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Abstract

Former research has identified stigmatizing attitudes toward cancer patients in the general population. Little is known
about (implicit) attitudes of physicians toward cancer patients. By using the prototype approach, the study investigated
German physicians’ prototypical perceptions of cancer patients. Five hundred nineteen physicians (mean age: 46 years,
47% female) who regularly treat cancer patients participated in the questionnaire study. Participants were asked to
state three prototype attributes that describe the “typical cancer patient.” Open format answers were coded on the
dimensions favorability (coded with unfavorable, favorable, or neutral) and gender-stereotypicality (coded with masculine
stereotypical, feminine stereotypical, or gender-neutral). Of all prototype attributes (N = 1,589), 69.9% were coded as
unfavorable and 14.3% as favorable, the remaining attributes were neutral (15.9%). Analysis of gender-stereotypicality
revealed that nearly half of the attributes (49.5%) were compatible with the feminine, whereas only 6.5% were
compatible with the masculine stereotype. The remaining attributes (44.0%) were gender-neutral. There were no
significant associations between prototype favorability or gender-stereotypicality and demographic/professional
characteristics of physicians. The prototype approach was successful to identify (implicit) attitudes toward cancer
patients and might be more sensitive than social distance scales when investigating stigmatizing attitudes. Physicians
described the “typical cancer patient” with predominantly unfavorable and feminine attributes, while favorable
attributes were underrepresented and positive masculine attributes were barely mentioned. The finding that the
“typical cancer patient” lacks (positive) masculine attributes should be followed up in further research.
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Introduction

Prevalence and Consequences of Cancer
Patient Stereotypes

What is the image of the typical cancer patient? Nearly 50
years ago, Tringo (1970) examined the social distance of
U.S. students and rehabilitation workers toward individu-
als with different disabilities, such as alcoholism, blind-

ness, diabetes, mental illness, and cancer. The author let .
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the participants rate the degree of closeness they would
allow persons with several disabilities. He reported the
social distance to people with cancer to be higher than,
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for example, to people with heart disease, blindness, or to
amputees. Katz et al. (1987) conducted a study among
U.S. lay people and healthcare personnel with a focus on
their perceptions of cancer, AIDS, cardiac, and diabetic
patients, using semantic differential items. Cancer
patients were perceived as less competent, more
depressed, more dependent, and sicker compared to
patients with diabetes, heart diseases and the comparison
group “most people.” Cho, Smith, et al. (2013) investi-
gated public attitudes toward cancer patients in a large
population of people with no history of cancer in South
Korea. The authors reported that 23-48% of participants
agreed or strongly agreed to discriminating statements
(e.g., ,, I feel uncomfortable when I am with cancer
patients”’). The public image of cancer and the related
stigma as perceived by Health Care Professionals (HCP)
was the focus of a qualitative study conducted by Simon
etal. (2011) in the UK. Twenty-one HCP were asked how
they perceive the prevailing stereotype of, and the public
attitudes related to cancer in the general population.
According to the participating HCP, the public attitude of
cancer is dominated by negative and pessimistic beliefs
(e.g., cancer as a “death sentence”), while positive views,
for example, successes in cancer treatment, are underrep-
resented (Simon et al., 2011).

Marlow and Wardle (2014) focused on public cancer
stigma and developed the Cancer Stigma Scale (CASS),
a questionnaire that aims to assess cancer stigma in non-
patient populations. In 2015, a study using the CASS in
large UK sample revealed that lung cancer attracts the
highest stigma compared to breast, cervical, colorectal
and skin cancer (Marlow et al., 2015). A large study
conducted with a German representative population (N
= 2,420) assessed stigmatizing attitudes toward cancer
patients using a 9-item social distance scale (Ernst et al.,
2016). The survey reported some indication for stigma-
tization, that is, 19% of the respondents said that they
would not use the same dishes as cancer patients and
15% said they would have problems to have a person
with cancer as a daughter/son in law. But altogether the
prevalence of stigmatizing attitudes was rather low. The
authors point to some serious methodological limita-
tions of the used scale and acknowledge the possibility
that answers might have been biased by social desirabil-
ity tendencies.

Consequences of stereotyping or stigmatization on
cancer patients’ psychological well-being have been
investigated in several studies. Results indicate that per-
ceived stigma among cancer patients can be associated
with negative emotional states like anxiety (Cataldo &
Brodsky, 2013), depression (Cataldo & Brodsky, 2013;
Cho, Choi, et al., 2013; Phelan et al., 2013) and self-
blame (Else-Quest et al., 2009). A review on cancer
stigma and resulting health consequences pointed out that

the fear of being stigmatized might influence preventive
and illness behavior, that is, lead to under-utilization of
healthcare services and low adherence to physicians’ rec-
ommendations (Fujisawa & Hagiwara, 2015).

Cancer Patient Stereotypes in Healthcare

What do physicians have in mind when they think of the
typical cancer patient? To our knowledge there is no
study that explicitly asked physicians how they perceive
the typical cancer patient. Research has revealed that
physicians are not free from (stereotypical) assumptions
and implicit biases in their patient-physician interaction
(Chapman et al., 2013; FitzGerald & Hurst, 2017; Liang
et al., 2019; Sriram et al., 2015; van Ryn & Burke,
2000). Stereotypical beliefs and assumptions can be
related to demographic, social or behavioral characteris-
tics of patients, for example, age, socioeconomic status,
education, perceived likeability and competence, or
type of disease (Gerbert, 1984; Kearney et al., 2000;
Liang et al., 2019; van Ryn & Burke, 2000). A recent
systematic review by FitzGerald and Hurst (2017) con-
cluded that healthcare professionals exhibit the same
levels of implicit bias related to various patient charac-
teristics (e.g., age, gender, race or patients’ social cir-
cumstances) as the wider population. A large study
including N = 1,778 U.S. participants investigated
implicit and explicit attitudes regarding lung versus
breast cancer among cancer patients, caregivers, health-
care providers and members of the otherwise general
public (Sriram et al., 2015). The study revealed that all
four groups had comparable levels of negative implicit
bias toward lung cancer.

Examining cancer stereotypes and attitudes held by
physicians is considered crucial for finding out how phy-
sicians potentially reinforce stereotypes in their physi-
cian-patient interaction (Harwood & Sparks, 2003). For
example, physicians’ perceptions might impact self-
stereotyping of cancer patients. The stereotype embodi-
ment theory by Levy (2009) postulates how stercotypes
are embodied and how they influence functioning and
health. The theory was proposed as a psychosocial
approach to aging and the consequences of negative
aging stercotypes. Levy states that internalized sterco-
types gain salience and become incorporated over time.
As a result, stereotypes influence individuals on multiple
pathways and become relevant on a psychological,
behavioral and physiological level (Levy, 2009).

The current study focuses on physicians’ perceptions
of cancer patients using the prototype approach. Assessing
prototypes allows investigating attitudes toward groups
of people in an indirect way and might therefore be better
suited to identify negative attitudes than direct measures
as used in the recent German survey of Ernst et al. (2016).
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Prototype Approach: Favorability, Similarity,
and Gender-Stereotypicality

Prototype matching theory introduced by Niedenthal
et al. (1985). postulates that social decisions (e.g., favor-
ing a situation or a behavior) are more likely if the proto-
type of the typical representative (of this situation or this
behavior) is perceived as (rather) favorable and similar to
one’s own self-concept (Niedenthal et al., 1985). This
approach has since been applied in health psychology to
predict health risk behavior of adolescents through gath-
ering (implicit) attitudes about different groups of per-
sons, for example, about the “typical smoker” (Gibbons
& Eggleston, 1996), the “typical (un-) healthy eater”
(Gerrits et al., 2009) or the “typical drinker” (van Lettow
et al., 2013). In prototype research, prototype favorability
and prototype similarity are two central determinants
used to explain the influence of prototype perceptions on
behavior (Gibbons et al., 1995). In the current study
which aimed to assess the contents of the typical cancer
patient prototype, the perception of prototype favorability
of a typical cancer patient represents a central dimension.
The perception of similarity of self-concept to prototype
is not considered in this study, as study participants were
physicians (and not cancer patients).

Instead of examining similarity to protoype, a second,
self-constructed dimension was used in this study, which
is assumed to be relevant in assessing prototype percep-
tions. Previous prototype research has not yet considered
the extent to which prototypes are described with typi-
cally masculine or feminine characteristics. Accordingly,
in addition to the evaluation of prototype favorability, in
this study gender-stereotypicality is considered as a sec-
ond dimension. The dimension gender-stereotypicality is
used to examine to what extent the “typical cancer
patient” complies with traditionally masculine and femi-
nine gender stereotypes.

Traditional Masculinity and Chronical lliness

Being a cancer patient is often associated with negative
affect like anxiety, fear, depression (Anderson et al., 2008)
and the feeling of loss of control (McWilliam et al., 2000).
These characteristics contradict attributes that are tradi-
tionally considered to be masculine strengths, such as
being strong, dominant, robust and independent (Bem,
1974; Williams et al., 1999) and they also contradict mas-
culine norms like winning, pursuit of status, emotional
control, risk-taking or self-reliance (Levant et al., 2020;
Mabhalik et al., 2003). In his influential theory of gender
and health, Courtenay cited Kaufman (1994) and described
that “Men’s acquisition of power requires, for example,
that men suppress their needs and refuse to admit to or
acknowledge their pain” (Courtenay, 2000, p. 1389).

Research with cancer patients indicates that getting
cancer can be regarded as a particular challenge for men
especially when they endorse a traditional conception of
masculinity. A large longitudinal study among 8,054 U.S.
cancer patients reported that cancer led to more negative
psychological impacts in men than in women. The study
revealed that cancer patients of both sexes who had a
strong adherence to traditional masculine ideals (e.g.,
being confident and taking control) had more depressive
symptoms, compared to patients with less adherence to
dominant masculinity beliefs (Pudrovska, 2010). To
investigate the specific challenges of cancer in terms of
masculinity, Hoyt et al. (2013) have developed a ques-
tionnaire that measures cancer-related masculine threat
(CMT). A longitudinal study including 66 prostate cancer
patients revealed that CMT predicted decreases in pros-
tate-cancer related functioning (i.e., urinary, bowel, sex-
ual), as well as decreased emotional processing. The
authors conclude that the belief that having cancer is
inconsistent with their masculinity makes male cancer
patients vulnerable for declines in prostate-related func-
tioning and for negative effects on emotional coping
(Hoyt et al., 2013). A qualitative study among male
German bowel cancer patients provided insights in how
patients experience body and identity crisis and (self)
stigmatization (Reuter & Reuter, 2018). Repeated state-
ments of participants on the association of health and
physical fitness with masculinity led the authors to con-
clude that symptoms like weakness, loss of vitality and
physical fitness were not only regarded as signs of illness,
but also as unmanly and as a threat to patients’ “identity
as a man.”

Aim of the Study

The aim of this study was to examine the perception of
the “typical cancer patient” by physicians. The focus was
on physicians treating patients with breast, prostate or
colorectal cancer, as these cancer types are among the
most common. In order to interpret characteristics
describing the “typical cancer patient,” special focus was
on two dimensions: (1) The (un-) favorability hypothesis:
the “typical cancer patient” is described by more unfavor-
able than favorable attributes, and (2) the gender-stereo-
typicality hypothesis: the “typical cancer patient” is
described by more attributes that are compatible with the
feminine than with the masculine stereotype. We explored
if physician’s demographic and professional variables are
associated with their tendency to state more unfavorable
and/or more feminine attributes among physicians. The
study by Ernst et al. (2016) reported that stigmatizing
attitudes were more common in people who had little
contact with cancer patients. We were interested in the
question whether medical experience (in years) or the
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number of cancer patients treated would influence the
prototype perception.

Methods

Participants and Procedure

The study is part of the Momentum Project Heidelberg on
HCP’s attitudes regarding supportive strategies during
cancer treatment (registration number NCT02678832).
Ethical approval was obtained from the Ethics
Commission of the Faculty of Behavioral and Cultural
Studies of the University of Heidelberg [AZ Siev 2015/1-
1, AZ Siev 2016/1-2].

Eligible participants consisted of general practitioners,
urologists, gynecologists, gastroenterologists, surgeons,
medical oncologists and radiation oncologists who had
regular contact to patients with breast, prostate or colorec-
tal cancer. We focused on attitudes of physicians who are
in regular contact to patients with breast, prostate and
colorectal cancer, as these cancer types rate among the
most prevailing cancer types.

Paper-pencil questionnaires were either sent to physi-
cians’ practices and hospitals that were randomly drawn on
basis of compulsory listings or handed out on national
medical congresses. The number of contacted practices
and hospitals in each federal state of Germany was selected
proportionately to its number of inhabitants. In addition,
the link to an online version of the questionnaire was dis-
tributed via online and print media and newsletters for phy-
sicians. Written informed consent was obtained from all
participants. Each participant received 25€ as incentive.
For more details about the study see (Tsiouris et al., 2018).

Of the 1,865 distributed paper-pencil questionnaires, 8
were returned as undeliverable, resulting in a total of
1,857 distributed questionnaires. The response rate was
19% (358/1,857). With 194 online-participants, a total of
N = 552 physicians completed the questionnaire. 33 par-
ticipants were excluded from further analyses, either
because they stated that there are no typical prototype
attributes to cancer patients (N = 12), or because of miss-
ing values (N = 21), resulting in a total of 519 physicians,
who reported at least one prototype attribute.

Measures

Demographic Information. Demographic information in-
cluded age, sex, medical specialization and number of
years in practice. Professional information included num-
ber of treated cancer patients per month, primarily treated
tumor types, primarily administered cancer treatment
types (e.g., chemotherapy, radiation therapy) and percent-
age of treated cancer patients being under curative
treatment.

Prototype Attributes. Participants were asked to state
prototypical attributes regarding the “typical cancer
patient” in open text fields. Prior research (e.g., Zim-
mermann & Sieverding, 2010) has suggested that the
prototype approach using open format increases the
probability of detecting stercotypes and reduces
answers biased by central tendency errors and social
desirability.

Participants were presented a modified definition of a
prototype taken from Gibbons et al. (1995): ‘The follow-
ing question concerns your images of people. For exam-
ple, we all have ideas about what typical movie stars are
like or what the typical grandmother is like. We might
think of the typical movie star as being pretty or rich and
the typical grandmother as sweet and frail. We are not
saying that all movie stars or all grandmothers are
exactly alike, but rather that many of them share certain
characteristics. Then, participants were asked to “Think
about the typical person with cancer. Please note 3 typi-
cal characteristics that come to your mind’.

Coding Procedure

Based on thematic analysis (Braun & Clarke, 2006),
prototype attributes were coded on two dimensions:
favorability and gender-stereotypicality. Codings of
favorability and gender-stereotypicality were con-
ducted by three independent raters (AT for favorability,
AH and research assistant KSC for gender-stereotypi-
cality). Before raters conducted the coding, they
received a standardized coding instruction. The coding
instruction emphasized the importance to conduct the
coding from a general perspective (How favorable/
unfavorable/neutral respectively feminine/masculine/
gender-neutral is this characteristic perceived in gen-
eral?). For this purpose, raters were additionally pro-
vided a coding system that served as the basis for a
consistent coding process (see coding guidelines for
favorability and gender-stereotypicality). Fifty percent
of all characteristics were coded by two independent
raters (research assistants). Interrater agreement was
very good with k = .90 for favorability and k = .87 for
gender-stereotypicality.

Prototype favorability has been proven to be a central
component in prototype perception (Gibbons et al.,
1995), while gender-stereotypicality has to our knowl-
edge so far not yet been used to characterize prototypical
attributes. Both dimensions have been operationalized in
coding guidelines. The coding guidelines for both dimen-
sions are based on prior research but were further devel-
oped during the coding process. The coding process thus
followed a deductive-inductive approach (Kuckartz,
2016). At first, the deductive coding guideline was
applied to the data. Prototype attributes that could not be
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assigned in the first step were used to refine the coding
guideline, which represents an inductive procedure.

Coding Guidelines for Favorability and Gender-Stereotypicality.
The coding guideline for favorability was based on a compi-
lation of adjective listings taken from the Multiple Affect
Adjective Check List (Gotlib & Meyer, 1986) and the Gen-
eral Dimensions Scales for negative and positive affects
taken from the PANAS-X (Watson & Clark, 1999). Charac-
teristics were assigned to one of three categories: favorable
attributes (equivalent to positive adjectives; e.g., kind), unfa-
vorable attributes (equivalent to negative adjectives; e.g.,
sad) and attributes that were not clearly assignable as unfa-
vorable or favorable (e.g., thoughtful).

Gender-stereotypicality coding was conducted follow-
ing the Pancultural Gender Stereotype List (PGSL) by
Williams et al. (1999). The list was supplemented by fur-
ther characteristics of the Bem Sex Role Inventory (Bem,
1974). Prototype attributes were assigned to one of three
categories: feminine stereotype (e.g., anxious), masculine
stereotype (e.g., aggressive) and gender-neutral attributes
that were not clearly assignable to a masculine or femi-
nine stereotype (e.g., higher age).

In order to gain a greater understanding of the gender-
related stercotypes relevant for Hypothesis 2, we addi-
tionally conducted a comparison of gender-related
prototypes mentioned in the present study with gender
stereotypes, defined in the PGSL by Williams et al.
(1999). For that purpose, we sought out all attributes of
the current study that matched the exact wording or
meaning of adjectives given in the PGSL. This procedure
provided the absolute frequency of characteristics that
were congruent to adjectives in the PGSL.

General Favorability and General Gender-Stereotypicality.
Two variables were created to quantify physicians’ per-
ceptions regarding a) how many unfavorable attributes
and b) how many feminine stercotypes they stated.
Thereby, for each participant, the unfavorability-score
represents the number of unfavorable prototype attributes
divided by number of valid prototype attributes given by
the participant. Analogically, the femininity-score was
calculated.

Statistical Analysis

Analyses were conducted using IBM SPSS statistics
Version 25. Professional and demographic information
was analyzed using descriptive statistics. For testing
hypothesis 1 and 2, frequencies of favorability and gen-
der-stereotypicality were compared with one-dimensional
y>-analyses; a significant p-value was set at .05.

The unfavorability- and the femininity-scores were
used to analyze whether attitudes toward cancer patients

were associated with physicians’ experience or sociode-
mographic characteristics. These scores were correlated
with continuous demographic and professional variables
of physicians (Spearman’s rank correlation) and group
differences (t-tests and analysis of variances, ANOVA)
were used to compare categorial variables.

Results

Characteristics of the study participants are presented in
Table 1. In brief, the relation between male and female
participants was almost balanced with 47.5% female
respondents (Table 1), mean age was 45.7 years (£ 11.4)
and the mean number of years in practice was 17.2 years
(= 11.1).

Of the 519 participants, 82.3% mentioned three proto-
type attributes (as asked in the questionnaire); 7.7% men-
tioned four attributes and the remaining 10% percent
mentioned either 1-2 or 5—6 attributes, resulting in a
mean of 3.1 prototype attributes per participant. In sum,
1,589 prototype attributes were coded. Figure 1 displays
the results of the coding procedure on the dimensions
favorability and gender-stereotypicality.

Most attributes (N = 1,110, 69.9%) were coded as
unfavorable. The number of unfavorable, favorable (N =
252, 15.9%), and not assignable (N = 227, 14.3%) proto-
type attributes differed significantly (y*(2) = 954.36,p <
.001) (Figure 1). Feminine stereotyped attributes made up
nearly half of the named attributes (N = 787, 49.5%), and
there was a significant difference (¥2(2) = 522.864, p <
.001) in the number of masculine (N = 103, 6.5%), femi-
nine and gender-neutral (N = 699, 44.0%) prototype
attributes (see Figure 1).

Prototype attributes that were repeatedly stated by
physicians include insecure (N = 98), depressed (N =
75), worried (N = 27), sad (N = 22), hopeful (N = 33),
grateful (N = 18), battlingl/fighting (N = 17), and age-
related characteristics, for example, higher age, elder (N
= 30).

In the next step, the results demonstrated on the dimen-
sion gender-stereotypicality in Figure 1 were comple-
mented by further analyses. Table 2 presents a
complementing in-depth analysis of gender-stereotypical
attributes that match with the gender stereotypes as iden-
tified in the PGSL (Williams et al., 1999). Of the 1,589
stated prototype attributes, 342 attributes (21.5%) were
identified to match with adjectives of the PGSL. Of those,
324 are feminine gender stereotypes (20.4% of total num-
ber of attributes), while the percentage of masculine ste-
reotypes is marginal (1.1% of the total number of
attributes). Even though this complementing analysis
includes only a fifth of all prototype attributes, the results
presented in Table 2 demonstrate that attributes constitut-
ing the masculine stereotype are clearly underrepresented
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Table |. Descriptive Statistics of Physicians’ Demographic
and Professional Information (N = 519, if not otherwise
stated).

Frequency
Variable orM % or SD
Age (N =518) 457 +11.4
Sex
Male 272 52.5%
Female 246 47.5%
Medical specialization
General practitioners 151 29.1%
Medical oncologists 60 11.6%
Radiation oncologists 59 11.4%
Gastroenterologists 45 8.7%
Urologists 64 12.3%
Gynecologists 73 14.1%
Surgeons 52 10.0%
Other medical specializations 15 2.9%
Number of years in practice (N = 510) 17.2 * 111
Number of cancer patients treated per 59.7 +79.1
month (N = 511)
Primary tumor types treated®
Breast 333 64.3%
Prostate 310 59.8%
Colorectal 355 68.5%
Lung 268 51.7%
Other 227 43.8%
Treatment types®
Chemotherapy 401 77.4%
Radiotherapy 311 60.0%
Surgery 400 77.2%
Aftercare 38l 73.6%
Others 89 17.2%
Percentage of treated cancer patients 63.7 +253
being under curative treatment
(N=75I11)

Note. ®ltem: “Which cancer diseases do you primarily deal with?”
Multiple responses possible.

bltem: “Which cancer therapies do you primarily deal with?” Multiple
responses possible.

in the perception of the typical cancer patient (e.g., strong,
self-confident) or even not represented at all (e.g., inde-
pendent, courageous).

Spearman’s rank correlation analyses with metric vari-
ables (age, number of years in practice, number of patients
treated per month, and percentage of treated cancer
patients being under curative treatment) revealed no sig-
nificant associations with the unfavorability- and the fem-
ininity-score. t-tests and ANOVA with categorial variables
(sex and medical specialization) revealed no statistically
significant differences in the group means. This finding
suggests that prototype perception regarding favorability
and gender-stereotypicality is not associated with demo-
graphic and professional characteristics of physicians.

a) Favorability
80 | - - |
60
40
20
: H B

Unfavorable Favorable Neutral
b) Gender Stereotypicality
80
60 T — — |
e |
40
20
0 ||
Masculine Feminine Gender-neutral
Figure |. Percentage of attributes (N = 1,589) that were

categorized (a) as unfavorable, favorable, or neutral, and (b) as
a masculine stereotype, a feminine stereotype, or as gender-
neutral.

Discussion

The aim of the study was to explore how physicians per-
ceive the “typical cancer patient,” with a focus on favor-
ability and gender-stereotypicality. The results of this study
corroborate the hypotheses that physicians describe the
“typical cancer patient” with predominantly unfavorable
and feminine attributes, while favorable and masculine
attributes remain the exception. The comparison with the
PGSL (Williams et al., 1999) highlighted that especially
the feminine stereotypes fearful/anxious and weak were
frequently mentioned and accounted for the high number
of feminine attributes. The tendencies to state unfavorable
or feminine attributes were not associated with demo-
graphic or professional characteristics of the physicians.
Research on physicians’ perceptions and implicit bias
related to cancer patients is scarce (Liang et al., 2019;
Sriram et al., 2015). Our results suggest that attributes
describing the “typical cancer patient” have primarily
unfavorable connotations. The study by Simon et al.
(2011) which reported HCP’s perceptions of the prevail-
ing stereotype toward cancer in the public revealed that
the general perception of cancer is characterized by nega-
tive attitudes. The current study demonstrates that physi-
cians tend to state rather unfavorable characteristics when
being asked to describe the “typical cancer patient.”
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Table 2. Comparison of Named Attributes with Masculine and Feminine Stereotypes Taken from the Pancultural Gender
Stereotypes List (PSGL) by Williams et al. [30] with the Frequency within the Prototype Answers Given by Physicians in the

Current Study.

Original masculine stereotypes
(PSGL) (N = 25)

Frequency in the
current study (N)

Original feminine
stereotypes (PSGL) (N = 25)

Frequency in the
current study (N)

A

Active
Masculine
Aggressive
Strong
Dominant
Ambitious
Robust
Self-confident
Energetic
Stern
Unemotional
Adventurous
Autocratic
Coarse
Courageous
Cruel
Daring
Enterprising
Forceful
Independent
Inventive
Logical
Progressive
Rational
Rude 0
Stereotypes matching the PGSL; N (%) 18 (1.1%)
Stereotypes not matching the PGSL; N (%)

O OO0 00O ————— — —NDNW

Anxious/fearful® 239
Weak
Sensitive
Curious
Meek
Affectionate
Dependent
Feminine
Attractive
Emotional
Talkative
Affected
Charming
Complaining
Dreamy
Fussy

Mild

Sexy

Shy
Soft-heartened
Submissive
Superstitious
Timid
Whiny

[
o

O OO0 0O O0ODO0OO0ODO0OO0ODO0OO0OO0OO0O ———NNWOGOO N

324 (20.4%)
1,247 (78.5%)

Note. *Anxious and fearful were combined in this table, since both adjectives can be translated with the word dngstlich into the German language.

PGSL = Pancultural Gender Stereotypes List.

For several reasons, this perception is plausible, as
physicians witness the negative consequences of cancer
and cancer treatment on patients’ physical functioning
and psychological well-being in their daily work-routine.
Prominent attributes mentioned in this study (e.g., anx-
ious and depressed) are in line with emotions expressed
by cancer patients, which mainly include anxiety, fear,
depression, and anger (Anderson et al., 2008). The results
of the current study emphasize that physicians’ percep-
tions of the “typical cancer patient” correspond to the
view which has been identified in studies investigating
public attitudes, and feelings often reported by cancer
patients themselves.

Regarding gender-stereotypicality of the prototype
associations, about half of the attributes associated with
the typical cancer patient where gender-neutral, the other
half could be assigned to gender stereotypes, but of these,
only very few gender-stereotyped attributes were assign-
able to the masculine stereotype. We identified a much

stronger tendency to describe the prototype with feminine
(than masculine) stereotyped attributes. As this is the first
study investigating the cancer prototype as perceived by
physicians with a focus on gender-stereotypical content,
the results demonstrate that traditional masculine attri-
butes are significantly underrepresented.

One reason for the dominance of rather feminine attri-
butes could be due to differences in the expression of
emotions among men and women when dealing with a
serious illness like cancer. For example, it is possible that
female cancer patients express more fear and anxiety to
their physicians than men do, not because they are more
fearful and anxious, but because male patients are less
comfortable expressing these emotions in front of the
physician'. There is some empirical evidence which sup-
ports this assumption: In a study of Linden et al. (2012),
women with cancer showed higher rates in anxiety and
depression than men with cancer. In another study of
Seale et al. (2006), female cancer patients were reported
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as more likely to seek for emotional and social support,
whereas male cancer patients were more likely to seek for
information. Future research should investigate this inter-
esting hypothesis.

Conceptualizations of Masculinity

The absence of traditional masculine stereotypes in the
cancer patient prototype corroborates the assumption that
being a cancer patient threatens and might be incompati-
ble with a traditional masculine ideal that is characterized
by attributes such as being strong and independent (Bem,
1974; Courtenay, 2000; Williams et al., 1999) and mascu-
line norms of winning, risk-taking and emotional control
(Levant et al., 2020). Cancer patients with high adherence
to traditional masculine ideals were reported to have
higher levels of depression, compared to cancer patients
with low adherence (Pudrovska, 2010). For these patients,
the image of a “weak and unmanly” cancer patient proto-
type may represent an additional burden in the adjust-
ment to and acceptance of the disease.

When referring to socially constructed conceptions of
masculinity or femininity, it is important to keep in mind
that social constructs may be subject to social change
(Connell & Messerschmidt, 2005). The definitions of tra-
ditional masculinity used here were reported about 20
years ago (Courtenay, 2000; Williams et al., 1999).
During this time, the social roles of men and women have
changed, which requires potential changes in stereotypes
and norms to be taken into account. However, a recent
meta-analysis published in April 2020 which analyzed
the contents of gender stercotypes from 1946 to 2018
(Eagly et al., 2020) revealed that the stereotype of men
being more agentic (e.g., being ambitious, competitive)
than women did not change.

The highly cited and often used “Conformity to
Masculinity Norms Scale” (Mahalik et al., 2003) was
recently refined and shortened using a large heterogenous
community sample. The masculine norms remained
the same: Winning, Risk-taking, Emotional Control, Self-
Reliance, Playboy, Violence, Heterosexual Self-Presentation,
Pursuit of Status, Primacy of Work, Power over women,
and the study assessed measurement invariance across a
broad spectrum of ethnic identities. Approval ratings were
highest for the emotional-control norm among white men
and men of color followed by pursuit of status norm (Levant
et al., 2020).

Limitations and Strengths

There are several limitations to the study that need to be
considered. One limiting factor is that the cross-sectional
character of the study does not allow drawing conclusions
on potential consequences that result from the unfavorable

and rather feminine prototype. A subsequent step could be
to investigate whether the physicians’ views affect cancer
patients’ self-images, according to Levy’s stereotype
embodiment theory (Levy, 2009). A further limitation is
that this study investigated the prototypical cancer patient
as described by physicians in Germany. Attitudes toward
cancer and cancer patients may be diverse across cultures
and thus it is likely that perceptions of the prototypical can-
cer patient may vary depending on the cultural context. A
cross-cultural examination of the “typical cancer patient”
could reveal similarities and differences in the prototype
perception compared to German physicians. Finally, the
low response rate of 19% is a limitation that restricts the
generalizability of the results. The questionnaire, in which
the prototype attributes were collected, focused on support-
ive strategies (like physical activity) as self-management
strategies for people with cancer. It can be assumed that
mainly physicians who are open-minded toward self-
management strategies for cancer patients participated.
Reasons for non-participation could not be recorded but
could be due to lack of time among physicians and the
incentive of 25€ being too low. This assumption is sup-
ported by a German study that investigated the reasons for
non-participation in empirical studies among general physi-
cians. Besides a generally negative attitude toward partici-
pation in studies, lack of time, too much effort and too little
compensation were identified as main barriers (Bartsch
et al., 2015). The low response rate reported in the current
study corresponds to response rates in similar studies with
physicians and healthcare providers (Hardcastle et al.,
2018; Park et al., 2015).

The study is characterized by several strengths. The
large and professionally divers sample enabled to control
different demographic and professional factors. The
applied prototype approach can be considered a strength.
The use of explicit scales, as that is, applied by Ernst et al.
(2016), has methodological limitations, as the socially
desired answer is often very clearly recognizable. It is not
surprising that agreement to stigmatizing attitudes was
rather low (Ernst et al., 2016). The strength of the proto-
type approach, especially the open format approach, is that
it can better identify implicit negative attitudes toward cer-
tain groups of people compared to social distance scales.

Further research is needed that investigates associations
between physicians’ cancer stereotypes and implications
for patient-physician interaction and whether prototypical
associations might influence cancer patient’s self-concept.
In this context, it would be interesting to investigate whether
favorable and resource-oriented prototype perceptions held
by physicians can have a supportive effect on cancer
patients’ mental adjustment to the disease. Moreover,
assessing the perception of the prototypical cancer patient
from the perspective of cancer patients themselves might be
a valuable contribution to the current study. Finally, future
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research investigating cancer prototype perception in the
general population might help explain cancer prevention
and screening behavior, since there is first evidence that
higher cancer stigma is associated with irregular or non-
participation (Vrinten et al., 2019).

Conclusion

In conclusion, this study applying the prototype approach
gives insights in how physicians perceive the prototypical
cancer patient. Prototype attributes were revealed as pre-
dominantly unfavorable. Regarding gender-stereotypi-
cality, more prototype attributes corresponded to feminine
than to masculine stereotypes. These results encourage
further studies to examine potential consequences of pre-
vailing cancer prototypes on physician-patient interac-
tion, patients’ self-stereotyping and health-seeking
behavior, and finally on participation in cancer screen-
ings among healthy adults.
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