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L
ung cancer, most often diagnosed at 

an advanced stage, is the leading cause 

of cancer-related death in the Unit-

ed States (American Cancer Society 

[ACS], 2018). The five-year relative 

survival rate for an individual diagnosed with lung 

cancer is between 4.5% and 8% (Dillman & McClure, 

2014), and the median survival time for those with ad-

vanced disease is eight months (Dillman & McClure, 

2014; Schiller et al., 2002). Advanced lung cancer is a 

terminal disease with a relatively short survival time 

after diagnosis; therefore, it is important to examine 

factors that may influence quality of life (QOL) in in-

dividuals diagnosed with this disease. 

Cigarette use contributes to 80% of all deaths 

attributed to lung cancer (ACS, 2018). Regardless of 

smoking status, studies have reported that between 

30% and 95% of those with lung cancer feel stigma-

tized by their disease (Cataldo, Slaughter, Jahan, 

Pongquan, & Hwang, 2011; Chambers et al., 2012; 

Chapple, Ziebland, & McPherson, 2004; Else-Quest, 

LoConte, Schiller, & Hyde, 2009; Hamann et al., 2014; 

Lebel et al., 2013; LoConte, Else-Quest, Eickhoff, 

Hyde, & Schiller, 2008; Weiss et al., 2017). Compared 

to individuals with cancers in which smoking is not 

a primary risk factor, those with lung cancer report 

more stigma (LoConte et al., 2008). Individuals with 

lung cancer report experiencing the same levels of 

stigma as those diagnosed with head and neck cancer,  

in which smoking is also a primary risk factor (Lebel 

et al., 2013). Stigma has been associated with nega-

tive psychological outcomes in individuals with lung 

cancer (Brown Johnson, Brodsky, & Cataldo, 2014; 

Chambers et al., 2015; Else-Quest et al., 2009). 

Background

Multiple symptoms (e.g., pain, fatigue, dyspnea, dis-

tress) and high symptom burden are associated with 

poor QOL in individuals with lung cancer (Cooley, 

Short, & Moriarty, 2003; Hopwood & Stephens, 1995; 

OBJECTIVES: To identify groups of participants 

with high and low levels of stigma and to examine 

the influence of stigma on social support, social 

constraints, symptom severity, symptom interference, 

and quality of life (QOL).   

SAMPLE & SETTING: 62 individuals with lung cancer 

were identified and recruited from a comprehensive 

cancer center in the southeastern United States.

METHODS & VARIABLES: Participants completed a 

questionnaire that included demographic information 

and measures of stigma, symptom severity and 

interference, social support, social constraints, and 

QOL. IBM SPSS Statistics TwoStep Cluster Analysis 

was used to identify high- and low-stigma groups. 

Independent sample t tests were used to compare 

differences between the groups.

RESULTS: 22 participants had a high level of stigma; 

they had significantly higher symptom severity on 

feeling distressed, problems remembering things, 

and feeling sad, and greater symptom interference 

related to mood, relations with others, and enjoyment 

of life. Participants also had significantly higher levels 

of social support and lower social constraints. Stigma 

was significantly related to lower levels of QOL.

IMPLICATIONS FOR NURSING: Nurses should be 

aware that stigma may influence various factors 

throughout the disease trajectory; they can privately 

assess individuals with lung cancer for access to 

social supports, feelings of stigma, and QOL, and 

make appropriate referrals as needed.
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Iyer, Roughley, Ridner, & Taylor-Stokes, 2014; Ma et 

al., 2014; Polanski, Jankowska-Polańska, Rosinczuk, 

Chabowski, & Szymanska-Chabowska, 2016). To the 

current authors’ knowledge, only one study has inves-

tigated the relationship between stigma and physical 

symptoms in lung cancer, finding that stigma was sig-

nificantly associated with physical symptom severity 

in individuals with all stages of lung cancer (Cataldo 

& Brodsky, 2013). It is not known if stigma influences 

symptom interference or symptom severity in those 

with advanced lung cancer. 

Because social support can be derived from a vari-

ety of sources, the social support needs of individuals 

with lung cancer, including general social support and 

support from a primary caregiver, should be inves-

tigated in multiple ways. Three main types of social 

support are emotional, informational, and instru-

mental (House, 1981; House & Kahn, 1985; Kahn & 

Antonucci, 1980). Among individuals with advanced 

cancer, those who report higher levels of social sup-

port tend to have higher QOL (Applebaum et al., 

2014). A qualitative study by Chapple, Ziebland, and 

McPherson (2004) has suggested that stigma influ-

ences the way an individual is able to interact with his 

or her family and friends, as well as the medical com-

munity, after a diagnosis of lung cancer.

The perception of social support from the family 

is associated with better emotional adjustment 

(Zemore & Shepel, 1989). In addition, the ability of an 

individual with cancer to disclose his or her diagnosis 

affects that individual’s psychological processing of 

the disease (Lepore & Revenson, 2007). The primary 

lay caregiver is likely to provide this type of support. 

If this caregiver is unwilling to offer support to the 

individual with cancer, that relationship is socially 

constraining. When social constraints exist within the 

relationship, the ability of the individual with cancer 

to discuss, cope, and adjust to the diagnosis is neg-

atively affected (Lepore & Revenson, 2007). A study 

by Chambers et al. (2015) investigated social con-

straints among those with all stages of lung cancer, 

determining that social constraints were found to be a 

mediating factor between distress and stigma. 

Research suggests that QOL, in conjunction with 

physical condition, is a prognostic indicator in those 

with lung cancer (Braun, Gupta, & Staren, 2011; 

Efficace et al., 2006). Consequently, it is important 

to identify factors that influence QOL, particularly in 

those with a limited life expectancy. Multiple factors 

are associated with a decrease in QOL in individuals 

with lung cancer and include smoking, severe phys-

ical symptoms, depression, and anxiety (Polanski et 

al., 2016), whereas milder physical symptoms, not 

smoking, and early palliative care are associated with 

an increase in QOL (Polanski et al., 2016; Temel et 

al., 2010). Regardless of survival time after diagnosis, 

individuals with lung cancer should receive holistic 

care that maximizes QOL.

Brown Johnson et al. (2014) reported that stigma 

provided a significant explanation of the variance in 

QOL beyond depression and anxiety in a sample of 

patients with all stages of lung cancer. Chambers et 

al. (2015) also found that stigma was associated with 

QOL in patients newly diagnosed with lung cancer. 

Distress, social constraints, and illness appraisals 

were identified as factors that may contribute to 

QOL in individuals with lung cancer (Chambers et al., 

2015). Stigma may influence QOL in individuals with 

advanced lung cancer, but its unique contribution to 

QOL in those with advanced lung cancer has not been 

explored. The objectives of the current study were to 

(a) identify subgroups of participants who could be 

identified as having high and low levels of stigma and 

(b) determine how the stigma groups differed in their 

levels of social support, social constraints, symptom 

severity, symptom interference, and QOL.

Methods 

Sample and Setting

A cross-sectional, descriptive, exploratory design was 

used. Appropriate institutional review board approvals 

were obtained. A convenience sample was identified 

and recruited from the Vanderbilt-Ingram Cancer 

Center in Nashville, Tennessee. To be eligible for the 

study, participants had to be aged 18 years or older, 

have received chemotherapy for lung cancer at least 

once, and be able to speak English. All participants had 

to pass the Short Portable Mental Status Questionnaire 

prior to enrollment. Those with a known documenta-

tion of cognitive impairment, another active cancer, and 

hospice enrollment were not eligible. A medical oncol-

ogist introduced the study to potential participants. 

Interested participants provided informed consent 

and completed self-report measures. Participants were 

recruited from November 2012 to August 2014.

Instruments

Participants had the option to independently com-

plete a questionnaire online in REDCap (Research 

Electronic Data Capture), which is a secure web-

based application to support data capture for research 

studies, or face-to-face in the clinic with a hard-copy 

questionnaire. One follow-up email was sent to partic-

ipants who did not complete the online questionnaire 

D
ow

nl
oa

de
d 

on
 0

7-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



320 ONCOLOGY NURSING FORUM MAY 2019, VOL. 46, NO. 3 ONF.ONS.ORG

within two weeks. All data were stored in REDCap 

(Harris et al., 2009). No compensation was provided 

for this study. Sociodemographic data were collected 

from participants and included age, gender, race, level 

of education, marital status, employment status, resi-

dence, and smoking history. 

Stigma was measured using a six-item scale (Phelan 

et al., 2013). Each item is a statement or belief about 

cancer-related stigma and self-blame that is rated on 

a four-point scale ranging from 1 (not at all) to 4 (very 

much). The scale was validated in a sample of veter-

ans who had been diagnosed with colorectal cancer; 

the Cronbach alpha in the validation study was 0.86 

(Phelan et al., 2013). This scale, which had just a few 

items, was chosen to minimize participant burden.

Physical symptoms were measured by the 

MD Anderson Symptom Inventory–Lung Cancer 

(MDASI-LC), which has been validated (Mendoza et 

al., 2011). The MDASI-LC symptom severity subscale 

consists of 13 core cancer symptoms and three lung 

cancer–specific symptoms, with possible responses 

ranging from 0 (not present) to 10 (as bad as you 

can imagine). The Cronbach alpha coefficient for 

symptom severity in the current study was 0.92. The 

MDASI-LC symptom interference subscale contains 

an additional six items related to activity inter-

ference and affective interference and how these 

symptoms interfere with daily life, with possible 

responses ranging from 0 (did not interfere) to 10 

(interfered completely). The Cronbach alpha coeffi-

cient for symptom interference in the current study 

was 0.93.

The Medical Outcomes Survey, Social Support 

Survey (MOS-SSS) was initially developed and 

validated in a sample of individuals with chronic 

illness (Sherbourne & Stewart, 1991) and has been 

used in subsequent studies investigating social sup-

port in individuals with lung cancer (Poghosyan 

et al., 2015; Sullivan et al., 2016). The MOS-SSS is a 

19-item scale that inquires about how often various 

types of social support are available to an individual. 

Possible responses rage from 1 (none of the time) to 

5 (all of the time). In addition to measuring overall 

available social support, several subscales measure 

specific types of social support, including emotional/ 

informational support, tangible support, affectionate 

support, and positive social interaction. An additional 

item—“Someone to do things to help you get your 

mind off things”—is not part of any subscale and is 

analyzed as an individual item. Scores are summed and 

converted to a scale ranging from 0–100, with higher 

scores indicating more social support (Sherbourne & 

Stewart, 1991). The Cronbach alpha coefficient in the 

current study was 0.95. 

Social constraints, based on social cognitive 

processing theory, measure a partner’s socially con-

straining behaviors toward a loved one (Lepore, 

2001). These behaviors may include minimizing 

emotions and problems or changing the topic when 

the loved one wants to discuss the illness. Social 

constraints were measured using the 15-item Social 

Constraints Scale. It has been used in individuals 

with cancer (Lepore & Ituarte, 1999; Mosher et al., 

2012) and with lung cancer (Chronbach alpha = 0.92) 

(Chambers et al., 2015). Possible scores range from 0 

(never) to 10 (always). This scale is inversely scored, 

with a higher score indicating more perceived social 

constraints and an increased perception of constrain-

ing behavior from the participant’s primary caregiver. 

The Cronbach alpha coefficient for the sample in the 

current study was 0.94.

QOL was measured by a linear analog scale assess-

ment of QOL (Locke et al., 2007) examining five 

domains of QOL: physical, emotional, spiritual, intel-

lectual, and overall. Each domain is measured with one 

item rated on a 10-point scale ranging from 0 (as bad 

as it can be) to 10 (as good as it can be). This tool was 

validated in individuals with high-grade gliomas and 

is appropriate for use when short scales are desired 

to minimize participant burden (Locke et al., 2007). 

In addition, it has previously been used in those with 

lung cancer (Clark et al., 2008; Morrison et al., 2017; 

Solberg Nes et al., 2012). Scores of 6–10 are considered 

to represent adequate QOL, whereas scores of 0–5 are 

considered to represent low QOL.

Data Analysis

Descriptive statistics were used to describe the study 

sample. To determine whether the six-item stigma 

scale could identify separate groupings of stigma 

among study participants, the six stigma items were 

entered into IBM SPSS Statistics TwoStep Cluster 

Analysis, a tool designed to reveal natural group-

ings, or clusters, of cases within a given dataset. The 

resulting analysis included whether clusters could 

be identified, the number of clusters identified, the 

number of individuals in each cluster, a qualitative 

description (from poor to good) of how well the 

clusters are separated from one another, and the 

importance of each item on each scale in forming the 

clusters. 

Results of the TwoStep Cluster Analysis deter-

mined that participants could be divided into two 

groups: low stigma (n = 40) and high stigma (n = 22). 
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Independent samples t tests and the eta-squared 

effect size measure were used to compare scale score 

means between the two stigma groups. There was 

good separation between groups.

Results

All participants (N = 62) had been diagnosed with 

advanced-stage lung cancer (stage III or IV) and had 

received chemotherapy at least once. The mean age 

of the sample was 64.45 years (SD = 8.69). The major-

ity of the participants were women (n = 37), married 

or living with a partner (n = 49), and highly educated 

(n = 27 with a college degree or higher) (see Table 1). 

Most participants reported a history of smoking (n = 

41), which was defined as an individual smoking more 

than 100 cigarettes in his or her lifetime.

Table 2 shows the mean stigma item scores and 

associated statistics between the high- and low-

stigma groups. The only stigma item that was not 

significantly different between the two groups was the 

following: “I feel I am to blame for my disease.” The 

stigma items, in rank order, that were most important 

in forming the two groups were items 4, 2, 3, and 1.

Mean scores on the MDASI-LC between the high- 

and low-stigma groups were compared (see Table 3). 

No differences between the groups were found for the 

core symptoms, the lung cancer–specific symptoms, 

activity interference, or total symptom severity. There 

was a significant difference between the high- and low-

stigma groups in the affective interference scores (p = 

0.005) and the total interference scores (p = 0.025). 

Individuals in the high-stigma group had higher scores 

for affective symptom interference and total symptom 

interference than those in the low-stigma group.

In the low-stigma group, the following symptoms 

had the highest severity scores: fatigue (
—
X = 2.95, SD = 

2.77), feeling drowsy (
—
X = 2.03, SD = 2.75), and dyspnea 

(
—
X = 1.98, SD = 2.94). In the high-stigma group, the 

following symptoms had the highest severity scores: 

fatigue (
—
X = 4.23, SD = 2.67), dyspnea (

—
X = 3.50, SD =  

2.94), and feeling distressed (
—
X = 3.14, SD = 3.23). 

Individual items on the symptom severity subscale 

were analyzed for group differences. Individuals in the 

high-stigma group were found to have significantly 

higher item means, indicating increased symptom 

severity, for feeling distressed (p = 0.035), problems 

remembering things (p = 0.037), and feeling sad (p =  

0.049). Individual items on the symptom interference 

subscale were analyzed for group differences. The 

high-stigma group had significantly higher interfer-

ence scores for mood (p = 0.28), relations with others 

(p = 0.014), and enjoyment of life (p = 0.005).

The high- and low-stigma groups’ mean scores on 

the overall MOSS-SSS scale and subscales were com-

pared (see Table 4). The high-stigma group reported 

significantly lower mean scores for emotional and 

informational support (p = 0.001), tangible support 

(p = 0.005), affectionate support (p = 0.005), posi-

tive social interaction (p = 0.001), and the MOS-SSS 

overall (p < 0.001). The mean score for the addi-

tional item on the scale—“Someone to do things to 

help you get your mind off things”—was also signifi-

cantly lower for those in the high-stigma group (p = 

0.014).

Mean scores on the Social Constraints Scale were 

compared between groups. A significant difference 

between the high- and low-stigma groups was found  

(p < 0.001). Those in the high-stigma group reported 

TABLE 1. Sample Characteristics (N = 62)

Characteristic n

Education

Less than high school 4

High school diploma 18

Some college 13

College degree or higher 27

Employment

Unemployed 34

Employed 19

Other 8

Missing data 1

Gender

Female 37

Male 24

Missing data 1

Marital status

Married or living with a partner 49

Living alone 11

Missing data 2

Race

White 54

Other 7

Missing data 1

Residencea

Urban 34

Rural 24

Missing data 4

a Self-identified by participants
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more constraining behaviors from their primary 

caregivers. 

Differences in QOL between the two stigma groups 

were examined, with significant differences identified 

in physical (p = 0.008), emotional (p = 0.002), spiri-

tual (p = 0.006), intellectual (p = 0.001), and overall 

QOL (p = 0.001) between the high- and low-stigma 

groups (see Table 5). Large effect sizes were found for 

emotional, intellectual, and overall QOL, and medium 

effect sizes were found for physical and spiritual QOL.

Discussion

QOL, influenced by a multitude of factors, is a clinical 

priority for those with a life-limiting illness. Factors 

such as physical symptom burden and interference 

and social support have been identified as contrib-

uting to the experience of QOL. A higher incidence 

of physical symptoms decreases QOL in individuals 

with advanced cancer (Iyer et al., 2014; Ma et al, 2014; 

Polanski et al., 2016). Decreased social support also 

negatively influences QOL in those with advanced 

cancer (Applebaum et al., 2014). 

The evidence for stigma as an influencing factor 

in QOL among those with lung cancer is emerging 

(Brown Johnson et al., 2014; Chambers et al., 2015), 

but it has not been fully investigated, particularly in 

those with advanced lung cancer, for which there 

is no cure. As an independent factor, stigma may 

influence physical symptoms, and social support in 

individuals with advanced lung cancer may play an 

important role in overall QOL in this population. 

The link between stigma and physical symptoms 

remains unclear, particularly in advanced lung cancer. 

Only qualitative evidence has suggested that stigma is 

involved in social support in those with lung cancer 

(Chapple et al., 2004). Limited evidence exists regard-

ing social constraints in individuals with lung cancer, 

but socially constraining behavior may be connected 

to the experience of stigma and QOL in this popula-

tion (Chambers et al., 2015). 

The incidence of stigma in lung cancer ranges from 

30% (LoConte et al., 2008) to 95% (Hamann et al., 

2014). In the current study’s sample of patients with 

advanced lung cancer (N = 62), 35% were categorized 

into the high-stigma group. This finding does not indi-

cate that those categorized into the low-stigma group 

do not have any feelings of stigma associated with 

their disease; rather, it indicates that the feelings of 

stigma among those in the low-stigma group may not 

rise to the level of clinical significance. 

Although physical symptoms and QOL in indi-

viduals with lung cancer have been linked (Iyer et 

al., 2014; Ma et al., 2014; Polanski et al., 2016), the 

influence of stigma on the experience of physical 

TABLE 2. Stigma Item Differences Between Low- and High-Stigma Groups

Low-Stigma Group  

(N = 40)

High-Stigma Group  

(N = 22)

Stigma Item
—

X SD
—

X SD t(60) p h2

1. I feel that some people avoid me because I 

have lung cancer.

1.15 0.36 2.27 1.2 5.5 < 0.001 0.335

2. I feel that some people feel awkward and 

tense around me because I have lung cancer.

1.3 0.46 2.91 0.87 9.54 < 0.001 0.603

3. I feel there is a stigma that goes with having 

my condition.

1.6 1.03 3.59 0.85 7.7 < 0.001 0.497

4. I feel that most people think less of a person 

who has lung cancer.

1.15 0.36 3.05 0.84 12.35 < 0.001 0.718

5. I feel I am to blame for my disease. 1.78 1.12 1.91 1.06 0.46 0.65 0.003

6. I feel other people think I am to blame for my 

disease.

1.73 1.04 2.73 0.88 3.83 < 0.001 0.196

Note. Stigma items 1–4 were most important in forming the stigma groups. 
Note. h2 < 0.138 indicates a large effect size.
Note. Possible responses range from 1 (not at all) to 4 (very much). 
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symptom severity and symptom interference is not 

well understood. A study by Cataldo and Brodsky 

(2013) investigated this relationship among indi-

viduals with lung cancer, finding that stigma was 

significantly associated with symptom severity and 

that stigma made a small but significant contribu-

tion to the variance in symptom severity beyond age, 

anxiety, and depression. 

Findings from the current study do not support 

the association between stigma and physical symp-

tom severity in individuals with lung cancer. The 

current authors examined stigma in relation to mul-

tiple dimensions of physical symptoms in individuals 

with lung cancer, including severity and interference, 

finding that stigma was significantly associated with 

total symptom interference and affective interference 

but not physical symptom severity. The high- and low-

stigma groups reported fatigue as the most troubling 

symptom and also reported dyspnea as a troubling 

symptom. Feeling distressed may be more common in 

those who experience more stigma.

Social support plays a significant role in how 

patients adjust to their disease after diagnosis (Lepore 

& Revenson, 2007; Zemore & Shepel, 1989). Social 

support may be particularly important for individu-

als diagnosed with advanced disease, who often have 

high care needs for physical symptoms throughout 

the disease trajectory. Those who require end-of-life 

care will eventually be completely reliant on others. 

Qualitative evidence has suggested that stigma in 

individuals diagnosed with lung cancer affects how 

these patients interact with family, friends, and pro-

viders; in addition, some patients reported concealing 

their diagnosis from others, which made obtaining 

appropriate social support difficult (Chapple et al., 

2004). The current study supports earlier qualitative 

findings. Individuals who were clustered in the high-

stigma group reported less social support of all types 

than those in the low-stigma group. 

In addition to social support, the current study 

examined social constraints. Individuals with high 

social constraints have less supportive caregiv-

ers. Social constraints are important to investigate 

because most individuals with lung cancer are treated 

in outpatient facilities and rely on the primary care-

giver for day-to-day care in the home. Individuals with 

advanced lung cancer require more intense home care 

from their primary caregiver as the disease progresses 

toward death. Social constraints are understudied 

in relation to stigma in lung cancer. In a study by 

Chambers et al. (2015), social constraints were found 

to have a significant mediating effect on the associa-

tion between distress and stigma in individuals with 

all stages of lung cancer. In the current study, similar 

to the findings regarding social support, those in the 

high-stigma group reported more socially constrain-

ing behaviors from their primary caregiver. 

Social support and social constraints may affect 

the overall experience of lung cancer for patients 

in the final months of life. Both factors have impli-

cations for the quality of care provided in the 

outpatient and home hospice setting. As symptom 

TABLE 3. Symptom Severity and Interference Item Differences Between Low- and High-Stigma 

Groups

Low-Stigma Group 

(N = 40)

High-Stigma Group 

(N = 22)

Item
—

X SD
—

X SD t(60) p h2

MDASI-LC symptom severitya

Feeling distressed 1.6 2.34 3.14 3.23 2.16 0.035 0.072

Problems remembering things 1.6 2.35 2.89 2.11 2.13 0.037 0.071

Feeling sad 1.38 2.16 2.59 2.48 2.01 0.049 0.063

MDASI-LC symptom interferenceb

Mood 1.21 1.81 2.55 2.84 2.25 0.028 0.079

Relations with others 0.64 1.58 2 2.64 2.52 0.014 0.097

Enjoyment of life 1.33 1.92 3.05 2.57 2.95 0.005 0.129

a Possible responses range from 0 (not present) to 10 (as bad as you can imagine).
b Possible responses range from 0 (did not interfere) to 10 (interfered completely).
MDASI-LC—MD Anderson Symptom Inventory–Lung Cancer
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burden increases and death approaches, individuals 

require more care. 

The primary finding from this study—that feelings 

of stigma may influence QOL—is supported by pre-

vious studies. A study by Brown Johnson et al. (2014) 

involving patients with all stages of lung cancer 

found that stigma provided a significant explanation 

of variance in QOL beyond depression and anxiety. 

A study by Chambers et al. (2015) that investigated 

depression, anxiety, and stigma found that stigma was 

related to QOL in patients with all stages of cancer. 

An important difference between these earlier stud-

ies and the current study is that the current study’s 

sample consisted of only those with advanced cancer; 

in addition, focus was placed on the amount of stigma 

(high or low) perceived by an individual. 

It is noteworthy that individuals in the high-stigma 

group were more likely to have increased symptom 

interference, decreased social support, and increased 

social constraints from a primary caregiver. These 

findings suggest that individuals who feel the most stig-

matized may have fewer available supports and poorer 

physical health outcomes. It is possible that those who 

feel stigmatized may be less likely to reach out because 

of fear of rejection, or they may feel that they caused 

their disease and, therefore, deserve to suffer. 

QOL becomes a goal of care during the final 

months of life, and individuals facing terminal ill-

ness may have a very different end-of-life experience 

because of stigma. Individuals with advanced lung 

cancer may be psychologically preparing for the end 

of life and facing their own mortality. They may be 

processing life choices that have contributed to their 

diagnosis and, ultimately, their death while also nav-

igating relationships with those who provide the 

physical care they need. In addition, individuals with 

lung cancer may process factors that have contributed 

to their disease, like smoking, differently than those 

who have the potential to be cured.

Limitations

Several limitations of this study must be considered. 

This was a homogeneous sample of primarily White, 

affluent, and highly educated individuals with lung 

cancer; this limits the generalizability to other pop-

ulations. In addition, this was a cross-sectional study, 

and it is not possible to establish causality between 

the study variables. Also, individuals in hospice were 

excluded; those who opt for hospice care have addi-

tional supports intended to maximize supportive care 

and QOL that are not available in the community set-

ting. Self-report measures were employed to gather 

information; participants may have been unwilling 

to accurately report social support and social con-

straints if they felt that this information would reflect 

negatively on those who cared for them. 

Implications for Nursing 

Multiple factors influence QOL in individuals with 

advanced lung cancer. Nurses must be aware that 

TABLE 4. Social Support and Social Constraint Item Differences Between Low- and High-Stigma Groups

Low-Stigma Group 

(N = 40)

High-Stigma Group 

(N = 22)

Item
—

X SD
—

X SD t(60) p h2

MOS-SSSa

Emotional and informational support 4.49 0.64 3.8 0.89 3.59 0.001 0.176

Tangible support 4.66 0.74 4.03 0.91 2.95 0.005 0.127

Affectionate support 4.78 0.57 4.18 1.03 2.92 0.005 0.124

Positive social interaction 4.62 0.81 3.77 1.09 3.46 0.001 0.169

Overall support 4.6 0.54 3.91 0.78 4.1 < 0.001 0.219

Someone to do things to help you get your mind off things 4.59 0.88 4 0.87 2.52 0.014 0.097

Social Constraints Scaleb

Overall 1.01 1.61 3.02 2.08 4.14 < 0.001 0.231

a Possible responses range from 1 (none of the time) to 5 (all of the time), with higher scores indicating more social support.
b Possible responses range from 0 (never) to 10 (always), with higher scores indicating more perceived social constraints and an increased perception 
of constraining behavior from the participant’s primary caregiver.
MOS-SSS—Medical Outcomes Survey, Social Support Survey
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stigma can affect factors associated with QOL and 

assess for stigma throughout the lung cancer tra-

jectory. In addition, nurses should privately assess 

available social supports and support from the 

primary caregiver. Referrals to appropriate inter-

ventions, such as psychotherapy, should be made to 

help resolve feelings and improve available supports. 

Physical symptoms continue to negatively affect QOL 

and provide the opportunity for nurses to offer symp-

tom management. 

Lung cancer–related stigma is often not part of 

routine nursing assessment, but emerging evidence 

suggests it may be beneficial for nurses to screen 

for stigma in some individuals (Cataldo et al., 2011; 

Chambers et al., 2012; Chapple et al., 2004; Hamann 

et al., 2014). One reason that the stigma measure 

used in the current study was selected is because 

it consists of just six items; a short instrument is 

appropriate for use in a population of individuals 

with advanced cancer because it can be administered 

quickly and limits patient burden. This stigma mea-

sure was able to be completed in only a few minutes; 

as such, it can easily be incorporated by nurses into 

the clinical setting to assess for stigma. When nurses 

identify an individual with feelings of stigma, appro-

priate referrals to mental health professionals can be 

made.

Future research should investigate the link 

between the increase in stigma and the decrease 

in available social supports and poorer physical 

health outcomes. Qualitative studies should exam-

ine whether individuals with advanced lung cancer 

process feelings of stigma differently than those 

with early-stage disease. Lung cancer–related stigma 

has not been well investigated in ethnic minorities, 

low-income individuals, or rural dwellers; replicating 

this study in a more diverse population may yield dif-

ferent results. Further research is needed to explore 

the concept of social constraints and how this may 

influence the care received at home and during the 

end of life. In particular, the link between social con-

straints and spiritual QOL should be examined. 

Conclusion

Advanced lung cancer has been associated with 

an extremely high physical symptom burden, but 

addressing physical symptoms alone is not sufficient 

to improve QOL. Those facing the end of life should 

identify QOL goals and be provided with the oppor-

tunity to achieve goal resolution. During all phases of 

care, multiple factors can influence QOL, such as feel-

ings of stigma. Stigma may also affect other factors 

that contribute to the overall QOL experience, such 

as general social support, support from a primary 

caregiver at home, and physical symptoms. 

Lee Ann Johnson, PhD, RN, is an assistant professor, Ann M. 

Schreier, PhD, RN, is a professor, and Melvin Swanson, BS, PhD, 

KNOWLEDGE TRANSLATION

 ɐ Stigma may influence quality of life, including the symptom expe-

rience, in individuals with advanced lung cancer.

 ɐ The experience of lung cancer–related stigma may influence an in-

dividual’s experience of social support and support received from 

a primary caregiver.

 ɐ Nurses, as healthcare providers, should assess individuals with 

lung cancer for stigma and adequate social support throughout 

the disease trajectory.

TABLE 5. Domains of QOL and Overall QOL Identified With Low- and High-Stigma Groups

Low-Stigma Group 

(N = 40)

High-Stigma Group 

(N = 22)

Item
—

X SD
—

X SD t(60) p h2

Physical QOL 7.1 2.11 5.55 2.13 2.77 0.008 0.113

Emotional QOL 8.13 2.15 6.14 2.7 3.18 0.002 0.144

Spiritual QOL 8.88 1.56 7.36 2.63 2.85 0.006 0.119

Intellectual QOL 8.5 1.71 6.77 2.27 3.38 0.001 0.16

Overall QOL 8.38 1.63 6.64 2.48 3.33 0.001 0.156

QOL—quality of life
Note. Possible responses range from 0 (as bad as it can be) to 10 (as good as it can be). A score of 5 or greater is considered 
to be clinically meaningful; individuals with a score greater than 5 are considered to have adequate QOL.
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