telephone.
Third, participants from other studies within the Department of General Practice at The University
of Melbourne who provided consent to be contacted for further research were selectively invited to
participate via email.

There was no requirement for participants to be consulting a GP for investigations at the time
of recruitment. However, it was expected that many patients in a GP waiting room would have
experienced seeing a GP about symptoms of concern and discussed investigation options. An age
threshold of 40 years was used for two reasons. First, approximately 20% of cancers occur in the
40-59 age group, and the predicted rate of new cancer cases over the next decade is greatest for
people aged 40-49 years.?* Second, similar UK studies have focused on patients aged >40 years,
enabling comparison with those findings.’?” Exclusion criteria were: no proficiency in English, and no
competency to consent for the interview.

A $50 AUD (approximately £30) gift card was used as an incentive for participation. In addition,
participants were given an information sheet about the study and written informed consent was
obtained before the interviews.

Data collection

A brief sociodemographic questionnaire was developed to understand the characteristics of the
participants (see appendix S1). The interview guide addressed the research question by drawing
on the author’s clinical experience and the existing literature. The interview guide enquired about
participants' experiences attending their GP with symptoms what conditions often caused them
concern and why . They were asked about their experiences with the investigative process, variables
that influenced their decision to undergo testing, and how decisions regarding testing were influenced
when cancer may be suspected (see appendix S1). The Primary Care Collaborative Cancer Clinical Trials
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Table 1 Demographic characteristics of partici-

pants (n = 15)

- ) ) . Demographic characteristic n %
was used to test the interview guide. To improve
clarity, minor changes were made to the question ~ A9e years
structure and terminology. 40-49 1 6.7
The interviews were unfllertaken between 9 50-50 4 267
May and 1 July 2022. Interviews were conducted
in person in a quiet room within the practice or 60-69 8 533
via videoconference, depending on participant >70 2 13.3
preference. Interviews lasted an average of 24 Sex
minutes (range 19-31 minutes). Interviews were
audio-recorded, transcribed verbatim, and de- Female 10 66.7
identified for analysis. Male 5 333
. Location
Data analysis
Rural 9 60.0

While an inductive thematic analysis was
conducted, there was an element of deductive Metropolitan 6 40.0
analysis due to the focus of the research question
and the purpose of the study. The coding
process drew on Braun and Clarke’s six phases
of thematic analysis and recommendations Certificate or diploma 6 40.0
regarding qualitative methods for attribute
development for DCEs."?® The transcripts were
loaded into NVivo software (release 1.0, released
in March 2020) for line-by-line coding.? Both BV Casual 1 6.7
and RB read an initial set of three transcripts.

Educational attainment

High school 7 46.7

University degree 2 13.3

Employment status

Part-time 6 40.0
An initial set of candidate themes were created,
and a thematic map was generated. Starting Full-time 2 13.3
preliminary data analysis after several interviews Retired 5 333
assisted in refining thematic categories, enabling Unemployed 1 6.7
these to be explored further in subsequent
interviews. Collated excerpts for each theme were ~ Frivate health insurance
examined and discussed to ensure consistency Yes 8 53.3
and coherence. The candidate themes and map No 7 46.7

were discussed with the research team during
fortnightly meetings. At each meeting, the codes
were revised until a final set of themes was agreed on.

Results

Participant characteristics

Twenty-five people were invited to participate, and 15 agreed to be interviewed for the study. This
sample size was sufficient to explore the specific focus of the research study and its primary purpose
to facilitate attribute development for a DCE. Participant demographic characteristics are outlined in
Table 1.

Interview findings
Six key themes were developed through data analysis, summarised in Table 2 and outlined in detail
below with illustrative quotations.

Theme 1: Cancer concerns that impact testing preferences

Participants described concerns that facilitated timely diagnostic testing. First, participants expressed
‘worry’ that the symptoms they had experienced may be owing to cancer. For some participants, this
could be pervasive and only relieved by the reassurance provided through further investigation. This
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Table 2 Themes and sub-themes derived from interviews with 15 Australian GP patients

Theme Sub-theme

Theme 1: Cancer concerns that impact testing preferences Motivated by cancer worry
Seeking early detection
Testing provides reassurance

Theme 2: Preferences for different approaches to testing  Less invasive initial tests are acceptable
The best test is always preferred

Theme 3: Test specific factors patients discuss with their Elements of the testing processes

GP Risks associated with different tests
Theme 4: Social and health system influences on test Waiting time for the test and test results
choice Travel time to have the diagnostic test
Balancing work and family demands
Theme 5: The cost of testing Out-of-pocket costs
Private versus public system
Theme 6: Aspects of the patient-GP relationship that Clinician trust
influence testing Shared decision making

concern was amplified when participants had a previous cancer diagnosis personally or in a family
member. As one participant described:

'l mean, it is just so natural that having dealt with cancer so much in my life, with everything, |
think, “okay, is this cancer?” All the time, “okay, is this cancer?” (ID 13, female, aged 62 years,
metropolitan)

Participants reported seeking investigations even when they were aware their symptoms had a low
possibility of being due to cancer. Some participants reported a sense of uncertainty when no testing
was performed after raising concerns with their GP. The low probability that a symptom was caused
by cancer was not regarded as reassuring. As one participant stated:

'It wouldn’t matter what the symptom was, one per cent or five per cent. I'd still want it done
because my fear of getting cancer outweighs the percentage. | want to know I'm fine.' (ID 11,
female, aged 64 years, metropolitan)

A subset of participants were motivated to pursue investigations through the desire for early
detection and intervention, believing that doing so would enhance prognosis and future quality of
life. One participant stated:

'Having the tests, if it identifies something that can be nipped in the bud, fixed up, whatever.
You ultimately end up with a better quality of life.' (ID 10, male, aged 59 years, metropolitan)

Theme 2: Preferences for different approaches to testing

Participants preferred testing strategies that provided the most reassurance. Invasive diagnostic tests,
such as colonoscopy, were perceived as more thorough than alternative tests for lower gastrointestinal
symptoms such as faecal occult blood testing. These were often preferred despite increased risks:

'Colonoscopy, I'd probably prefer to know for sure. | prefer the certainty, yeah, because | would
think if | had that sample, I'd hope it’s accurate sort of thing.' (ID 7, female, aged 59 years, rural)

The desire for more thorough testing strategies was often rooted in the desire for reassurance (see
theme 1). It was sometimes driven by patient concerns rather than those of their GP:

'The ovarian cancer stuff, that was very much initiated by me ... | used to have a lot more
concern around that than | probably do these days, but | was always upfront with saying | feel a
bit concerned about that, so | want to be more thorough.' (ID 14, female, aged 61 years, rural)

Participants perceived GPs who undertook further investigations as being more thorough. In
addition, investigations provided reassurance and confidence that all potential paths for determining
the cause of their symptoms were being pursued:
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'l probably would prefer to have an extra test rather than risk missing something. Because | think
then I've done all | can, the doctor has done all they can, and the rest is how it is.' (ID 09, female,
aged 62 years, rural)

Nevertheless, some participants were open to a stepwise approach to diagnostic testing where
appropriate, starting with initial less invasive tests and progressing to further testing if clinically
indicated:

'l would always look for the easier, quicker, simpler option. Yeah, and | would be quite happy
with the answers that they gave me if they were okay. If something were recommended from
that, to go further, | would deal with that, but | would always go the easier option.' (ID 3, female,
rural, aged 53 years, rural)

Theme 3: Test specific factors patients discuss with their GP

Select participants had concerns about the testing process, such as claustrophobia for computerised
tomography (CT) or magnetic resonance imaging (MRI) scans, or bowel preparation for colonoscopy,
although these were rarely considered barriers to testing:

'Well, | actually hate having a colonoscopy. That stuff | have to take ... it makes me vomit.
It's really bad. But it doesn’t deter me from the test, because I'd rather have that than miss a
cancer.' (ID 11, female, aged 64 years, metropolitan)

Other participants considered the risks associated with tests, such as pain or phobias related
to blood tests, radiation for imaging modalities, risks associated with procedural sedation, and
complications of procedures such as bowel perforation for colonoscopy:

'There was concern about having too many scans and things like that. | don’t fully understand it
... it's not chemical, that’s not the word, but what they use in those X-rays.' (ID 09, female, aged
62 years, rural)

Despite reporting awareness of risks, participants viewed the necessity of an investigation to
outweigh any associated risks:

"To be quite honest, | never worried about the risk. | know there’s a risk for any medical procedure,
but | put the benefits way higher than the risks. So, the risks to me don’t come into it.' (ID 4,
female, aged 67 years, rural)

Theme 4: Social and health system influences on test choice

Participants identified health system factors, such as longer wait and travel times, as issues they
discuss with their GP when deciding on testing options. Waiting time was significant for participants
who used the public rather than the private system. While this related to waiting time for the test, it
also included waiting time between test requests and follow-up appointments to discuss investigation
results:

'‘Over a few weeks that | had to wait in between appointments, the fear was pretty consuming
at the time, yeah. Yeah, it all turned out to be all right, but it was just the process.' (ID 2, female,
aged 55 years, rural)

Participants reported a trade-off between waiting time and symptom severity. Some participants
sought options in the private health system if their symptoms were concerning, which would expedite
the process. As one participant put it:

'If | hadn’t been dealt with quickly enough, or | wasnt going to be dealt with quickly enough,
for my wellbeing, then yeah, | would certainly go looking elsewhere.' (ID 3, female, aged 53
years, rural)

Participants reported the dilemma posed by limited access to specific tests such as MRI scans.
Where access to local services was limited, travel time to appointments was frustrating and a barrier
for participants living in rural areas. Others acknowledged this as an inconvenience but not a barrier
to testing, prioritising the need for tests over the additional travel:
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'It wouldn’t worry me if | had to drive if it was important for something that was a worry." (ID 7,
female, aged 59 years, rural)

For those working full-time or with young families, there were often challenges in arranging times
to attend appointments, and this was a potential cause for delay:

'l wouldn't have said I'd put one off. Well, you probably do, you've got to work it around your
family a little bit, but | wouldn't put it off for months at a time.' (ID 1, female, aged 45 years,
rural)

Theme 5: The cost of testing

The cost of medical tests was an important consideration for some participants. Participants with
financial difficulties would look for specific services with no out-of-pocket costs, either by asking
for a referral to a bulk-billing service or shopping around until one was found. However, for some
participants, out-of-pocket costs for testing would result in delays, as one person recounted:

'I've had to give myself an extra week or two to know I've got the money to pay for it. That's
happened a couple of times." (ID 3, female, aged 53 years, rural)

However, other participants reported that even when the cost was a barrier, their medical needs
would take priority, often drawing on various motivators for testing (theme 1), such as early detection
or reassurance:

'Money sometimes comes into how I'm feeling — | think, “oh gee, it’s a lot of money.” But then
| think to myself, it's better that | pay it and know that I'm clear.' (ID 11, female, aged 64 years,
metropolitan)

Theme 6: Aspects of the patient—GP relationship that influence testing

A strong patient-GP relationship was an important factor underpinning participant confidence
in investigative strategies. Fundamental to this was trust. Participants reported establishing trust
through an existing relationship with a regular GP, a GP’s inherent role as a trusted medical expert, or
a consulting style that reassured participants. As one participant stated:

'He was quite nice, and sort of showed that he cares about his patients. So, therefore, | trusted
him in his judgement and whatever he was doing." (ID 13, female, aged 62 years, metropolitan)

When participants trusted their doctor, they were confident regarding proposed diagnostic
strategies. In contrast, where there was a lack of established trust, participants showed increased
uncertainty about a recommendation, particularly when there was a mismatch between their
expectations for testing and GP recommendations. However, high levels of trust could also result in
participants adopting a passive role in decision making:

'l probably haven't asked too many questions about it. | suppose I'm very trusting in the fact
that I'm being guided by professionals who are doing the right thing by me.' (ID 01, female,
aged 45 years, rural)

However, regardless of trust, other participants expected to be actively engaged in discussions
about testing strategies to understand the indications for investigations.

'l would need to understand why I'd be having the test, regardless of who the doctor was. So,
| wouldn't just go and do tests without explanation as to why they were doing it ... As long as
there’s a valid reason, | would do it.' (ID 09, female, aged 62 years, rural)

Discussion

Summary
Incorporating patient preferences into clinical decisions is a fundamental aspect of patient-centred
care. This study has highlighted how cancer-related concerns, such as ‘cancer worry’, are powerful
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motivators for patients to pursue diagnostic testing even for low-risk symptoms. Participants
sought reassurance and expressed reservations about conservative testing strategies, such as
‘watchful waiting', preferring earlier higher-order tests such as CT scans or diagnostic procedures.
Few participants were concerned with the risks of investigations. Additional influences on people’s
decision making included system factors, such as waiting time, travel time, and out-of-pocket costs, as
well as competing work and family demands. There may be a mismatch between efforts to rationalise
investigation use and patient preferences for investigation. SDM, underpinned by guidelines and
health service structures that reflect patient concerns, may ensure appropriate, efficient, and timely
investigation of cancer symptoms.

Strengths and limitations

The research has allowed for in-depth analysis and comparison of the factors influencing patient
decisions about primary care investigations. Techniques were employed to improve study rigour,
including the following: having two people code a series of transcripts; iteratively discussing themes;
moving back and forth between the thematic map and the transcripts to ensure that the developing
coding scheme reflected the data; and having regular meetings at which the broader research team
discussed the developing coding framework. Recruitment was from Victoria’s rural and metropolitan
areas, improving the sample’s sociodemographic diversity. However, the sample was overrepresented
by rural and female participants and limited to English-speaking participants. Data were collected
across only two rural general practices in Victoria, meaning some findings may relate to issues faced
by patients in these specific practices and communities. Compared with other states in Australia, rural
populations in Victoria live comparatively closer to metropolitan centres, meaning the experiences of
the rural participants may differ from patients in more sparsely populated regions of Australia.

Comparison with existing literature

The findings make an important contribution to the literature. While much research has focused on the
factors associated with delays in patients presenting to general practice (that is, symptom appraisal
and help-seeking),”#?%?" a limited amount of research has focused on the factors considered by
patients when making decisions with their GP on preferred diagnostic strategies to investigate cancer
symptoms.

Participants in the study expressed concern that minor symptoms could be caused by cancer and
sought early detection or reassurance through testing. This is an important factor to consider when
understanding patient preferences for testing, particularly in the setting of overtesting, where the risk
of cancer is low. A vignette study by Banks et al highlighted that patients wanted to be investigated
for symptoms across both low and high cancer risk levels.” This is relevant to patient preferences
for testing as the presence of cancer worry among the general population is relatively common.
A UK study found that the majority of English adults worry at least occasionally about developing
cancer.’? In a recent Danish survey, half of patients reported worrying ‘a little about cancer’, and 37%
‘a lot about cancer’ when consulting their GP.* This has clinical implications as misalignment between
patient concern and GP suspicion increases the likelihood of having a prolonged time to diagnosis.*

The study found that GP trust and involvement in decision-making about investigations influenced
patient confidence in the diagnostic process. Trust in doctors was one of four criteria conceptualised in
a prior synthesis of the qualitative research on the determinants underlying effective patient—doctor
relationships.?* While other aspects of a patient—doctor relationship, such as continuity of care, were
influential in other studies, that was less relevant to the participants in the present study.*® Reasons for
this may relate to the structure of the Australian primary care system, which allows patients to choose
and move between different GPs and practices.

Participants in the study regarded clinicians who ordered investigations to be more thorough.
Many patients will likely attend their GP expecting to be referred for investigations. For instance, a
waiting-room survey of general practice patients found that more than one-quarter of patients wanted
blood tests before seeing their GP.?* Expectations for investigations may have implications on the
testing patterns of GPs, with focus group research highlighting the effect of perceived pressure on
decisions to investigate.?” Most patients found conservative strategies, such as watchful waiting, less
acceptable than pursuing definitive diagnostic testing, even if the test carried risks that may outweigh
the benefits. How safety-netting strategies are discussed with patients impacts their acceptability.*
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Passive rather than active safety-netting can be interpreted as being dismissive and may create a
greater sense of uncertainty for patients.®® When patients are looking for reassurance through
investigations, improved dialogue about different diagnostic strategies, such as watchful waiting,
might help to address people’s concerns and enhance the acceptability of these options.

The study found that travel time, waiting time, and the cost of investigations were incorporated
into patient decision making about diagnostic testing strategies. Limited access to diagnostic tests,
such as CT scans, and specialised tests, such as colonoscopies, contribute to diagnostic delays in rural
populations.?"*? Rural patients balance travel time to appointments against other work and family
commitments. In such instances, local testing options may be preferred over other options located
further away, even if they have greater diagnostic accuracy. Waiting times for procedures, such as
diagnostic endoscopy, are considerably shorter in the private system. This is important as three-
quarters of diagnostic colonoscopies in Australia are performed privately, while 55% of Australians
have no private hospital insurance.?”*’ Therefore, many patients need to weigh up the anxiety
associated with diagnostic uncertainty and the waiting time for the tests against the cost of paying to
have diagnostic procedures sooner through the private system.*’

High out-of-pocket fees are a financial barrier to accessing specific diagnostic tests for some
patients. Out-of-pocket costs for consumers account for 17% of healthcare spending in Australia,
which is considerably higher than in other countries with similarly structured health systems.*” While
out-of-pocket costs for pathology services have remained stable, diagnostic imaging contributes the
fourth-highest out-of-hospital out-of-pocket costs for patients, with approximately 70% spent on
ultrasounds.*? Rising out-of-pocket costs for investigations may be an obstacle to timely investigation
and diagnosis for cancer, particularly for lower socioeconomic groups, creating inequities in outcomes.

Implications for research and practice

This study has highlighted various factors that could be incorporated into SDM about diagnostic
testing strategies for cancer symptoms in general practice. By highlighting a mismatch between
campaigns such as Choosing Wisely and patient preferences to be investigated at low thresholds
using more intensive testing, the findings have implications for efforts to rationalise primary care
investigations. In addition, the study has highlighted important implications for policymakers,
emphasising the challenges posed by health system factors, such as travel time, waiting time, and the
cost of investigations on the decisions of patients. While this study describes factors that influence
patient decision making for diagnostic testing, it does not identify which factors patients consider most
important, how these may be traded off in different scenarios, or how testing preferences vary across
different subgroups of patients. Further research using a DCE could provide a more comprehensive
picture of patient decision making. Research on this topic with non-English speaking people and other
minority groups is also warranted.
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