
Background: Our objective was to explore whether differ-
ences in patient satisfaction based on gender exist at the 
Veterans Affairs Portland Health Care System (VAPHCS) out-
patient chemotherapy infusion unit.   
Methods: Veterans who received outpatient infusion treat-
ments at the VAPHCS outpatient chemotherapy infusion unit 
from 2018 to 2020 were invited to take an anonymous survey. 
Response differences were analyzed using Fisher exact and 
Welch t tests. Male and female patient lists were first gener-
ated based on Computerized Patient Record System desig-
nation, then defined and results reported based on gender 
self-identification from survey responses.
Results: The survey was conducted over a 2-week pe-
riod during January and February of 2021. In total, 69 veter-
ans were contacted: 21 (70%) of 30 female and 20 (51%) of  
39 male veterans completed the survey. Most (62%) fe-
male patients were aged < 65 years, and 52% were treated 
for breast cancer. Most (90%) male patients were aged  

≥ 65 years, and most commonly treated for prostate cancer 
(20%) or a hematologic malignancy (20%). Using our survey, 
patient satisfaction (SD) was 8.7 (2.2) on a 10-point scale 
among women, and 9.6 (0.6) among men (P = .11). His-
tory of sexual abuse or harassment was reported by 86% of 
women compared with 10% of men (P < .001). Women re-
ported feeling uncomfortable around other patients in the in-
fusion unit compared with men (29% vs 0%; P = .02) and 
discomfort in relaying uncomfortable feelings to a clinician 
(29% vs 0%; P = .02). 
Conclusions: Gender seems to be related to how veterans 
with cancer perceive their ambulatory cancer care. This may 
be due to the combination of a high history of sexual abuse 
and/or harassment among women who represent a minor-
ity of the total infusion unit population, the majority of whom 
receive treatment for a primarily gender-specific breast ma-
lignancy. Analysis was limited by the small sample size of 
women, many with advanced malignancy. 
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Gender differences in patient satisfaction 
with medical care have been evaluated 
in multiple settings; however, studies 

specific to the unique population of women 
veterans with cancer are lacking. Women are 
reported to value privacy, psychosocial support, 
and communication to a higher degree com-
pared with men.1 Factors affecting satisfac-
tion include the following: discomfort in sharing 
treatment rooms with the opposite gender, a 
desire for privacy with treatment and restroom 
use, anatomic or illness differences, and a per-
sonal history of abuse.2-4 Regrettably, up to  
1 in 3 women in the United States are victims 
of sexual trauma in their lifetimes, and up to 1 
in 4 women in the military are victims of military 
sexual trauma. Incidence in both settings is sus-
pected to be higher due to underreporting.5,6

Chemotherapy treatment units are often 
uniquely designed as an open space, with sev-
eral patients sharing a treatment area. The de-
sign reduces isolation and facilitates quick 
nurse-patient access during potentially toxic 
treatments known to have frequent adverse 
effects. Data suggest that nursing staff prefer 
open models to facilitate quick patient assess-

ments and interventions as needed; however, 
patients and families prefer private treatment 
rooms, especially among women patients or 
those receiving longer infusions.7  

The Veterans Health Administration (VHA) 
patient population is male predominant, com-
prised only of 10% female patients.8 Although 
the proportion of female patients in the VHA 
is expected to rise annually to about 16% by 
2043, the low percentage of female veterans 
will persist for the foreseeable future.8 This low 
percentage of female veterans is reflected in 
the Veterans Affairs Portland Health Care Sys-
tem (VAPHCS) cancer patient population and 
in the use of the chemotherapy infusion unit, 
which is used for the ambulatory treatment of 
veterans undergoing cancer therapy. 

The VHA has previously explored gender dif-
ferences in health care, such as with cardiovas-
cular disease, transgender care, and access to 
mental health.9-11 However, to the best of our 
knowledge, no analysis has explored gender 
differences within the outpatient cancer treat-
ment experience. Patient satisfaction with out-
patient cancer care may be magnified in the 
VHA setting due to the uniquely unequal gender  
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populations, shared treatment space design, 
and high incidence of sexual abuse among 
women veterans. Given this, we aimed to iden-
tify gender-related preferences in outpatient 
cancer care in our chemotherapy infusion unit.  

In our study, we used the terms male and 
female to reflect statistical data from the lit-
erature or labeled data from the electronic 
health record (EHR); whereas the terms men 
and women were used to describe and en-
compass the cultural implications and context 
of gender.12

METHODS
This study was designated as a quality im-
provement (QI) project by the VAPHCS re-
search office and Institutional Review Board in 
accordance with VHA policies.  

The VAPHCS outpatient chemotherapy in-
fusion unit is designed with 6 rooms for che-
motherapy administration. One room is a large 
open space with 6 chairs for patients. The other 
rooms are smaller with glass dividers between 
the rooms, and 3 chairs inside each for patients. 
There are 2 private bathrooms, each gender neu-
tral. Direct patient care is provided by physicians, 
nurse practitioners (NPs), infusion unit nurses, 
and nurse coordinators. Men represent the ma-
jority of hematology and oncology physicians 
(13 of 20 total: 5 women fellow physicians and 

2 women attending physicians), and 2 of 4 NPs. 
Women represent 10 of 12 infusion unit and 
cancer coordinator nurses. We used the VHA 
Computerized Patient Record System (CPRS) 
EHR, to create a list of veterans treated at the  
VAPHCS outpatient chemotherapy infusion unit 
for a 2-year period (January 1, 2018, to Decem-
ber 31, 2020). 

Male and female patient lists were first gener-
ated based on CPRS categorization. We identi-
fied all female veterans treated in the ambulatory 
infusion unit during the study period. Male pa-
tients were then chosen at random, recording the 
most recent names for each year until a matched 
number per year compared with the female co-
hort was reached. Patients were recorded only 
once even though they had multiple infusion 
unit visits. Patients were excluded who were de-
ceased, on hospice care, lost to follow-up, could 
not be reached by phone, refused to take the 
survey, had undeliverable email addresses, or 
lacked internet or email access. 

After filing the appropriate request through the 
VAPHCS Institutional Review Board committee 
in January 2021, patient records were reviewed 
for demographics data, contact information, and 
infusion treatment history. The survey was then 
conducted over a 2-week period during Janu-
ary and February 2021. Each patient was invited 
by phone to complete a 25-question anonymous 

TABLE 1 Self-Reported Demographic and Clinical Characteristics
Variables Total (N = 41) Female (n = 21) Male (n = 20) P value

Age, No. (%)
    ≥ 65 y
    55-64 y
    45-54 y
    35-44 y

26 (63)
5 (12)
8 (20)
2 (5)

8 (38)
4 (19)
7 (33)
2 (10)

18 (90)
1 (5)
1 (5)
0 (0)

.001a

.34
.045a

N/A

Beyond high school education, No. (%) 35 (85) 20 (95) 15 (75) .09

Infusion unit visit for cancer treatment, No. (%) 40 (98) 20 (95) 20 (100) .99

Most common cancers, No. (%)
    Breast
    Hematologic malignancies
    Prostate  
    Lung 
    Colorectal/gastric/esophageal
    Melanoma
    Other not listed

11 (27)
8 (20)
4 (10)
4 (10)
4 (10)
1 (2)

9 (22)

11 (52)
4 (19)
0 (0)
1 (5)
1 (5)
0 (0)
4 (19)

0 (0)
4 (20)
4 (20)
3 (15)
3 (15)
1 (5)
5 (25)

N/A
.99
N/A
.34
.34
N/A
.72

≥ 3 infusions in past 12 mo, No. (%)b 33 (80) 16 (80) 17 (79) .70

Metastatic cancer treatment, No. (%) 12 (29) 4 (19) 8 (40) .18

aStatistically significance at P < .05.
bTwo respondents omitted this question; percentage is reflective of those omissions.
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online survey. The survey questions were created 
from patient-relayed experiences, then modeled 
into survey questions in a format similar to other 
patient satisfaction questionnaires described in 
cancer care and gender differences.2,13,14 The 
survey included self-identification of gender and 
was multiple choice for all except 2 questions, 
which allowed an open-ended response (Appen-
dix). Only 1 answer per question was permitted. 
Only 1 survey link was sent to each veteran who 
gave permission for the survey. To protect ano-
nymity for the small patient population, we ex-
cluded those identifying as gender nonbinary or 
transgender. 

Statistical Analysis
Patient, disease, and treatment features are sep-
arated by male and female cohorts to reflect 
information from the EHR (Table 1). Survey per-
centages were calculated to reflect the affirma-
tive response of the question asked (Table 2). 
Questions with answer options of not important, 
minimally important, important, or very impor-
tant were calculated to reflect the sum of any 
importance in both cohorts. Questions with an-
swer options of never, once, often, or every time 
were calculated to reflect any occurrence (sum of 
once, often, or every time) in both patient groups. 
Questions with answer options of strongly agree, 
somewhat agree, somewhat disagree, and 
strongly disagree were calculated to reflect any 
agreement (somewhat agree and strongly agree 
summed together) for both groups. Comparisons 
between cohorts were then conducted using a 
Fisher exact test. A Welch t test was used to cal-
culate the significance of the continuous variable 
and overall ranking of the infusion unit experi-
ence between groups.

RESULTS
In 2020, 414 individual patients were treated at 
the VAPAHCS outpatient infusion unit. Of these, 
23 (5.6%) were female, and 18 agreed to take 
the survey. After deceased and duplicate names 
from 2020 were removed, another 14 eligible 
2019 female patients were invited and 6 agreed 
to participate; 6 eligible 2018 female patients 
were invited and 4 agreed to take the survey 
(Figure). Thirty female veterans were sent a sur-
vey link and 21 (70%) responses were collected. 
Twenty-one male 2020 patients were contacted 
and 18 agreed to take the survey. After remov-
ing duplicate names and deceased individu-
als, 17 of 21 eligible 2019 male patients and  

4 of 6 eligible 2018 patients agreed to take 
the survey. Five additional male veterans de-
clined the online-based survey method. In total,  
39 male veterans were reached who agreed to 
have the survey link emailed, and 20 (51%) total 
responses were collected. 

Most respondents answered all questions in 
the survey. The most frequently skipped ques-
tions included 3 questions that were contingent 
on a yes answer to a prior question, and 2 open-
ended questions asking for a write-in response. 
Percentages for female and male respondents 
were adjusted for number of responses when 
applicable. 

Thirteen (62%) female patients were aged  
< 65 years, while 18 (90%) of male patients 
were aged ≥ 65 years. Education beyond high 
school was reported in 20 female and 15 male 
respondents. Almost all treatment administered 
in the infusion unit was for cancer-directed 
treatment, with only 1 reporting a noncancer 
treatment (IV iron). The most common malig-
nancy among female patients was breast can-
cer (n = 11, 52%); for male patients prostate 
cancer (n = 4, 20%) and hematologic malig-
nancy (n = 4, 20%) were most common. Four 
(19%) female and 8 (40%) male respondents 
reported having a metastatic diagnosis. Over-
all patient satisfaction ranked high with an aver-
age score of 9.1 on a 10-point scale. The mean 
(SD) satisfaction score for female respondents 
was 1 point lower than that for men: 8.7 (2.2) vs 
9.6 (0.6) in men (P = .11). 

Eighteen (86%) women reported a history 
of sexual abuse or harassment compared with  
2 (10%) men (P < .001). The sexual abuse assail-
ant was a different gender for 17 of 18 female re-
spondents and of the same gender for both male 
respondents. Of those with sexual abuse history, 
4 women reported feeling uncomfortable around 
their assailant’s gender vs no men (P = .11), but 
this difference was not statistically significant.  
Six women (29%) and 2 (10%) men reported 
feeling uncomfortable during clinical examina-
tions from comments made by the clinician or 
during treatment administration (P = .24).  
Six (29%) women and no men reported that they 
“felt uncomfortable in the infusion unit by other 
patients” (P = .02). Six (29%) women and no men 
reported feeling unable to “voice uncomfortable 
experiences” to the infusion unit clinician (P = .02).

Ten (48%) women and 6 (30%) men re-
ported emotional support when receiving treat-
ments provided by staff of the same gender  
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(P = .34). Eight (38%) women and 4 (20%) men 
noted that access to treatment with the same 
gender was important (P = .31). Six (29%) 
women and 4 (20%) men indicated that access 
to a sex or gender-specific restroom was im-
portant (P = .72). No gender preferences were 
identified in the survey questions regarding 
importance of private treatment room access 
and level of emotional support when receiv-
ing treatment with others of the same malig-
nancy. These relationships were not statistically  
significant. 

In addition, 2 open-ended questions were 
asked. Seventeen women and 14 men re-
sponded. Contact the corresponding author 
for more information on the questions and  
responses. 

DISCUSSION
Overall patient satisfaction was high among the 
men and women veterans with cancer who re-

ceived treatment in our outpatient infusion unit; 
however, notable gender differences existed. 
Three items in the survey revealed statistically 
significant differences in the patient experience 
between men and women veterans: history of 
sexual abuse or harassment, uncomfortable 
feelings among other patients, and discomfort 
in relaying uncomfortable feelings to a clinician. 
Other items in the survey did not reach statis-
tical significance; however, we have included 
discussion of the findings as they may highlight 
important trends and be of clinical significance.

We suspect differences among genders in 
patient satisfaction to be related to the high in-
cidence of sexual abuse or harassment history 
reported by women, much higher at 86% than 
the one-third to one-fourth incidence rates esti-
mated by the existing literature for civilian or mili-
tary sexual abuse in women.5,6 These high sexual 
abuse or harassment rates are present in a ma-
jority of women who receive cancer-directed 

TABLE 2 Patient Survey Responses

Questions

Positive survey responses, No. (%)

P valueaTotal (N = 41) Female (n = 21) Male (n = 20)

Have you experienced sexual assault/harassment in your life  
(during military service or outside of service)?

20 (49) 18 (86) 2 (10) < .001b

If you experienced sexual assault/harassment, are you  
uncomfortable with people of the assailant’s gender?

4 (10) 4 (20) 0 (0) .11

Felt uncomfortable in the infusion unit during examination from  
comments by the clinician or during administration of treatmentc

8 (20) 6 (29) 2 (10) .24

Felt uncomfortable in the infusion unit from other patientsd 6 (15) 6 (29) 0 (0) .02b

Unable to voice uncomfortable experiences to infusion unit staff 6 (15) 6 (29) 0 (0) .02b

Access to a treatment room with other patients of the same  
sex/gender importancee

12 (29) 8 (38) 4 (20) .31

Emotionally supported when receiving treatment surrounded by  
others of same cancer/illnessd

17 (41) 9 (43) 8 (40) .99

Emotionally supported when receiving treatment surrounded  
by others of own sex/gendere

16 (39) 10 (48) 6 (30) .34

Access to private treatment room importancee 20 (49) 11 (52) 9 (45) .76

Access to a sex/gender-specific restroom importancee 10 (25) 6 (29) 4 (20) .72

Overall infusion unit experience, mean (SD)f 9.1 (1.7) 8.7 (2.2) 9.6 (0.6) .11

aComparisons used a Fisher exact test for binary variables and a Welch t test for the continuous variable. 
bStatistically significant at P < .05.
cA 4-option response of never, once, often, or every time (number reflects sum of responses once, often, or every time). 
dA 4-option response of strongly agree, somewhat agree, somewhat disagree, or strongly disagree (number reflects somewhat agree and strongly agree responses).
e A 4-option response of not important, somewhat important, important, or very important (number reflects sum of somewhat to very important responses).
f10-point scale (1, worst; 10, best).
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treatment toward a gender-specific breast ma-
lignancy, surrounded predominantly among men 
in a shared treatment space. Together, these fac-
tors are likely key reasons behind the differences 
in satisfaction observed. This sentiment is ex-
pressed in our cohort, where one-fifth of women 
with a sexual abuse or harassment history con-
tinue to remain uncomfortable around men, 
and 29% of women reporting some uncomfort-
able feelings during their treatment experience 
compared with none of the men. Additionally,  
6 (29%) women vs no men felt uncomfortable in 
reporting an uncomfortable experience with a cli-
nician; this represents a significant barrier in pro-
viding care for these patients.  

A key gender preference among women in-
cluded access to shared treatment rooms with 
other women and that sharing a treatment space 
with other women resulted in feeling more emo-
tional support during treatments. Access to 
gender-specific restrooms was also preferred 
by women more than men. Key findings in both 
genders were that about half of men and women 
valued access to a private treatment room and 
would derive more emotional support when sur-
rounded by others with the same cancer. 

Prior studies on gender and patient satis-
faction in general medical care and cancer care 
have found women value privacy more than 

men.1-3 Wessels and colleagues performed an 
analysis of 386 patients with cancer in Europe 
and found gender to be the strongest influence 
in patient preferences within cancer care. Specif-
ically, the highest statically significant association 
in care preferences among women included pri-
vacy, support/counseling/rehabilitation access, 
and decreased wait times.2 These findings were 
most pronounced in those with breast cancer 
compared with other malignancy type and high-
lights that malignancy type and gender predomi-
nance impact care satisfaction. 

Traditionally a shared treatment space de-
sign has been used in outpatient chemotherapy 
units, similar to the design of the VAPHCS. How-
ever, recent data report on the patient preference 
for a private treatment space, which was espe-
cially prominent among women and those re-
ceiving longer infusions.7 In another study that 
evaluated 225 patients with cancer preferences 
in sharing a treatment space with those of a dif-
ferent sexual orientation or gender identify, dif-
ferences were found. Both men and women had 
a similar level of comfort in sharing a treatment 
room with someone of a different sexual orienta-
tion; however, more women reported discomfort 
in sharing a treatment space with a transgen-
der woman compared with men who felt more 
comfortable sharing a space with a transgen-
der man.4 We noted a gender preference may 
be present to explain the difference. Within our 
cohort, women valued access to treatment with 
other women and derived more emotional sup-
port when with other women; however, we did 
not inquire about feelings in sharing a treatment 
space among transgender individuals or differing 
sexual orientation. 

Gender differences for privacy and in 
shared room preferences may result from the 
lasting impacts of prior sexual abuse or ha-
rassment. A history of sexual abuse nega-
tively impacts later medical care access and 
use.15 Those veterans who experienced sexual 
abuse/harrassment reported higher feelings 
of lack of control, vulnerability, depression, 
and pursued less medical care.15,16 Within can-
cer care, these feelings are most pronounced 
among women with gender-specific malignan-
cies, such as gynecologic cancers or breast 
cancer. Treatment, screening, and physical ex-
aminations by clinicians who are of the same 
gender as the sexual abuse/harassment assail-
ant can recreate traumatic feelings.15,16 

A majority of women (n = 18, 86%) in our  

5 Excluded
  1 Inpatient hospice
  2 Declined online survey format
  1 Declined survey in any form
  1 Transgender

31 Excluded
  13 Deceased
  12 Duplicates with 2020
  2 Transgender
  1 Declined online survey format
  3 Unable to be reached

24 Excluded
  12 Deceased
  10 Duplicates with 2020 and 2019
  1 Refused online survey format
  1 Unable to be reached

23 Patients in 2020

18 Agreed to online survey

39 Patients in 2019 

28 Patients in 2018

4 Agreed to online survey

8 Agreed to online survey

FIGURE Women Cohort Flowchart
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cohort reported a history of sexual abuse or ha-
rassment and breast malignancy was the most 
common cancer among women. However 
women represent just 5.6% of the VAPHCS in-
fusion unit treatment population. This combi-
nation of factors may explain the reasons for 
women veterans’ preference for privacy dur-
ing treatments, access to gender-specific rest-
rooms, and feeling more emotional support when 
surrounded by other women. Strategies to help 
patients with a history of abuse have been de-
scribed and include discussions from the clini-
cian asking about abuse history, allowing time for 
the patient to express fears with an examination 
or test, and training on how to deliver sensitive 
care for those with trauma.17,18

Quality Improvement Project
In the VAPHCS infusion unit, several low-cost 
interventions have been undertaken as a result 
of our survey findings. We presented our sur-
vey data to the VAPHCS Cancer Committee, 
accredited through the national American Col-
lege of Surgeons Commission on Cancer. The 
committee awarded support for a yearlong QI 
project, including a formal framework of quar-
terly multidisciplinary meetings to discuss proj-
ect updates, challenges, and resources. The QI 
project centers on education to raise aware-
ness of survey results as well as specific inter-
ventions for improvement. 

Education efforts have been applied through 
multiple department-wide emails, in-person ed-
ucation to our chemotherapy unit staff, abstract 
submission to national oncology conferences, 
and grand rounds department presentations at 
VAPHCS and at other VHA-affiliated university 
programs. Additionally, education to clinicians 
with specific contact information for psychology 
and women’s health to support mental health, 
trauma, and sexual abuse histories has been 
given to each clinician who cares for veterans in 
the chemotherapy unit. 

We also have implemented a mandatory can-
cer care navigation consultation for all women 
veterans who have a new cancer or infusion 
need. The cancer care navigator has received 
specialized training in sensitive history-taking 
and provides women veterans with a direct num-
ber to reach the cancer care navigation nurse. 
Cancer care navigation also provides a con-
tinuum of support and referral access for psy-
chosocial needs as indicated between infusion 
or health care visits. Our hope is that these re-

sources may help offset the sentiment reflected 
in our cohort of women feeling unable to voice 
concerns to a clinician. 

Other interventions underway include offer-
ing designated scheduling time each week to 
women so they can receive infusions in an area 
with other women. This may help mitigate the 
finding that women veterans felt more uncom-
fortable around other patients during infusion 
treatments compared with how men felt in the 
chemotherapy unit. We also have implemented 
gender-specific restrooms labeled with a sign 
on each bathroom door so men and women 
can have access to a designated restroom. Of-
fering private or semiprivate treatment rooms is 
currently limited by space and capacity; how-
ever, these may offer the greatest opportunity to 
improve patient satisfaction, especially among 
women veterans. Working with the support of the 
VAPHCS Cancer Committee, we aim to reeval-
uate the impact of the education and QI efforts 
on gender differences and patient satisfaction at 
completion of the 1-year award.

Limitations
Limitations to our study include the overall small 
sample size. This is due to the combination of 
the low number of women treated at VAPHCS 
and many with advanced cancer who, unfortu-
nately, have a limited overall survival and hinders 
accrual of a larger sample size. Other limitations 
included age as a possible confounder in our 
findings, with women representing a younger 
demographic compared with men. We did not 
collect responses on duration of infusion time, 
which also may impact overall satisfaction and 
patient experience. We also acknowledge that 
biologic male or female sex may not correspond 
to a specific individual’s gender. Use of CPRS to 
obtain a matched number of male and female 
patients through random selection relied on la-
beled data from the EHR. This potentially may 
have excluded male patients who identify as an-
other gender that would have been captured on 
the anonymous survey.

Last, we restricted survey responses to online 
only, which excluded a small percentage who 
declined this approach.

CONCLUSIONS
Our findings may have broad applications to 
other VHA facilities and other cancer-directed 
treatment centers where the patient demo-
graphic and open shared infusion unit design 
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may be similar. The study also may serve as 
a model of survey design and implementa-
tion from which other centers may consider 
improving patient satisfaction. We hope these 
survey results and interventions can provide in-
sight and be used to improve patient satisfac-
tion among all cancer patients at infusion units 
serving veterans and nonveterans.
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Appendix Survey Questions and Response Options
  1. What is your sex?
      Response options: Male, Female, Transmale, Transfemale, Gender non-binary, Do not wish to disclose

  2. What is your age?
      Response options: 18-24, 25-34, 35-44, 45-54, 55-64, 65+

  3. What is your formal education?
      Response options: Less than high school, high school, more than high school

  4. Reason for infusion unit visit?
      Response options: Cancer treatment, other treatment
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  5. If visit is for cancer treatment, what type of cancer are you getting treatment for? 
      Response options: �Lung cancer, prostate cancer, breast cancer, colorectal cancer, gastric or esophageal cancer, 

bladder cancer, kidney/renal cancer, melanoma cancer, leukemia cancer, lymphoma cancer, 
multiple myeloma cancer, other cancer not listed above

  6. Number of infusion unit visits over the last 12 months:
      Response options: 1-2, 3-4, 5-6, 7+

  7. Is your cancer metastatic/has it spread to multiple places?
      Response options: Yes, No, Unsure, Not applicable

  8. How important is it to have access to a private treatment room? 
      Response options: Not important, somewhat important, important, very important

  9. How important is it to have access to a treatment room with other patients of the same sex or gender? 
      Response options: Not important, somewhat important, important, very important

10. How important is it to have access to a sex- or gender-specific restroom? 
      Response options: Not important, somewhat important, important, very important

11. �In the infusion unit, have you ever felt uncomfortable during an examination by the nurse, nurse practitioner, or  
physician?

      Response options: Never, once, often, always

12. In the infusion unit, have you ever felt uncomfortable during administration of the treatment or infusion? 
      Response options: Never, once, often, always

13. �In the infusion unit, have you ever felt uncomfortable by comments made by other patients in the infusion suite?
      Response options: Never, once, often, always

14. �In the infusion unit, have you ever felt uncomfortable by comments by the nurse, nurse practitioner, or physician?
      Response options: Never, once, often, always

15. �If you answered yes to any of the questions in 11 to 14, was the other person who made you feel uncomfortable:
      Response options: �Your same sex/gender, your opposite sex/gender, unclear if they were the same or opposite 

sex/gender, another patient receiving treatment, the nurse/nurse practitioner or physician 
providing care, not applicable

16. �Have you ever felt unable to voice uncomfortable concerns or experiences in the infusion unit to your nurses, 
nurse practitioner, or physician?

      Response options: Yes, no, unsure

17. If yes to question 16, do you feel your sex or gender made it hard to communicate the concern?
      Response options: Yes, no, not applicable

18. �Have you ever experienced any sexual assault or harassment in your life—either during the military service or 
outside of your service? 

      Response options: Yes, no

19. If yes to question 18, what was the sex or gender of the offender?
      Response options: Your same sex/gender, your opposite sex/gender, unsure, not applicable

20. �If you have experienced sexual assault or harassment in any setting, are encounters with people of the  
offending sex now uncomfortable? 

      Response options: Yes, no, not applicable

21. �I feel more emotional support when receiving my treatment surrounded by others of my same sex or gender. 
      Response options: Strongly agree, somewhat agree, somewhat disagree, strongly disagree

22. �I feel more emotional support when receiving my treatment surrounded by others with my same cancer or condition. 
      Response options: Strongly agree, somewhat agree, somewhat disagree, strongly disagree

23. �Rate your overall infusion unit experience. 
      Response options: 1 (worst) to 10 (best)

24. Please tell us one main concern with the infusion unit.
      Response options: Write-in response

25. What is one suggestion to make the infusion unit experience better?
      Response options: Write-in response


