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Abstract 

Objectives: Men have higher incidence and mortality rates for nearly all cancers. They are 

less likely than women to utilise cancer information services and other social support 

services. The aim of this study was to explore and compare the experience and coping 

behaviour of men and women after treatment for colorectal cancer (CRC). 

Methods: A longitudinal qualitative study was conducted involving 38 individuals (24 men, 

14 women) with CRC. Data were generated using semi-structured interviews at four time 

points over an 18-month period, post-diagnosis. Interviews focused on participants’ 

experience of CRC and on how gender affected their coping. This paper reports the findings 

of interviews three and four which examined the participants’ experience after chemotherapy. 

Results: Three themes emerged from the interviews (‘new normal’, living with uncertainty 

and support needs). Many men and women reacted similarly, however there was some 

variation evident between and within sexes. The main difference was with regards to the long 

term physical side effects of the illness. Many women admitted to still experiencing side 

effects whereas many men indicated that they had no problems. These men engaged in 

practices that aligned with their gender identity and view of masculinity. It must be noted that 

some men and women were still experiencing an impact. 

 Conclusions: Recovery from the physical and psychological effects of CRC does not occur 

simultaneously. Health care professionals should be aware that not all men (or women) 

conform to the social stereotypes of masculinity (or femininity). 

 

Keywords: cancer, oncology, gender, survivorship, colorectal 
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Introduction 

Colorectal cancer (CRC) is the third most common cancer in the United Kingdom and the 

United States [1,2]. Improvements in survival have been noted over the last 30 years [3]. 

Individuals with CRC are the second largest group, after breast cancer, of European cancer 

survivors [4]. Cancer survivorship has been divided into three stages: the acute stage during 

diagnosis and treatment, the extended stage which begins on completion of treatment and the 

permanent stage when the likelihood of cancer recurrence is reduced [5]. Survivors often 

report lower quality of life than their cancer-free peers [6]. Most research to date has focused 

on the acute stage of cancer survivorship. It has been recommended that more studies are 

conducted on individuals on completion of cancer treatment [7].  

 

Although the healthcare needs of people with cancer have been investigated, most studies fail 

to examine the influence of gender. Traditionally the terms masculinity and femininity have 

represented a stable set of gender beliefs that distinguish men from women [8]. Gender has 

been defined as ‘a set of socially constructed relationships which are produced and 

reproduced through peoples actions’ [9, 10]. Gender is therefore not something we ‘are’, but 

something we ‘do’ [11]. The widespread assumption of the ‘difference’ between men and 

women has been challenged with the idea that there are similarities between, and diversity 

within, men and women [12]. There are multiple forms of masculinity (and femininity) and 

therefore variation among men (and women) [13]. Hegemonic masculinity describes men 

who demonstrate strength, self reliance and limit their emotional responses. This is the 

idealised form of masculinity [8,14]. Although men may endorse similar principles, different 

men enact these beliefs in different ways [10, 15]. Women have traditionally been 

stereotyped as emotional, expressive, compassionate and yielding [11]. It is often assumed 

(incorrectly) that all men are naturally ‘stoical’ and choose not to cope through emotional 

disclosure [16]. Hilton et al [15] warned that we should be wary of stereotyping women as 

‘expressive’ and man as ‘stoical’. As explained by Paechter [17] there are many types of 

masculinity ‘inhabited and enacted variously by different people and by the same people at 

different times’. The same theory could be applied to femininity. Social expectations may 

therefore prevent many men from practicing other forms of masculinity. The question to be 

addressed now is which masculinity (or femininity) we perform and when [17].  

 

A literature review examining masculinity and the cancer experience revealed that the 

majority focused on male only cancers such as prostate cancer [8, 18 - 21]. Only one study 
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was found that examined the impact of gender in a ‘shared’ cancer [22]. It demonstrated a 

difference in spousal support between men and women with CRC, but it also reported 

diversity among men and women [22].  Examining the impact of gender on the experience of 

a shared cancer provides an opportunity to compare the male and female experience. It is 

clear from the literature that there are gaps in studies of men with ‘shared’ cancers, for 

example CRC.  

 

The aim of the study was to compare male and female experience of a shared cancer. This 

paper reports the findings of the participants experience after chemotherapy (the extended 

stage of survivorship).  
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Methods 

A longitudinal qualitative study comparing the experience of men and women with CRC was 

conducted. Participants were interviewed on four occasions over 18 months; after surgery, on 

completion of chemotherapy and six and twelve months after chemotherapy. This paper 

reports the findings from the third and fourth interview.  

 

Sample 

Men and women aged > 18 years, English speaking, with a diagnosis of CRC attending a 

regional Cancer Centre formed the sampling frame. The non-probability sampling method of 

purposive sampling was used, hence a range of patients were selected. Factors considered 

were gender, age, treatment, and the presence of a stoma. Recruitment continued until no new 

themes were emerging from the interviews and data saturation had been reached.  

 

Procedure 

Ethical approval was obtained from the Office of Research Ethics Committees in Northern 

Ireland (ORECNI). Participants were identified during their first oncology appointment. If 

there was an expression of interest, the potential participants were approached by the 

researcher and written informed consent was sought. Process consent was used in the study. 

Each interview was conducted at the participants’ venue of choice, at a mutually convenient 

time. 

 

Interviewees were asked to tell their story from when they first suspected there was a 

problem. This provided the opportunity for participants to express opinions and describe their 

unique experience. Issues raised by the participant were explored in detail using a semi-

structured interview technique. The interview schedule was developed and updated as 

preliminary analysis revealed emergent themes.  

 

During the first and second interviews, participants were invited to describe their experience 

of being diagnosed with CRC, undergoing surgery and chemotherapy. The third and fourth 

interviews (the focus of this paper) explored the participants’ experience since completion of 

treatment. The change in coping strategies over time was also explored.  

 

All but three interviews were conducted in the participants’ home; the remainder took place 

in the individuals’ workplace. The participants were interviewed alone or with their partner in 
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accordance with their own preference. Interviews lasted approximately 1 hour, were audio-

taped and transcribed verbatim by support staff.  

 

Following transcription, the interviewer reviewed the transcript. Other members of the 

research team reviewed a selection of the transcripts and hence regular discussion occurred 

on the emerging themes.  

 

Analysis 

Interview tapes were transcribed and analyzed according to Miles and Huberman’s [23] 

techniques of labeling, coding, categorizing and theme development. Data collection and 

analysis were undertaken concurrently. Recurrent themes were subjected to scrutiny in 

subsequent interviews until the process reached saturation and the theme could not be 

developed further. NVIVO was utilized to aid data management. Each participant was 

assigned an identification number (PIN). This number was used to code each interview, in 

combination with an F or M to denote gender.  
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Results 

 
Recruitment commenced in November 2006 and ended in June 2007. Fifty-six individuals 

were identified as eligible, 38 agreed to participate (24 men; 14 women). Thirty-two 

completed a second interview. Twenty four were interviewed at time point 3 (15 men; 9 

women). Sixteen participants completed the final interview (10 men; 6 women). The 

researcher decided not to interview six participants as data saturation had been achieved with 

these individuals. Participant characteristics are presented in Table 1. The ratio of male to 

female respondents at each interview remained similar to that at baseline: approximately 2 

males to 1 female. Participants received various combinations of cancer treatment, the most 

common being surgery followed by adjuvant chemotherapy (see Table 2). This paper reports 

on the participants’ experience after treatment (interview 3 and 4).  

 

Three themes emerged from the interviews: new normal, living with uncertainty and support 

needs. The participants described living with ongoing physical symptoms. This is 

summarized as their ‘new normal’. Upon receiving a cancer diagnosis, many individuals 

reported a continual feeling of anxiety that their cancer may recur. They were now ‘living 

with uncertainty’. On completion of treatment, a number of participants identified a need for 

further social support and described a number of unmet ‘support needs’.  

 

New normal 

Following treatment many male and female narratives indicated that they were experiencing 

persistent side effects such as tiredness, watering eyes and/or problems with bowel 

functioning. This was seen as something they lived with, their ‘new normal’. Watering eyes 

was highlighted as a problem by some male respondents. Their narratives revealed a concern 

that they were being viewed as emotional, which was not what they considered to be a 

‘masculine practice’, reflective of the stereotypical view that men chose not to cope through 

emotional expression [16]. One man described his embarrassment in public especially when 

at a funeral, an emotional situation. 

 
‘sometimes the tears can be running and it can be embarrassing. Going to a funeral and 
people would be thinking you were getting emotional.’ 007M 
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Over time the participants attempted to reintegrate into ‘normal’ life. Immediately after 

chemotherapy many participants described a sense of ‘limbo’; they were no longer a cancer 

patient, but did not feel normal due to persistent side effects: 

 
‘Since it stopped the fatigue was worse for a while and perhaps still is affecting me……I can 
get integrated again with an ordinary routine and I’m not completely out of things like a 
patient…..halfway between two worlds…’ 028M 
 
The female respondents indicated that they were living with side effects, but they were 

accepting of this. One female with a stoma bag emphasized that she was able to work, 

exercise and travel. She found the Internet a great source to allow her to live her life as she 

wanted.  

 
‘I was lucky and able to get on the Internet. There are so many things you can get from 
underwear, gadgets to make life easier……and swimwear ……To me it’s just an everyday 
thing and I don’t fuss.’ 008F 
 
Similarly a female who did not receive a stoma, but was still experiencing altered bowel 

habits, did not define them as a problem.  

 
‘I go a lot oftener. You would maybe go once a day; I would go four times a day.’ 
 Interviewer: And do you find that restrictive? 
‘No, no, I just know every toilet in the town. It’s all part and parcel.’ 040F 
 
Some male respondents emphasised that they were not experiencing any problems. One male 

narrative indicated that he was living his life as he had prior to his diagnosis. 

 
‘Just getting back to normal. I went back to work full again full time......I just do my usual 
thing.......’ 030M 
 

This man was in his twenties. A diagnosis of cancer at a young age can be challenging as it 

disputes the assumption of youth and health [15]. It has been stated that older men may view 

illness as part of the aging process and therefore accept the loss of masculinity more readily 

[24].  

 

Many men, who did admit to experiencing symptoms such as tiredness, seemed to play down 

their experience. When they acknowledged the ‘odd day’ of tiredness they attributed this to 

work or age not to their ‘physical stamina’ being affected by the illness.  

 
‘Fully back to normal......Well a wee bit of tiredness, but I would say it’s my age.’ 018M 
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‘I’m tired because I am tired.......there has been the odd day at work where I’ve felt 
knackered but I think that’s more to do with the work...... as opposed to......not having the 
physical stamina because of the illness.’ 001M 
 
This stoic stance often presented by men is consistent with the concept of hegemonic 

masculinity which portrays men as reluctant to show their vulnerability publicly. However, as 

the interviews progressed their narratives frequently revealed that they had altered their life 

(similar to the female respondents) to accommodate their stoma bag or bowel habits. In 

contrast most of the females were comfortable admitting they were having problems and 

were able to live with them. This was illustrated by one man, who presented himself as 

accepting of his illness and having no problems with his altered bowel habits. 

 
‘No I don’t think about that end of it much.  Obviously because it’s major surgery...... it’s a 
major change to your body so there are the side effects which you just learn to adapt to and 
live with, etc, etc.’004M 
 
 
In contrast, another male spoke openly of the impact of his stoma bag. He described how he 

reduced his social activities and did not like to plan ahead.  

 
‘I feel......if we set aside the colostomy I feel as well now as before the operation..........Well 
it’s just managing it......You need to keep looking after it. You have good times and bad 
times......’ 027M 
 
This man did not seem to perceive the same challenges to his masculinity. He was 

comfortable with admitting he was still having problems managing his stoma bag. This was 

an elderly, independent, single man. It could be the case that independent living meant that 

the gender roles normally present in relationships were not evident in this case. 

 
Both male and female participants reported reducing their social activities. Similar to the 

aforementioned male, one female described how she lacked confidence to travel longer 

distances: 

 
‘I go out, but I don’t go very far. I would be scared to go very far you know, with this (stoma 
bag) in case anything happens’ 
 
 
Living with uncertainty 
 
It is well documented that uncertainty is linked to surviving cancer [25]. The degree to which 

this uncertainty impacted on the study participants varied from unconcern to total pre-



10 
 

occupation. It would appear the experience could be placed on a continuum, not a binary 

divide [26]. Only female narratives indicated a preoccupation towards the uncertainty, while 

evidence of unconcern towards cancer recurrence was only noted in the male narratives. An 

overlap was noted between the sexes, both men and women reported a moderate response to 

the uncertainty.  

 

Many male and female accounts indicated that they were living with the uncertainty that their 

cancer may recur. One female narrative showed how the uncertainty was something that was 

always with her, but she tried not to become pre-occupied with it. 

 
‘now it is always in the back of your mind, there is no doubt about it, but I don’t dwell on it.’ 
008F 
 
These individuals appeared to have a determination to not let the uncertainty have an 

influence on their lives. One man rationalised this by emphasising the precarious nature of 

life in general. 

 
‘I thought sometimes yes, my life is under threat because if it came back. But if I dwell on it I 
can’t get on with the rest of my life for whatever length of time is left. You know, I could get 
run over by a bus’ 001M 
 

In contrast, some men presented themselves as having no concerns about their cancer 

returning. One man, who had also emphasised that he was not having persistent bowel 

problems, detailed that he was not concerned about the risk of recurrence. 

 
‘Well I don’t worry......I’m not the worrying type. You know the old song que sera sera.’ 
004M 
 

This man was a high achieving businessman. Prior to his diagnosis he has been involved in 

local politics. On diagnosis, he was no longer able to perform this role. Through his narrative 

he was portraying himself as strong and unconcerned. In doing so he seemed to be 

reconstructing his position of power.  

 
Evidence of contradiction in the narratives of some men indicates that this may be a front, 

their attempt at enacting their masculine beliefs. For example, at the beginning of his 

interview one man describes his anxiety at having to attend for a scan sooner than expected 

and the implications of that.  
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‘Well I don’t know whether to be…you know…that it’s so quick that there is something there 
or not that didn’t show up on the scan.’ (045M)  
 

However, later in his narrative he goes on to say: 

 

‘As I say......it’s there and there is nothing you can do about it......there is no sense in 
worrying because there is no alot you can do about it.’ 045M 
 
This quote in isolation would indicate that this man is not worried about his cancer, yet his 

narrative would indicate otherwise.  

 

Some females appeared preoccupied at the possibility of recurrence. One female worried that 

any pain or illness was a sign that her cancer had come back. This was understandable 

however, as she had already experienced a recurrence at an earlier date. 

 
‘I had a terrible bout of gastroenteritis which drained the life out of me and I thought oh God 
this is back again.’ 051F 
 
Another woman described herself as a time bomb, signifying that she believed it was only a 

matter of time before the bomb went off and her cancer returned.  

 
‘All I say is I still keep thinking I’m a time bomb because there are many people who have 
this cancer thing and they are not even with us now......’ 006F 
 

This lady was a widow who lived alone with little social support. She did not need to have 

chemotherapy and thus was discharged after surgery. This may have increased her anxiety.  

 

Support needs 

Following chemotherapy, most women appeared to want support while most men did not 

seem to have the same desire for ongoing support. There were however exceptions to this 

trend.  

 

After chemotherapy, many participants described persistent physical and psychological 

difficulties. A number of female narratives revealed that to cope with these difficulties they 

needed further support. One female described this as a feeling of abandonment.  

‘whenever all the treatment is over……there is that feeling that you are being abandoned…’ 
019F 
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Similarly another female participant stated that a visit from a specialist nurse would prove 

valuable.  

 
‘Yes there does need to be somebody there to catch you……at the end of the chemo and your 
visits to the hospital because……..everybody has gone and left you.’ 051F 
 
An account from one male respondent demonstrated that similar to a number of the females, 

he too missed the support from the hospital.  

 

‘it sounds strange but you start looking forward to your trips there (the cancer centre)……it’s 
like another family that you have got outside.’ 001M 
 

This was an atypical response, as the majority of male respondents did not appear to have this 

attitude, their narratives indicated that they did not miss attending for chemotherapy and did 

not appear to have the same desire for ongoing support or support groups. For example: 

 
Interviewer: ‘some people find that when they are not going back to hospital, it’s 
quite difficult to cope……’ 

‘I was glad to not have to go’ 007M 
 
Interest in support groups increased at this stage for many participants. One female who was 

attending a support group found it useful, but stressed this was because all attendees were 

well.  

 

‘We have a support group.  They are fine.  Everybody is on the road to recovery.  There is 
nobody having treatment or anything at the moment.  051F   
 
Similarly one female did not attend a support group for this reason; she was feeling 

apprehensive that a negative story would bring back her anxiety. 

 
I didn’t go to any support groups..…I suppose they would have been one thing that I would 
have been very apprehensive about going because I didn’t want to get any negative stories’ 
008F 
 
 
These narratives suggest that some females may not access support groups. This challenges 

the stereotypical view that females cope through expressing their emotions. Previous 

literature has also shown that the ‘last thing’ some females with breast cancer wanted to do 

was talk about cancer [16].  
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One man who attended a support group stressed in his narrative that he was attending to help 

others, he was keen to emphasise that he did not need any support.  

 
‘I actually go out to them more out of respect and support for the girl that runs it, the stoma 
sister……How much I get out of it, I’m not kind of sure’ 001M 
 
 
This demonstrated how a man may change how he enacts masculinity in different social 

contexts. As a ‘patient’ in the hospital setting he was accepting of support, however in the 

more ‘public’ domain, that is support groups, his attendance was not to help himself, but to 

help others. In public he felt he had to adopt a more dominant, superior masculine identity 

[8,13].  
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Discussion 

The purpose of this paper was to compare the male and female experience on completion of 

treatment for CRC. Many men and women reacted similarly, however there was some 

variation evident between and within sexes. The main difference was with regards to the long 

term physical side effects, many women admitted to still experiencing side effects, and 

developed strategies to manage these symptoms hence they did not have a great impact on 

their lives. In contrast many men engaged in practices that aligned with their gender identity 

and view of masculinity. They indicated that they had no problems and downplayed the 

significance of the side effects and possibly did not make attempts to incorporate the 

symptoms into their daily lives. It must be noted that some men and women were still 

experiencing an impact. Although the majority of respondents had adapted physically, many 

were still experiencing a psychological impact of fear of cancer recurrence. How the 

individuals reacted to this uncertainty could be placed on a spectrum from no concern, 

through some concern with minimal impact to total preoccupation (see Figure 1). Gender 

may have an influence on the extreme reactions as only men reported having no concerns and 

only women experienced total preoccupation.  

 

By the final interview, many individuals (both men and women) appeared to have adjusted to 

the physical side effects and were no longer defining them as ‘problems’. A small number of 

individuals did report a reduction in social activities, which is similar to work by Rozmovits 

and Ziebland [27] who reported that some individuals experience a long term negative impact 

on the ability to socialize. By the fourth interview both males and females reported a fear of 

cancer recurrence. This finding corroborates previous research; fear of cancer recurrence is 

often stated as one of the greatest concerns of individuals with CRC [28-32]. This fear of 

recurrence has been shown to persist for many years following diagnosis [33]. 

 

A number of females experienced distress on the removal of the support provided by the 

healthcare system, whereas many men did not report the same need for long term support. A 

desire for long term support has been noted in previous studies of CRC [34,35] but they did 

not report any gender difference. Keller and Henrich [36] suggested that men with CRC rely 

on their wives support in contrast to females who are unaffected by their husbands support. It 

could be the case that the male participants in the current study relied mostly on their wives 

for support and therefore on completion of chemotherapy, their support mechanism remained 

unchanged.  
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Previous research has demonstrated that females with CRC have often been shown to be 

more emotionally affected than men [37-40]. Foley and colleagues [41] concluded that men 

more often indicated that the CRC had minimal impact on their lives. This study supports this 

by demonstrating how gender affects adjustment to CRC, and how gender practice differs 

from person to person and from context to context on an individual level. Individuals with 

CRC engage in a range of gender practices, which as alluded to earlier, has been described as 

‘doing’ gender [42]. Many female participants appeared more affected by the physical side 

effects. They admitted to still having problems with their bowels, but they tried to not let it 

limit their activities. In contrast, a number of men did not describe the same long term 

impact. Traditionally women are responsible for juggling multiple roles (mother, partner) and 

it has been proposed that their sense of identity is greatly affected by a cancer diagnosis and 

therefore they may experience greater disruption than their male counterparts. The impact 

may not be as obvious in men as they do not have the same roles to fulfill in the family 

[16,37]. In contrast many men believe they must cope and adapt quickly [10]. This may lead 

them to have a shorter transition process [22]. Another argument is that women are more 

comfortable than men about discussing their emotional distress [37]. It is plausible therefore 

that both men and women are suffering from the same distress, but the male participants were 

not willing to share that experience for fear of portraying themselves as less of a man. 

Women may have a higher awareness of their distress and may be more honest in their 

responses than men [40]. 

 

The study participants did not indicate a strong desire to attend formal support groups. 

Female participants worried about attending support groups in case another attendee suffered 

a relapse. This corroborates previous literature which has found that CRC patients are 

skeptical about dealing with other sick people, although the influence of gender was not 

examined by the authors [34]. Another study has stated that gender was not related to level of 

interest in support groups [43].  

 

Limitations 

The sample may not be representative of the views of all individuals with CRC attending the 

Cancer Centre. Due to the nature of the study, many potential participants may not have felt 

comfortable discussing their experience. The participants were Caucasians and English 

speaking, therefore the results cannot be generalized to individuals from other cultures.  
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Most of the respondents were in their sixties and occupied traditional gender roles. A study of 

younger participants with more varied gender roles might produce different findings. To 

address this issue future research should examine the impact of age on gender roles and the 

experience of CRC. 

 

In some cases the spouse was present during the interview, usually the female spouse of the 

male patient. Furthermore, all interviews (except one) were conducted by a female 

researcher. This may have enhanced the male patients’ needs to enact their masculinity. 

Research interviews provide a context for the performance of gender, and may not reflect 

‘actual’ gender practices [44].  

 

There were successes and challenges in using a longitudinal qualitative design. Over time a 

rapport developed between the interviewer and the respondent which may have led to the 

respondent providing a deeper insight into their experience. In some cases, the interviews led 

to repetition of data, as the participants’ experience had not changed since the previous 

interview. This led to withdrawals as they felt they had nothing more to add. As the 

interviewer followed the participants over an 18-month period she developed a relationship 

with the respondent, and found it difficult to not become emotionally involved.  

 

Recommendations 

Rather than a sudden removal of support at the end of chemotherapy, a gradual decrease in 

support may prove more beneficial. Particular attention should be paid to female participants 

at this stage. Support from a specialist nurse could prove valuable. Health care professionals 

(HCPs) should be aware that recovery from the physical and psychological effects of CRC 

does not occur in parallel and those individuals with CRC may experience persistent anxiety 

about cancer recurrence. HCPs should be aware that men may be suffering from physical 

symptoms or psychological distress although they may be reluctant to discuss them. If these 

men are disinclined to show their emotions in public it is possible that they are not 

providing a full insight into their experience in a research interview. Future research 

should use more creative methods to probe deeper into their needs, perhaps through 

case studies or diaries. The different ways that men and women react to their illness may be 

influenced by gender expectations which HCPs may hold about masculine and feminine 

behaviours. HCPs should be aware that not all men (or women) conform to the social 

stereotypes of masculinity (or femininity) and that the concept of gender is not as straight 
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forward as the traditional view of masculinity and femininity being a stable set of attributes 

that distinguish men from women. There are variation within sexes and individual variation 

dependent on context.  
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Table 1 Participant demographics 
 

 N 

Total number of participants 38 
  
Age  

Mean (SD) 60 (12.15) 
  

Sex  
Male 24 

Female 14 
  

Marital Status  
Married 32 

Single 4 
Divorced 1 
Widowed 1 

  
Employment status (at time of diagnosis)  

Working 18 
Not working 20 

 

 

Table 2 Treatment received 
 

 N 

Total number of participants 38 
  
Anti-cancer treatment received  

Surgery 5 
Surgery + stoma 2 

Surgery + chemotherapy 18 
Surgery + stoma + chemotherapy 7 

  
Pre-op radiotherapy + surgery  1 

Pre-op radiotherapy + surgery + stoma 3 
Pre-op radiotherapy + surgery + stoma + 

chemotherapy 
2 
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Figure 1 

Reaction to uncertainty 
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