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Background: We used the Therapy Preference Scale, a 30-item questionnaire, to determine cancer
treatment preferences of adults with cancer. Methods: We used Wilcoxon’s rank sum test and Fisher’s
exact test to compare the preferences of younger (<60 years) versus older adults (≥60 years). Results:
While 56% of patients would accept treatment offering increased life expectancy at an expense of
short-term side effects, 75% preferred maintenance of cognition, functional ability and quality of life
to quantity of days. Oral instead of intravenous treatment (p = 0.003), shorter hospital stay (p = 0.03),
preservation of cognitive function (p = 0.01) and avoidance of pain (p = 0.02) were more important to
older patients compared with younger patients. Conclusion: Many patients prioritized maintenance of
cognition, functional ability and quality of life; older patients valued oral treatment, shorter hospital stay,
preservation of cognitive function and avoidance of pain.

Lay abstract: Understanding the preferences of adults with cancer is important for physicians to develop
personalized cancer treatment plans. We used a self-reported 30-item questionnaire, the Therapy
Preference Scale, to help patients express their preferences with regard to safety, efficacy and other
aspects of therapy. While 56% of the patients in our study would accept treatment offering increased life
expectancy at an expense of short-term side effects, 75% preferred maintenance of cognition, functional
ability and quality of life to quantity of days. Compared with younger patients, older patients preferred
oral instead of intravenous treatment, shorter hospital stay, preservation of cognitive function and
avoidance of pain.

Tweetable abstract: We used a novel questionnaire, the Therapy Preference Scale, to help cancer
patients their treatment preferences. Results show that older patients prefer oral treatment, shorter
hospital stay, preservation of cognitive function and avoidance of pain.
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Understanding the therapy preferences and priorities of a patient with cancer is critical for selection of an appropriate
treatment. In an era of increasingly complex therapies, patients’ preferences can help physicians to formulate a
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personalized treatment plan [1,2]. Patients’ preferences may differ based on their perspectives on various aspects of
treatment including intent of therapy, side effects or adverse events, treatment burden (including out-of-pocket
expenses) and quality of life [3]. Many factors play a significant role in determining patients’ preferences for cancer
treatment, which may include age, functional and cognitive status, social and financial support, accessibility to
healthcare services, and opinion from the patient’s healthcare team and family [4].

Treatment decisions can be difficult and are often made after discussions between the oncologist and the patient.
Cancer treatments are usually complex, and decisions often have to be made quickly. Feelings of fear and uncertainty
are common with a new diagnosis of cancer, disease progression or relapse. These factors can potentially lead to
hasty decisions which may not always reflect patients’ preferences [5,6]. In addition, a lack of clear communication
regarding patients’ preferences may affect clinical decision-making and lead to treatment choices that do not match
patients’ goals and expectations [5,7]. Mismatch between the informational needs and the type of information
physicians provide, and variability between physicians’ comfort with discussing patients’ goals and preferences,
have been reported [8,9].

We developed a self-reported 30-item questionnaire, the Therapy Preference Scale (TPS; Supplementary Material)
to help patients contemplate and express their values and preferences with regard to the safety, efficacy and other
aspects of therapy [1,10,11]. Here we report the responses of 100 patients who filled in the TPS in our study. We
also analyzed responses of patients <60 years compared with those ≥60 years to determine whether age influenced
treatment preferences.

Patients & methods
Therapy Preference Scale
We developed the TPS on the basis of a theoretical model incorporating three key domains of treatment – safety,
efficacy and therapy characteristics – that can affect patients’ choice of cancer treatment [1,10]. As described in
further detail in previous papers, the TPS captures patients’ rating of the importance of safety, efficacy and
other characteristics of systemic cancer treatment (19 questions, scored on a scale of 1–10) and importance of
one aspect of treatment over others (eight questions; a four-item Likert scale with choices of ‘strongly disagree’,
‘disagree’, ‘agree’ and ‘strongly agree’) [1,10]. In addition, patients’ choices on the intent of therapy (cure, extend life or
relieve symptoms), maximum acceptable out-of-pocket expenses (US$1000, US$5000, US$10,000, US$15,000 or
US$20,000) and minimum life expectancy gain to accept cancer treatment (3, 6, 9, 12 or 15 months) are gathered
through the three other questions [10,12]. The cost range in out-of-pocket expenses was based on our observations
and initial discussions with the patients and providers who helped us finalize the questionnaire. Many of the
insurance plans in the USA have deductibles and co-payments that amount to a few thousand dollars. The price
ranges do not reflect the idea of cost–effectiveness of a drug. While some patients may be willing to pay more than
$20,000 a year, given the median per capita income of about $34,000 the price range was limited to $20,000 [13].

Study design & participants
Patients with any cancer type, regardless of the stage, treatment type, duration of diagnosis and current state of
cancer were recruited from the University of Nebraska Medical Center between July 2019 and December 2019.
Patients were approached for enrollment during a scheduled outpatient visit or when hospitalized at the Fred
and Pamela Buffett Cancer Center. Eligible patients were identified with the help of their oncologists. Patients
were asked to complete the TPS based on their current treatment preferences. Our study was approved by the
institutional review board at University of Nebraska Medical Center. All patients signed written informed consent.

Eligibility criteria
Eligible patients were adults aged ≥19 years with a diagnosis of cancer, able to speak and understand English, able
to provide informed consent and sufficiently stable from a clinical perspective to complete the survey. We excluded
patients with any condition (e.g., schizophrenia, major depression, other mental illness) that could potentially
interfere with survey completion. We did not enroll any critically ill patients such as those in intensive care unit.

Data collection & analysis
Demographic, cancer-specific and therapy-related data were collected by a review of medical records and patient
interviews. Data were descriptively summarized using frequencies and percentages. Median and interquartile range
(IQR) were used to present the relevant data. We also performed comparisons of answers between younger and older
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Table 1. Patient characteristics.
Variable Total patients Age <60 years (n = 45) Age ≥60 years (n = 55)

Current age (median, range) 61 (23–89) 51 (23–59) 65 (60–89)

Age at diagnosis (median, range) 59 (21–82) 48 (21–59) 64 (60–82)

Race (n, %)
– White
– Black
– Others

92 (92)
4 (4)
4 (4)

39 (87)
2 (4)
4 (9)

53 (96)
2 (4)

ECOG† (n, %)
– 0
– 1
– ≥2

29 (29)
53 (53)
13 (13)

11 (26)
24 (57)
7 (17)

18 (34)
29 (55)
6 (11)

Type of malignancy (n, %)
– Breast cancer
– Lung cancer
– GI/hepatobiliary/pancreatic cancers
– Genitourinary cancer
– Hematological malignancies
– Others

16 (16)
16 (16)
11 (11)
9 (9)
39 (39)
9 (9)

8 (18)
4 (9)
5 (11)
3 (7)
21 (46)
4 (9)

8 (14.5)
12 (22)
6 (11)
6 (11)
18 (32.5)
5 (9)

Currently on treatment (n, %)
– Yes
– No

52 (52)
48 (48)

24 (53)
21 (47)

28 (51)
27 (49)

Intent of therapy (n, %)
– Curative
– Palliative
– Others

62 (62)
34 (34)
4 (4)

27 (63)
16 (37)

35 (66)
18 (34)

Current state of malignancy (n, %)
– Remission
– Not in remission/others‡

– Relapse/refractory/recurrent
– New diagnosis

46 (46)
24 (24)
22 (22)
8 (8)

23 (51)
10 (22)
10 (22)
2 (5)

23 (42)
14 (25)
12 (22)
6 (11)

Treatment change planned at the visit (n, %)
– Yes
– No

12 (12)
88 (88)

5 (11)
40 (89)

7 (13)
48 (87)

†ECOG was not available in five female patients.
‡Chronic lymphocytic leukemia patient with no indication for treatment.
ECOG: Eastern Co-operative Oncology Group performance score; GI: Gastrointestinal.

adults (<60 years vs ≥60 years) on a per question basis. We chose the 60-year cut-off that is usually utilized in
hematological malignancies to define the older patient population [14–17]. Questions measuring safety and quality
of life, effectiveness and treatment characteristics on the 10-point Likert scale (Table 2) were compared using
Wilcoxon’s rank sum test for independent samples [18]. Questions measuring treatment preferences in the four-
item Likert scale were compared using Fisher’s exact test [19]. Responses of ‘strongly disagree’ and ‘disagree’ were
categorized into ‘disagree’, while responses of ‘strongly agree’ and ‘agree’ were categorized into ‘agree’ for the purposes
of this analysis (Table 3 & Supplementary Table 1). A significance level of p < 0.05 was used to determine statistical
significance for each comparison; p-values were unadjusted, and the overall study-wide error rate is >0.05.

Results
A total of 112 patients were approached. Of 100 patients who consented, 92 completed the entire survey and eight
missed one or more questions. The median age of the study participants was 61 years (range: 23–89), 55% were
aged ≥60 years, 56% were female and 63% had solid tumors (Table 1). At the time of enrollment, 52% of patients
were receiving cancer treatment, 40% had completed treatment and 8% were newly diagnosed and had not yet
started treatment. The median time to complete the survey was 10 min (IQR: 7–13).

Safety & quality of life
Avoiding long-term damage to one’s ability to think, remember things and make decisions (cognition) was the most
important goal for the patients (median: 10; IQR: 8–10), followed by avoiding long-term damage to their ability to
complete daily activities (median: 9; IQR: 8–10) and avoiding serious side effects (median: 9; IQR: 8–10; Table 2).
Avoiding short-term side effects and the ability to maintain cognition or do daily activities had median responses
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Table 2. Patient responses to questions in the scale of 1–10.
Question (n) Questions Total patients,

median (IQR)
Patients aged <60 years, median
(IQR)

Patients aged ≥60 years, median
(IQR)

Safety and quality of life

1 Maintains your appearance 5 (3–8) 5 (2.25–7) 6 (4–8)

2 Maintains your sex life 5 (2–8) 5 (2.25–7) 5 (2–8)

3 Avoids serious side effects 9 (8–10) 9 (8–10) 9 (8–10)

4 Avoids short-term damage to your ability to think,
remember things and make decisions

7 (5–9.25) 6.5 (5–8) 8 (5–10)

5 Avoids long-term damage to your ability to think,
remember things and make decisions

10 (8–10) 10 (8–10) 10 (9–10)

6 Avoids short-term damage to your ability to do
daily activities such as grooming, eating, or
self-care

8 (5–9) 7 (5–8) 8 (5–9)

7 Avoids long-term damage to your ability to do
daily activities such as grooming, eating, or
self-care

9 (8–10) 9 (8–10) 9 (8–10)

8 Maintains your ability to have a child 2 (1–8) – –

9 Maintains your ability to remain employed while
undergoing cancer treatment (select ‘not
applicable’ if you are unemployed or retired)

7 (4–9) – –

Effectiveness of cancer treatment

10 Helps you live longer without necessarily
achieving a cure

9.5 (7.75–10) 9 (7–10) 10 (8–10)

11 Offers the chance of a cure† 10 (9–10) 10 (10–10) 10 (9–10)

12 Relieves your symptoms such as fatigue, pain or
shortness of breath without necessarily increasing
your life expectancy or achieving a cure

8 (5–10) 7 (5–10) 8.5 (7–10)

Treatment characteristics

13 Cancer medicine is given as a pill rather than by
vein

5 (3.75–8.25) 5 (2–8) 7.5 (5–9)

14 Treatment is available in a clinic close to your
home (for example, within 2 h)

8 (7–10) 8 (6–9.75) 9 (8–10)

15 Treatment is associated with a short or no hospital
stay (for example, less than a week)

8 (5–10) 8 (5–9) 9 (7.25–10)

16 Treatment limits the number of invasive
procedures (for example, biopsies) necessary for
making treatment decisions

8 (6–9) 8 (6–9) 8 (6–9)

17 Treatment does not significantly disrupt your
lifestyle (for example, due to frequent doctor
visits or blood tests)

7 (5–8) 7 (5–8) 8 (5.25–9)

18 Cost you pay for treatment, such as out-of-pocket
expenses, is affordable

9 (7–10) 8.5 (7–10) 9.5 (7.25–10)

19 Treatment does not result in a significant burden
to your family or friends (for example, due to care
necessary at home or for getting you to doctor
visits)

8 (7–10) 7.5 (7–10) 9 (7–10)

†Range is 3–10; for all other questions, range is 1–10.
IQR: Interquartile range.

of 7 (IQR: 5–9.25) and 8 (IQR: 5–9), respectively. Similarly, maintaining appearance, sex life and ability to have a
child were scored 5 (IQR: 3–8), 5 (IQR: 2–8) and 2 (IQR: 1–8), respectively.

Effectiveness of cancer treatment
Treatments offering a chance of a cure (median: 9.5; IQR: 9–10) and helping patients live longer without cure
(median: 10; IQR: 7.75–10) were rated as very important; responses were more varied for treatment which relieved
symptoms without necessarily achieving a cure (median: 8; IQR: 5–10). When asked to rank priorities, cure (60%),
increased life expectancy (29%) and symptom relief (11%) were prioritized. The majority of patients (88%) would
reject a harsh treatment for improved life expectancy of ≤6 months (Figure 1).
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Table 3. Treatment preferences based on four-item Likert scale.
Question (n) Statements Age <60 years Age ≥60 years Odds ratio (95% CI)

age <60 vs age ≥60
p-value

Agree (%) Disagree (%) Agree (%) Disagree (%)

21. Living longer is important to me even if
treatment will result in side effects such
as life-threatening infection

28 (67) 14 (33) 27 (54) 23 (46) 1.7 (0.7–4.4) 0.3

22. Living longer is important to me even if
treatment will result in poor quality of
life

15 (36) 27 (64) 16 (32) 34 (68) 1.2 (0.4–3.1) 0.8

23. I would accept a treatment that is very
effective but results in a financial
burden including debt

30 (71) 12 (29) 26 (52) 24 (48) 2.3 (0.9–6.1) 0.08

24. I would travel long distance (for
example, 2 h or more) multiple times
during treatment to receive care from
cancer experts

39 (93) 3 (7) 45 (90) 5 (10) 1.4 (0.3–9.9) 0.7

25. I would undergo a more effective
treatment even if the treatment causes
significant pain (for example, mouth
sores or stomach cramps)

39 (93) 3 (7) 37 (74) 13 (26) 4.5 (1.1–26.6) 0.02†

26. I would undergo treatment that
maintains or improves my quality of life
but does not help me live longer

30 (71) 12 (29) 42 (85) 8 (16) 0.5 (0.1–1.5) 0.2

27. I would rather live a shorter life than
permanently lose my ability to think,
remember things and make decisions

27 (64) 15 (36) 44 (88) 6 (12) 0.2 (0.1–0.8) 0.01†

28. I would rather live a shorter life than
permanently lose my ability to do daily
activities such as grooming, eating or
self-care

28 (67) 14 (33) 38 (76) 12 (24) 0.6 (0.2–1.7) 0.3

†p � 0.05.

11%

60%

29%

Cure Increased life expectancy Symptom relief

Most valuable

Figure 1. Patient preferences for intent of therapy.

Treatment characteristics
Treatment with affordable out-of-pocket expenses (median: 9; IQR: 7–10), treatment available in a clinic close to
home (median: 8; IQR: 7–10) and treatment with less burden to family and friends (median: 8; IQR: 7–10) were
important. Fewer invasive procedures and a reduced disruption of patients’ own lifestyles had median scores of 8
(IQR: 6–9) and 7 (IQR: 5–8), respectively (Figures 2 & 3).
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$1000 $2000 $3000 $5000 $10,000 $15,000 $20,000

25%

16%

24%

24%

1%1%
9%

Out-of-pocket expenses

Figure 2. Patient preferences for
out-of-pocket expenses.

3 months 6 months 9 months 12 months 15 months

50%

5%
8%

6%

31%

Minimum expected extension of life
expectancy

Figure 3. Patient preferences for minimum
increase in life expectancy to make harsh
treatment worthwhile.

Treatment preferences
Just over one-half (56%) of the patients were willing to accept short-term side effects for increased life expectancy;
31% agreed that living longer was more important even if treatment would result in poor quality of life (Table 3).
The majority of patients (≥75%) would prefer treatment improving quality of life, maintaining cognition or
maintaining functional ability over increasing life expectancy. Almost 60% would accept effective treatment despite
financial burden; 60% were willing to pay US$10,000 or more out-of-pocket for their cancer treatment. The
majority (80%) would travel a long distance multiple times to receive treatment from cancer experts.

Preferences based on age
When asked to rank priorities, patients aged ≥60 years, in comparison to patients aged <60 years, prioritized cure
(67 vs 55%), increased life expectancy (28 vs 30%) and symptom relief (5 vs 15%). Four responses in the TPS
reached statistical differences between younger and older patients. Patients aged ≥60 years, compared with those
<60 years, preferred cancer medicine be given as a pill rather than intravenously (median score: 7.5 vs 5; p = 0.003)
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and preferred treatment with short or no hospital stay (median score: 9 vs 8; p = 0.03). Among younger patients,
93% would agree to a more effective treatment even if the treatment caused significant pain, compared with 74%
of older patients (p = 0.02). Compared with 88% of younger patients, 67% of older patients would be willing to
accept a shorter life expectancy rather than permanently losing the ability to think, remember things and make
decisions (p = 0.01).

Discussion
In this study we utilized a novel self-reported questionnaire, the TPS, to explore patients’ preferences regarding their
cancer treatment and compared the responses from younger and older adults. Regardless of age group, patients in
general valued improved life expectancy, even when treatment would result in short-term serious toxicities, but not
necessarily when the likely improvement in life expectancy was ≤6 months. Avoiding long-term impairments of
cognition, functional ability and quality of life was of greater importance than improved life expectancy to many.
Also, reducing treatment burden on family and friends was important to patients, even more so than avoiding
disruption of patients’ own lifestyle; this is an important finding of this study.

Among the participants, 60% indicated cure as their priority rather than an increase in life expectancy or
symptom relief. This preference differed with age, with about two-thirds of younger patients prioritizing cure
compared with about one-half of older patients. Younger patients were more willing to undergo effective treatment
in spite of a risk of significant pain. Older patients were more likely to prefer maintenance of cognitive ability and
memory over prolongation of life. The use of oral chemotherapy and the likelihood of a shorter hospital stay were
more important for older adults than for younger patients.

Prior studies have reported increased survival as a highly important outcome; however, studies focusing on
patient preferences with exact delineations of the term ‘cure’ versus ‘increased life expectancy’ are sparse [20–22]. Prior
studies also indicate that patients hope for durable responses and possible cure despite reports of modest survival
gain and minimal chances of long-term survival [23,24]. However, it should be noted that patients’ expectations
of survival benefit for curative-intent versus palliative-intent therapy may be different, leading to differences in
treatment preferences. For patients with non-small-cell lung cancer with estimated survival of 3–5 years, adjuvant
chemotherapy after curative resection was considered worthwhile if the survival increased by ≥9 months [25]. In
another study of locally advanced or metastatic gastric cancer, patients expected a survival benefit of at least 6 months
before undergoing palliative therapy with increased side effects. In palliative-intent therapy, preservation of cognitive
ability and quality of life are considered to be equally, if not more, important compared with survival [20,26,27].
However, it should be noted that the treatment patterns differ significantly between solid and hematological
malignancies; the difference between curative and palliative therapy may not always be discrete, especially in
hematological malignancies, thus putting curative and palliative intent in the same continuum for patients’ goals
and preferences. Similarly, patient preferences may differ based on the current status of the cancer and its treatment;
for example, newly diagnosed patients may focus more on effectiveness and survival, while patients in remission
may prioritize less toxicity and side effects. Notably, our patient cohort would avoid harsh treatment if the survival
benefit was ≤6 months, which aligns well with existing literature [22,28]. This is an important factor to consider
during drug development and approval, as patients may forgo treatment with short survival benefit but significant
adverse effects [29,30].

Literature directly comparing differences in treatment preferences among older and younger patients is limited.
While prior studies have demonstrated that older patients regard functional ability and cognitive function highly,
our results demonstrate that older patients do value survival as a significant factor. Similarly, functional and
cognitive abilities are important factors when considering treatment preferences in younger patients. Oral instead
of intravenous treatment, shorter hospital stay, preservation of cognitive ability and freedom from pain were
more valuable to older patients than younger patients. In a study of patients with breast cancer, older patients
more commonly reported a wish to maintain their current quality of life and independence, rather than taking
chemotherapy with significant side effects [31]. Similarly, older adults are known to value health outcomes, such
as maintaining cognitive ability and functional status and freedom from pain and other symptoms, more than
survival [26,28,32]. Older patients preferred low burden of treatment, including shorter hospital stay, which aligns
well with the preferences of older adults in our study [32]. Thus factors such as treatment being available closer
to home or a shorter commute to the treatment center, short or no hospital stay and oral instead of intravenous
chemotherapy do affect patient preferences, even though they may not be high on the priority list [20,33–36].
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Cancer costs are an important patient concern, with skyrocketing costs of several newer therapies and the
risk of serious financial burden. Financial burden is known to affect patients’ compliance with cancer treatment,
health disparities and decreased quality of life [37–39]. However, out-of-pocket costs are not frequently addressed
and discussed in detail by the patients and the physicians when making important treatment decisions [38]. In
our study, more than one-half of the patients were willing to accept financial burden and pay ≥US$10,000 for
effective treatment; however, the affordability of cancer treatment was considered highly important. One study of
patients with chronic lymphocytic leukemia observed that a modest increase in out-of-pocket cost significantly
affected patients’ treatment preferences [40]. Most patients are not able to afford huge out-of-pocket expenses
such as US$100,000; however, many insurance plans have out-of-pocket expenses of a few thousand dollars.
A report by the American Cancer Society Cancer Action Network indicated that patients spent US$5.6bn in
out-of-pocket costs for cancer treatment in 2015 [41]. Patients paid around US$5000–$13,000 out of pocket
with a comprehensive insurance plan, compared with more than US$50,000 with a short-term limited-duration
insurance [41]. Comprehensive insurance plans usually require higher premiums than short-term limited-duration
plans and may not be affordable for some patients. In contrast, short-term limited-duration plans may have
lower premiums but do not cover essential health care costs, including prescription medications. Thus elucidating
patients’ ‘financial’ treatment preferences and affordability has an important and practical clinical implication.

Our study has potential limitations because of a small sample size which prohibited subgroup analyses. The
single-center study design may limit generalizability. Many patients enrolled in the study had already received
treatment; the study findings may be different for newly diagnosed patients. Newly diagnosed patients may focus
more on treatment aggressiveness and prolonging life, in contrast to patients in remission who may focus on
avoiding toxicity. Treatment preferences may also change over time and may need to be recaptured with changes in
disease status or patients’ health. We excluded patients who were admitted to the intensive care unit with serious
medical illness, who may have different preferences than patients recruited at clinics or those admitted in a hospital
with less severe illness. Nonetheless, overall, more than 80% of the patients approached were willing to complete the
survey, which indicates both their willingness to participate in a study regarding their preferences and the feasibility
of the study. Patients, on average, took 10 min to complete the TPS, indicating that the TPS can be filled out
during clinic visits despite the time constraints.

Our study has important strengths, and the results have clinical implications for therapy selection. We utilized
a novel scale and gathered patient perspectives on a number of factors relevant to treatment preferences including
patients’ preferences to trade off between safety and efficacy, out-of-pocket costs, an increase in life expectancy
that is meaningful for a patient, and several other treatment characteristics. Discussion of such factors can engage
patients in shared decision-making and may lead to selection of treatment that is felt to be the most appropriate
for a patient [3].

Conclusion
Our study results demonstrate that many patients are willing to accept short-term side effects for improved life
expectancy but prefer maintenance of cognition, functional ability and quality of life. Harsh treatment offering
≤6 months’ improvement of life expectancy was not valued. Oral instead of intravenous treatment, shorter hospital
stay, preservation of cognitive function and avoidance of adverse effects resulting in significant pain are more
important to older patients than younger patients. Our study highlights the utility of discussing patients’ priorities
and preferences in clinical practice; the TPS can help physicians develop in-depth understanding of patient
preferences and guide selection of treatment that will meet patients’ goals of care.
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Summary points

• In an era of increasingly complex therapies, understanding the therapy preferences of a patient with cancer can
help physicians to formulate a personalized treatment plan.

• We utilized a novel self-reported 30-item questionnaire, the Therapy Preference Scale, to determine
patients’ preferences with regard to safety, efficacy and other aspects of therapy.

• We recruited 100 patients with any cancer type, regardless of the stage, treatment type, duration of diagnosis or
current state of the cancer.

• 56% of patients were willing to accept treatment offering an increase in life expectancy or a cure at an expense
of short-term side effects.

• ≥75% of patients would prefer treatment improving quality of life, maintaining cognition or maintaining
functional ability over increasing life expectancy.

• When asked to rank priorities, patients aged ≥60 years, in comparison to patients aged <60 years, prioritized
cure (67 vs 55%), increased life expectancy (28 vs 30%) and symptom relief (5 vs 15%).

• Oral instead of intravenous treatment, shorter hospital stay, preservation of cognitive function and avoidance of
pain were more important to older patients than younger patients.

• Our study highlights the utility of discussing patients’ priorities and preferences in clinical practice.
• The Therapy Preference Scale can help physicians develop in-depth understanding of patient preferences and

guide selection of treatment that will meet patients’ goals of care.
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