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LEARNING OBJECTIVES

After completing this course, the reader will be able to:

1. Enumerate reasons for a patient-centered model of care and plan changes in your practice/facility consistent with
patient-centered care.

2. Differentiate between the general preferences of male and female cancer patients and tailor care of individual
patients accordingly.

This article is available for continuing medical education credit at CME.TheOncologist.com.CMECME

ABSTRACT

Aim. Improving quality of care for cancer patients re-
quires insight into their specific wishes, needs, and pref-
erences concerning cancer care. The aim of this study
was to explore the impact of gender on cancer patients’
needs and preferences.

Patients and Methods. Data were obtained from 386

questionnaires assessing cancer patients’ preferences
for health care. Multivariate regression analyses were
performed with data obtained from medical oncology
patients treated in seven Dutch hospitals, using the
scales of the questionnaire as dependent variables.

Results. Patients rated safety, expertise, performance,
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and attitude of physicians and nurses highest on their
list of preferences. There were significant differences
between male and female patients concerning prefer-
ences in health care in 15 of the 21 scales and in two of
the eight single items. Without exception, women found
the care aspects mentioned in these scales and items
more important than men. Multivariate regression
analysis showed that, of all the patient- and disease-
related factors, gender was the most important indepen-
dent predictor of patient preferences.

Conclusion. Gender impacts cancer patients’ needs and
preferences and should be taken into account for optimal
cancer care. Cancer care might be tailored toward gender,
for example, with regard to the means and extent of com-
munication, manner and extent of support, counseling and
rehabilitation, consultation length, and physician assign-
ment. The results of this study may guide health care pro-
fessionals and organizations to develop a gender-specific
health care approach to further improve cancer patient–
centered care. The Oncologist 2010;15:648–655

INTRODUCTION

In a report from the Institute of Medicine (Washington)
from 2001, “patient centered care” was defined as “care that
is respectful of and responsive to individual patient prefer-
ences, needs and values, ensuring that patient values guide
all clinical decisions” [1]. Today, health care organizations
put effort into making their care and treatment based as
much as possible on the wishes of patients. An important
argument for health care organizations to increase patient
satisfaction is the belief that satisfied patients are more
likely to cooperate with their treatment, continue their use
of medical services, and maintain a good relationship with
their physicians. Greater patient satisfaction is associated
with better clinical outcomes [2–7].

At the same time, health care organizations need to save
costs in an increasingly competitive environment that com-
pels them to deliver demonstrably efficient, effective, and
high-quality care. As a result of these developments, the
emphasis on providing health care is shifting from a ser-
vice-centered and fragmented care organization to inte-
grated patient-centered care. To further improve health
care, organizations have therefore focused on assessments
of specific needs and wishes of patients.

Patients with cancer are a specific subgroup of patients.
They encounter severe physical, existential, and emotional
problems. Evaluation of the best possible health care for
cancer patients concerns not only aspects that are medical
but also aspects that are directly linked to the patients’ qual-
ity of life, their personal aspirations, needs, and values, and
the quality of their relations. Therefore, it seems likely that
cancer patients have different needs and expectations with
regard to their care than other patients [2, 3, 8, 9]. The se-
vere impact of cancer on the patient and his/her family re-
sults in the desire for information and a more critical
appraisal of the care received. Consequently, there is an in-
creasing demand from patients to play an active role in im-
proving the quality of care they receive [10]. To reach this
goal, it is important to gain insight into cancer patients’

views on health care and their specific wishes, needs, and
preferences [11].

To obtain insight into the specific preferences of cancer
patients, we developed a patient health care preference
questionnaire, based on the patients’ unrestricted input
[12]. It should be noted that this questionnaire is not a sat-
isfaction questionnaire, but a questionnaire that evaluates
the importance of care aspects.

Over the last decade, there has been increasing attention
on differences between men and women concerning health
care. Therefore, we wondered whether the gender of cancer
patients would influence their preferences as assessed by
our questionnaire. Generally, men and women differ with
regard to thinking, solving problems, memory, and sensi-
tivity to danger or threat [13, 14]. The literature suggests
significant differences concerning health care between men
and women with respect to communication styles [15], con-
fiding in crisis [16], coping with illness-related distress [17,
18], the use of psychosocial support [16–21], and their in-
volvement in medical decision making [22, 23].

The aim of this analysis was to determine the impact of
gender on cancer patients’ preferences for health care. We
compared the influence of gender with that of other patient-
and disease-related variables that might influence patient
preferences (including age, educational level, type of can-
cer, presence or absence of metastatic disease, years since
diagnosis, and days of hospitalization) [24–28].

PATIENTS AND METHODS

The research protocol was approved by the Medical Ethics
Commission of the University Medical Center Utrecht.

Questionnaire
The development of the Cancer Patients’ Health Care Pref-
erence Questionnaire is described elsewhere [12]. Briefly,
items were generated during 10 focus group interviews be-
tween June 2004 and December 2005 with a total of 51 can-
cer patients. During the focus group interviews, participants
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were stimulated to have a free flow of ideas without any in-
terruption from the interviewer.

Based on the focus group interviews, a questionnaire
containing 136 items was generated. Each item evaluates
the level of importance on a four-point scale, ranging from
not important (1) to somewhat important (2), important (3),
and extremely important (4). All scores of scales and single
items are transformed to a score of 0–100, with high values
indicating a high level of importance.

After a pretest, the questionnaire was distributed among
patients in care of medical oncologists from six community
hospitals and one university medical center. Doctors and
nurses of these departments handed out the questionnaires
to an unselected sample of consecutive cancer patients. The
questionnaires were encoded by the hospital. A cover letter
informed patients about the aim of the study and the impor-
tance of their input. Respondents were assured that their an-
swers would be kept confidential and that the data would be
processed anonymously. A phone number and e-mail ad-
dress to contact the project manager were provided. Re-
spondents could complete the questionnaire at home and
send it back anonymously in a self-addressed prestamped
envelope. A reminder was sent to each patient after 4 weeks.

Patients did not sign a consent form for the study.
An explorative factor analysis was performed, resulting

in 21 scales containing 115 items and eight single items.
The process of deleting and including items into scales is
described elsewhere [12]. The internal consistency of the
21 scales was sufficient for most of the scales. Six scales
(Mistakes by Professionals, Consultation and Transfer,
Patient File Confidentiality, Accessibility of Services, Ap-
pointments, and Fellow-Patient Interaction) had a Cron-
bach’s � value � 0.70, probably because of the low number
of items (two to four) in these scales. Because the mean in-
teritem correlation coefficient was sufficient, we decided to
retain these scales in the questionnaire [12].

Statistical Analyses
Data were analyzed using the Statistical Package for the So-
cial Sciences, version 15.0 (SPSS Inc., Chicago, IL).

Differences between male and female patients with regard
to the means of the scales and single items of the questionnaire
were studied using Mann-Whitney tests and by calculating ef-
fect sizes for statistically significant differences. According to
Cohen’s thresholds [29], an effect size (ES) �0.20 indicates a
trivial effect, an ES �0.20 to �0.50 indicates a small effect, an
ES �0.50 to �0.80 indicates a moderate effect, and an ES
�0.80 indicates a large effect. An ES �0.20 reflects a relevant
difference between groups [30].

Next, each of the 21 scales was analyzed separately.
First, a simple regression analysis was performed, analyz-

ing which of the following patient and disease characteris-
tics (independent variables) had a significant influence on
the scales of the questionnaire (dependent variables): gen-
der (male or female), age (�50 years, 50–65 years, or �65
years), educational level (high or low), presence or absence
of metastases (as indicated by the patients), type of cancer
(breast, gastrointestinal, urogenital, or other), years since
diagnosis (�1 year, 1–5 years, or �5 years), days of previ-
ous hospitalization (�1 week, �1 week), and hospital (ac-
ademic or affiliated).

Table 1. Patient characteristics (n � 386)

Characteristic n (%)

Sex
Male 134 (35)
Female 252 (66)

Age
18–50 yrs 126 (33)
51–65 yrs 145 (38)
�66 yrs 115 (30)

Level of education
High 162 (42)
Low 222 (58)

Type of cancer patients were treated for
Breast cancer 174 (45)
Gastrointestinal cancer 79 (21)
Urogenital cancer 76 (20)
Other (head and neck, lung, skin) 57 (15)

Type of treatmenta

Chemotherapy 300 (78)
Hormonal therapy 99 (26)
Experimental treatment 17 (4)
Radiation therapy 176 (46)
Chemoradiation 12 (3)
Surgery 278 (72)

Stage
Metastases present 273 (72)
Metastases absent 108 (28)

Years since diagnosis
�1 yr 143 (38)
1–5 yrs 145 (39)
�5 yrs 88 (23)

Previous hospitalization
Yes 324 (85)
No 58 (15)

Days of previous hospitalization
�1 wk 166 (52)
�1 week 155 (48)

aPatients could tick off several answers.
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Variables with a p-value � .2 in the simple regression
analysis were included in a multivariate regression analysis,
using a forward stepwise method. To avoid an inflated type I
error resulting from multiple testing, we applied a Bonferroni-
type correction procedure, considering independent variables
to be significant in the multiple regression model only if they
had a p-value � .0024 (p � .05/21 variables).

RESULTS

Between October 2006 and March 2007, 681 question-
naires were handed out to patients. In total, 396 question-

naires were returned. Ten questionnaires were received
after the cutoff date and were not included in the analysis.
The data are based on responses from 386 patients, trans-
lating into a 57% response rate. The characteristics (self-
reported) of these patients are summarized in Table 1.

The mean scores of scales and single items for the whole
group and by gender are shown in Table 2.

Patients set the highest value on treatment in a safe en-
vironment by skilled doctors and nurses, able to communi-
cate well. Of relatively less importance were the orga-
nizational and environmental factors.

Table 2. Mean (SD) scores of scales and single items for the whole group and by gender

Scale
Total
(n � 386)

Gender

Female
(n � 252)

Male
(n � 134) ES

Mistakes by Professionals 90 (13) 92 (13) 87 (14)b .37
Physician and Nurse Expertise 89 (11) 90 (10) 88 (11) –
Consultation and Transfer 84 (14) 86 (13) 82 (14)a .30
Physician Attitude 81 (13) 83 (13) 78 (13)b .38
Patient File Confidentiality 81 (18) 84 (18) 75 (19)c .49
Opportunity to Choose in Care and Treatment 80 (14) 82 (14) 77 (15)c .35
Nurse Attitude 78 (14) 81 (14) 74 (13)c .51
Communication and Information 77 (12) 79 (11) 74 (13)c .43
Accessibility of Services 77 (14) 78 (14) 73 (13)b .37
Waiting Periods 76 (16) 80 (14) 69 (18)c .71
Support, Counseling, and Rehabilitation 61 (20) 65 (19) 55 (20)c .52
Alternate Sources of Information 60 (23) 63 (24) 54 (21)c .39
Appointments 59 (18) 61 (17) 55 (21)a .32
Rooms and Facilities 57 (14) 58 (15) 54 (14)a .27
Food and Beverages 56 (19) 56 (19) 56 (19) –
Presence of Loved Ones 49 (26) 50 (27) 48 (26) –
Privacy 46 (22) 49 (21) 42 (21)b .33
Patient Habits 43 (22) 43 (23) 43 (21) –
Patient Interest Groups 37 (23) 40 (23) 32 (22)c .35
Conveniences 37 (16) 37 (17) 36 (16) –
Fellow-Patient Interaction 17 (19) 17 (19) 17 (20) –
Single items

Hospital Equipment 84 (20) 83 (20) 84 (20) –
Consultation at ER by Own Doctor 79 (20) 80 (21) 77 (20) –
Written Information 77 (21) 80 (20) 73 (22)b .34
Support of a Case Manager 74 (24) 76 (23) 71 (25) –
Continuity in Care 72 (22) 77 (20) 65 (23)c .57
Support by Paramedical Staff 68 (18) 69 (19) 66 (16) –
Attention for Nutrition 68 (22) 68 (22) 67 (22) –
Leaving Choices to Doctors and Nurses 66 (32) 67 (31) 63 (33) –

–: ES not calculated as the difference was not statistically significant.
ap � .05.
bp � .01.
cp �.001 (Mann Whitney tests).
Abbreviations: ES, effect size; SD, standard deviation.
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There were significant differences between male and fe-
male patients concerning preferences in health care for 15
of the 21 scales (71%) and for two of the eight single items
(25%). For all these scales and single items, without excep-
tion, women found the care aspects mentioned in these
scales and the single items more important than did their
male counterparts. A moderate to large effect was found for
the scales Waiting Periods, Nurse Attitude, and Support,
Counseling, and Rehabilitation, and for the single item
Continuity in Care.

The p-values of the simple regression analysis are
shown in Table 3. Of the variables examined, gender, age,
and type of cancer showed the lowest p-values. With regard
to age, there were significant differences (p-value � .05)
among age groups for 13 scales. In all these 13 scales, pa-
tients aged �65 years showed the lowest mean scores; the
scores for the age groups �50 years and 50–65 years were
generally comparable. In other words, older patients at-
tached the lowest value to care aspects mentioned in 62% of
the scales (data not shown).

Because there was a clear pattern of differences in mean

scores of scales and single items between breast cancer on
the one hand (invariably showing higher scores) and gas-
trointestinal, urogenital, and other tumors on the other hand
(data not shown), we dichotomized type of cancer (breast can-
cer versus other) for the multivariate regression analysis.

The multivariate analysis (Table 4) showed that gender
had the strongest impact on patient preference. It was an in-
dependent predictor for eight of the 21 scales (38%): Phy-
sician Attitude, Opportunity to Choose in Care and
Treatment, Nurse Attitude, Communication and Informa-
tion, Accessibility of Services, Waiting Periods, Support,
Counseling, and Rehabilitation, and Privacy.

Furthermore, type of cancer (three scales), educational
level (three scales), and presence/absence of metastases
(two scales) independently influenced the degree to which
patients found care aspects important.

In all scales for which type of cancer influenced the de-
gree to which patients found care aspects important, breast
cancer patients scored the highest. Concerning educational
level, patients with a lower educational level found commu-

Table 3. p-values for simple regression analyses

Gender Age
Educational

level Metastases
Type of
cancer

Yrs since
diagnosis

Days of
hospitalization Hospital

Scale

Female
versus
male

<50 yrs versus
50–65 yrs
versus >65 yrs

High versus
low Yes versus no

Breast cancer
versus other

<1 yr versus
1–5 yrs
versus >5
yrs

<1 wk versus
>1 wk

Academic
versus
affiliated

Mistakes by Professionals .004 .022 .020 .644 .001 .907 .518 .595

Physician and Nurse Expertise .058 .044 .516 .368 .353 .164 .555 .026

Consultation and Transfer .017 .119 .145 .508 .279 .477 .516 .847

Physician Attitude .001 .009 .443 .027 .007 .867 .738 .979

Patient File Confidentiality .000 .000 .447 .154 .000 .361 .255 .800

Opportunity to Choose in Care
and Treatment

.000 .001 .657 .063 .001 .442 .477 .505

Nurse Attitude .000 .007 .273 .514 .001 .200 .074 .123

Communication and Information .000 .042 .000 .037 .000 .129 .303 .834

Accessibility of Services .001 .065 .727 .240 .017 .451 .860 .534

Waiting Periods .000 .000 .499 .389 .000 .163 .034 .024

Support, Counseling, and
Rehabilitation

.000 .005 .015 .042 .000 .171 .026 .123

Alternate Sources of Information .000 .000 .000 .919 .000 .144 .008 .398

Appointments .003 .011 .075 .986 .038 .420 .163 .407

Rooms and Facilities .016 .352 .039 .001 .268 .539 .213 .043

Food and Beverages .830 .742 .104 .023 .506 .903 .033 .792

Presence of Loved Ones .334 .143 .886 .001 .571 .684 .954 .538

Privacy .002 .009 .066 .624 .015 .113 .930 .812

Patient Habits .910 .129 .243 .063 .946 .633 .236 .147

Patient Interest Groups .000 .004 .231 .668 .001 .056 .008 .588

Conveniences .388 .174 .358 .002 .815 .479 .059 .645

Fellow-Patient Interaction .778 .701 .000 .310 .255 .819 .270 .198
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nication and information and fellow-patient interaction
more important than did higher educated patients. Higher
educated patients found aspects related to alternate sources
of information more important. The presence or absence of
metastases was a predictor for rooms and facilities and for
the presence of loved ones. In these cases, patients with me-
tastases found the mentioned care aspects in these scales
more important than did patients without metastases.

Age, years since diagnoses, days of hospitalization, and
hospital had no influence on the scales. Seven scales were
not influenced by any independent variable, namely, Phy-
sician and Nurse Expertise, Consultation and Transfer, Ap-
pointments, Food and Beverages, Patient Habits, Patient
Interest Groups, and Conveniences.

DISCUSSION

Providing optimal care for patients with cancer requires in-
sight into the true preferences and wishes of this vulnerable
patient group. The aim of this study was to determine the
impact of gender on cancer patient preferences for health

care. Although several studies have been published on the
relationship between patient characteristics and patient sat-
isfaction [25–27, 31, 32], there is limited information about
the impact of gender on cancer patient preferences.

Previous studies concerning gender and satisfaction
with care have reached inconsistent conclusions. Some
studies found a clear relation between patient gender and
satisfaction [25, 26, 31], whereas others did not [24, 33, 34].
In the studies in which a relation was found between gender
and satisfaction, men tended to be more satisfied with sev-
eral aspects of care than women [25, 26, 31]. Larsson et al.
[35] found that female patients receiving medical and surgical
care attached significantly more value to the quality of care.

Our study showed that there are significant differences
between female and male cancer patients with regard to
health care preferences. Generally, men regarded most care
aspects as less important than women did.

Multivariate analyses revealed that gender had much
more impact on patient preferences than other patient- and
disease-related factors. Women particularly attached

Table 4. Multivariate regression analyses

Scale Predictor p-value
Regression
coefficient

Mistakes by Professionals Type of cancer .001 4.510

Physician and Nurse Expertise –

Consultation and Transfer –

Physician Attitude Gender .001 4.708

Patient File Confidentiality Type of cancer .000 8.401

Opportunity to Choose in Care and Treatment Gender .000 5.647

Nurse Attitude Gender .000 6.822

Communication and Information Gender .000 5.334

Educational level .001 4.238

Accessibility of Services Gender .001 4.981

Waiting periods Gender .000 10.620

Support, Counseling, and Rehabilitation Gender .001 7.901

Alternate Sources of Information Type of cancer .000 8.791

Educational level .001 8.274

Appointments –

Rooms and Facilities Metastases .001 5.437

Food and Beverages –

Presence of Loved Ones Metastases .002 9.410

Privacy Gender .002 7.281

Patient Habits –

Patient Interest Groups –

Conveniences –

Fellow-Patient Interaction Educational level .000 7.038

653Wessels, de Graeff, Wynia et al.

www.TheOncologist.com



higher value to aspects as measured by the scales Nurse At-
titude, Support Counseling and Rehabilitation, and Conti-
nuity of Care. These scales and single item are related to
attitude and support issues. That women attach more value
to psychosocial support is consistent with other research
[18, 21, 36]. Compared with men, women may access sup-
port services more readily [16, 17, 19–21], and they value
the opportunity to share their feelings and concerns with more
confidantes [20, 21]. Men tend to seek out psychosocial sup-
port from different sources than women (i.e., often from their
wives) [16, 17, 20, 21]. Female patients report higher levels of
unmet support needs [36] and feel less satisfied even if emo-
tional support is available [21]. The importance of nurse atti-
tude in this study is probably related to the important role
nurses play with regard to psychosocial support.

For some types of cancer (e.g., breast, ovarian, gyneco-
logical, or prostate cancer), gender and type of cancer are
obviously interrelated. If type of cancer is found to be as-
sociated with health care preferences, this may be a result of
the influence of gender. As our multiple regression analysis
showed, gender was more important than type of cancer for
most preference variables. Having breast cancer was the
strongest independent predictor for only three scales.

Contrary to our expectations, age was not an indepen-
dent predictor for cancer care needs and preferences. Age
was only significant in the simple regression analyses and
not in any one of the final models. Satisfaction studies gen-
erally show a tendency for older patients to be more satis-
fied than young and middle-aged patients [25, 26, 32].
Younger patients prefer a more active role in decision mak-
ing and participation in health care [22, 23]. It is important
to realize that our study had a relatively low number of
young people with cancer (patients aged 18–35 years com-
prised only 5% of the study population). This reflects the
low incidence of cancer at this young age, but it may lead to
an underestimation of the specific needs of young patients.
The younger generation today is more educated and trained
to find information when needed, is more critical toward
authorities, and demands dialog, respect, and good service
[28]. During the focus group interviews, young people ex-
pressed specific needs and preferences concerning care and
treatment, including continued support to reintegrate into
their previous daily routine (home, work, school, etc.), clus-
tering patients of roughly the same age during their hospital
stays, access to leisure activities, and being able to maintain
their own individual daily rhythm. Additional studies of
this younger patient group are required.

A possible limitation to our study is patient selection.
Because our patient population was recruited through med-
ical oncologists, our findings may only reflect the need of

this patient group and not that of other cancer patients. This
aspect warrants further study.

Furthermore, the impact of gender may be nationally or
culturally determined and not be valid in other countries or
cultures.

The results of our study may be used to make health
care more patient centered. Health care organizations
have recognized that patient-centered care not only pro-
vides a benefit for the patient but also saves costs. True
patient-centered care should ensure that each patient re-
ceives the best possible care. For example, the optimal
care for a highly educated woman with metastatic breast
cancer will be different from the optimal care for a lower-
educated man with a nonmetastasized form of cancer.
With regard to gender, care should be tailored to certain
aspects of care, for example, the extent and manner of
communication, extent and manner of support, counsel-
ing and rehabilitation, length of consultation, assignment
of physician, choices in treatment and care, and offering
privacy.

CONCLUSION

Male and female cancer patients differ in their preferences
concerning health care. While gender is but one of the as-
pects influencing patients’ health care preferences, in our
study population it is apparently the most important. These
results should encourage health care professionals to be-
come more aware of gender differences and help them to
better recognize, understand, and address the specific needs
and wishes of patients. Therefore, in striving for providing
optimal patient-centered cancer care, gender should be
taken into account. Based on our findings, future research
should focus on the impact of gender on health care prefer-
ences in a prospective setting.
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