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ABSTRACT

Background. Disparities in incidence and mortality for lung
cancer in African Americans are well documented; however,
the extent to which disparities reflect differences in patient
perceptions of tobacco and lung cancer treatment is unclear.
The objective of this study was to explore African Americans’
knowledge of lung cancer, perceived risk, interest in smoking
cessation, attitudes toward lung cancer treatment, and lung
cancer diagnosis and treatment experiences.
Patients and Methods.The cohort comprised 32 African-
Americancurrentandformersmokerswithoutacancerdiagnosis
who participated in focus groups and 10 African Americans with
lung cancer who participated in in-depth interviews. Transcripts
were analyzed using a modified grounded theory approach.
Results. Participantswithout a cancer diagnosiswere aware of
the link between smoking and lung cancer, the common sy-
mptoms of the disease, and its poor prognosis. They desired

specific, personalized smoking-cessation information. If diag-
nosed, the majority reported, they would seek medical care.
Most believed that insurance and socioeconomic factorswere
more likely to affect treatment access than racial discrimina-
tion. Participants with a cancer diagnosis were also aware of
the relationship between smoking and lung cancer. They felt
their treatment plans were appropriate and trusted their
physicians. Most did not believe that race affected their care.
Conclusion.This qualitative study suggests that African-
American smokers are aware of the relationship between
smokingandlungcancerandare interested insmoking-cessation
treatment. These data also indicate that lung cancer disparities
are unlikely to be associated with differential willingness to
receive care but that African Americans may perceive financial
and insurance barriers to lung cancer treatment.TheOncologist
2015;20:393–399

Implications for Practice: Findings from this qualitative study suggest that African-American smokers recognize the relationship
between smoking and lung cancer but alsomay attribute additional causal factors, for example, occupational and environmental
factors. Smoking cessation messages and treatment approaches for African-American smokers should be personalized and
specific. Further education about lung cancer symptoms also appears to be needed. Althoughmost participants did not perceive
accesstoorqualityofcare tobeaffectedbyrace,andracedidnotaffect theirwillingnesstoseek treatment for lungcancer, concerns
expressed about potential insurance barriers to lung cancer treatment should researched further.

INTRODUCTION

Lung cancer is the leading cause of cancer mortality for men
and women in the U.S. [1]. Survival rates are poor: only 15%
survive 5 years past diagnosis [1]. African Americans have the
highest incidenceofandmortality fromlungcancer [1–4]. Lung
cancer incidence and mortality rates have decreased for all
races over the past 20 years [5], likely because of decreased
tobacco use; however, differences between black and white
populations remain [3, 6]. Although tobacco use leads tomost
lung cancer diagnoses [7], it does not account for this disparity.
Whitemale smokers consume 30%–40%more cigarettes than
theirblackcounterparts, butblackmale smokersare34%more

likely to develop lung cancer. Black women smoke less on
average thanwhitewomenbut have similar incidence rates [2,
8]. Reasons for these differences are not clear butmay include
access to surgical care, hospital-level factors, biological dif-
ferences in response to tobacco smoke, and patient treat-
ment preferences [9–18].

Black patients also tend to present with later stage lung
cancer and higher symptom burden than their white counter-
parts [3, 19, 20]. Several studies have suggested that African-
American patients may have different feelings regarding risk
perception, fatalism, and fearof a cancer diagnosis [10, 21–27]
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that could affect interpretation of prevention messages and
seeking medical care for symptoms. Few studies, however,
focus on African Americans’ knowledge and beliefs associated
specifically with lung cancer. Themes that have been explored
include fatalism, fear of diagnosis, distrust of surgeons, treat-
ment misconceptions, hope, and desire for more informa-
tion [10, 28–30].

The high incidence of lung cancer among African
Americans and aggressive targeting of African Americans by
tobacco manufactures have prompted many in the public
health community to focus on factors that enhance smoking-
cessation campaigns [29, 31, 32]. These studies demonstrate
that low income and limited education adversely affect
cessation attempts and that often black smokers underesti-
mate the link between cancer and tobacco smoking compared
withwhite smokers. Previous analysis of theHealth Information
Trends Survey (HINTS) database indicated that patients of all
races underestimated the lethality of lung cancer, but African
Americans appeared to expect more symptoms, be more
reluctant to seek care because of fear of disease, be confused
about preventive recommendations, and be more likely to
doubt the association of lung cancer with lifestyle [33]. The
HINTS database was limited by its paucity of African American
menandparticipants of lowersocioeconomic statuswhowould
be at the highest risk for lung cancer [34, 35].

Lung cancer is unique among solid tumor cancers in its
combination of social stigmaandmortality rate; consequently,
qualitative findings from other cancers such as breast and
colon cancer cannot simply be extrapolated to lung cancer
patients. This study sought to identify potentially salient but
under-recognized factors that may account for differences in
the care andmedical outcomes of African Americanswith lung
cancer.Weincludedparticipantsat risk for lungcancerandthose
who had experienced it to examine (a) factors related to risk
perception and interpretation of early symptoms that may
contribute to diagnostic delays, and (b) beliefs about the
medical establishment and efficacy of particular therapies that
may contribute to underuse of proven treatment interventions.

METHODS

Recruitment of Smokers and Former Smokers Without
Cancer History
Wepartneredwith a subsidizedhousing community inBoston,
Massachusetts, to recruit for this study through announce-
ments at community centers and flyers posted in the housing
complex.The housing complex had a largely African-American
population, with 38% of residents having income below the
poverty line. Most residents had insurance: 45% had a
combination of Medicare and Medicaid, and 41% had private
insurance.

We decided to require a minimum age of 35 years to
explore the perspectives of adultswith a long enough smoking
history to have a significantly elevated risk of developing
lung cancer [36–38]. Other eligibility criteria included self-
identifying as African American, meeting the National Cancer
Institute definition of a current smoker (smoked at least one
puff in thepast7days)ora former smoker (smokedat least100
cigarettes in one’s lifetime but has not smoked within past
7 days), and having no prior cancer history.

Recruitment of Lung Cancer Patients
Lung cancer patients were recruited from the Dana-Farber
Cancer Institute (DFCI). The eligibility criteria included self-
identifying as African American, having a documented di-
agnosis of lung cancer, and receiving treatment at DFCI. No
patients with a lung cancer diagnosis were excluded from the
study based on smoking status.

The study received full approval from the Dana-Farber/
Harvard Cancer Center institutional review board, and infor-
med consent was solicited from all study participants.

Focus Group and Interview Procedures
All participants received a $50 money order for participating.
Four focus groups and 10 interviews were conducted in 2009
by a trained qualitative researcher (J.G.). One lung cancer
participant was a patient of the lead investigator (C.S.L.); no
other prior relationship existed with any study participant in
a clinical or personal context.

Separate semistructured discussion guides were devel-
oped for the non-lung cancer and lung cancer participants
(Table 1) based on the literature and experiences of the study
investigators (C.S.L., K.E.) with lung cancer patients at the
cancer center and with patients at a medical center serving
vulnerablepopulations.Aunique study identifierwasassigned
to each participant. Focus group and interview audiotapes
were transcribed, omittinganydetails thatcouldpotentially be
used to identify participants.

Data Analysis
A modified grounded theory approach was used for the
analysis [39]. Grounded theory is suited to the exploratory
nature of this study. Although we began with themes derived
from the literature and clinical observations, the analysis was
conducted in the context of themes and concepts that
emerged from the focus group and interview data, using the
constant comparativemethod to continually assess and refine
recurrent themes [40]. Saturation, the point where no new
themesemergedandnoneworvaluable informationemerged
about the themes already identified [41], was determined to
have been reached when 75% of the focus groups and in-
dividual interviews had been conducted.

Audio recordings were transcribed by a professional
transcriber who took reviewed all transcripts while listening
to the audio recordings to confirm accuracy. Transcripts were
then reviewed by two authors (C.S.L., J.G.) to identify pre-
liminary key themes and analyzed according to a standard
comprehensive qualitative analysis method composed of
a two-stage coding process. Structural coding followed the
structure of the focus group and interview guides, with each
question receiving a structural code that was applied to the
appropriate text. Thematic coding based on themes arising
from the structural codingwere applied in a re-review analysis
[39]. These methods were enhanced by the use of an
ethnographic data management software program, NVivo
(QSR International, Doncaster, Australia, http://www.
qsrinternational.com/products_nvivo.aspx). One author (J.G.)
didall of the coding; therefore, no inter-rater reliability needed
to be established. The same author then prepared a com-
prehensive thematic analysis report. Another author (L.T.W.)
reviewed the report and cross-checked its findings against
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the original transcripts to confirm that a shared understand-
ing was reached among multiple authors regarding the inter-
pretation of participants’ narratives.

RESULTS

Focus Groups
A total of 17 men and 15 women participated in 4 focus group
sessions. Characteristics of the sample are presented in Table 2.

Focus Group Themes

Lung Cancer Knowledge
Participants discussedwhat they had heard about lung cancer,
including causes, characteristics, and prognosis of the disease.
Most participants expressed clear understanding of its symp-
tomatology, particularly noting shortness of breath, coughing,
coughing up blood, and chest pain, and awareness of its poor
prognosis.

The mortality rate is greater than other cancers. [Focus
group 1, participant 4]
Everybody I know that has contracted lung cancer,
including our father, has died within 6 months of their
diagnosis. [Focus group 3, participant 4]

Most participants were aware that cigarette smoking was
the main environmental exposure. Several also mentioned
that some patients are diagnosed with lung cancer without
a smoking history and that other environmental agents can
also cause lung cancer. Asbestos, second-hand smoke, and air
pollution were all mentioned as possible causes.

Personal Risk for Lung Cancer
Most focus group participants worried about getting lung
cancer as a result of their smoking history.

I really need to put this down ‘cause, Imean, this is no good
fornobody. Imightendupwithlungcancer.This isridiculous,
but you keep puffin’! [Focus group 3, participant 7]

One participant, however, believed the risk of lung cancer
was not limited to smokers.

I think anybody can have lung cancer with everything
around them, so everybody’s at risk. [Focus group 2,
participant 3]

When asked what they would do if diagnosed with lung
cancer, participants most commonly responded that they

would seek information about treatment options from their
doctor. Only one participant reported that he would not seek
treatment because of his father’s experience.

My father died from cancer, and I’ve seen what he went
through. All these chemos and stuff ... I don’t want to put
myself through that. [Focus group 1, participant 1]

A few participants expressed uncertainty about what they
would do.

That’s sohard toanswerbecause ... even thoughyouhave
all theseoptions, uh,what’s theoutcomeonanyof them?
Imean,areyougonna live? Is therea chanceyou’re gonna
live? And what is the best treatment? [Focus group 3,
participant 4]

Causes of Lung Cancer Disparities
Most participants felt that African Americans were at high risk
for lung cancer because they smoked more cigarettes. The
targetingofAfricanAmericans in tobaccoadvertisingwasakey
theme that emerged. Newport cigarettes [Lorillard, Greens-
boro, NC, http://www.lorillard.com] were mentioned repeat-
edly as an example of themarketing done in African-American
communities.

I’ve lived in predominantly black communities, and I’ve
lived in predominantly white neighborhoods, and I never
see a 2-for-1 sale on Newports in white neighborhoods.
[Focus group 4, participant 7]

Smoking Cessation
Participants expressed concern about the lack of insurance
coverage and relatively high out-of-pocket costs for cessation
aids.Theywanted increased access to cessation programs and
products.They alsowanted their doctors to bemore proactive
in helping them to quit smoking based on their individual
health status.

When, you know, they’re hearin’ your breathin’, like, I
always ask ’em ...“Do you think ...” [and] they always say,
“Oh, your lungs are good. I can hear your lungs.” So there
weren’t any timewhenmy lungswerebad, so ... I don’t be
thinkin’ I have cancer or anything, but ... ifmydoctors had
concerns, like, you know, you’re breathing, and she, if she
would say somethin’ like, “Your breathin’s kind of slow,”
that’d give me more incentive ... incentive to stop, if
somebody told me they ... feel that I am gonna get it if I
continue smoking. [Focus group 4, participant 4]

Table 1. Focus group discussion guide and individual interview guide themes

Focus group themes Individual interview themes

— Diagnosis of cancer experience

Lung cancer knowledge Feelings about lung cancer

Lung cancer and African Americans Lung cancer and African Americans

Feelings about treatment for lung cancer Treatment experience

Interactions with health care team

Race and quality of care Race and quality of care

Prevention and relationship between smoking and lung cancer Feelings about current and prior smoking status

Perceptions of the role of race in treatment Perceptions of the role of race in diagnosis and treatment
experience

Abbreviation:—, no data.
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I actually had a doctor say,“Oh, you just need to cut down
a little. You don’t need to stop smoking.” But I think if I
really felt like the doctors were concerned and that I had
their support, and there was someone ... who was really
sort of looking out forme, I would probably ... makemore
of an attempt. [Focus group 4, participant 7].

Several participants expressed a desire to have their lungs
scannedandcomparedwithnormal lungs.They felt that seeing
a graphic display of the damage done to their lungswould help
them to quit.

I think it’s the only thing they can to do to stop a ...
a serious smoker, you know what I mean? Say, “Listen.
We’re gonna do this.We’re gonna take a picture of your
lungs. Each year you keep smoking,” you know what I
mean ... ? [Focus group 1, participant 7]

Treatment for Lung Cancer
Participants seemed well aware of treatment options for
lung cancer, including surgery, radiation, and chemotherapy.
Several spoke specifically about chemotherapy, focusing on
its side effects. Although some participants believed it was
effective, others believed it could be fatal.

I have heard the treatment of chemotherapy. You get
sicker faster ... some people can get over it and get well,
but some people ... just ... drizzle away and die. [Focus
group 3, participant 8]

Several participants had a negative perception of surgery,
stemming from fear of surgery, belief that radiation or
chemotherapy treatments would be more effective, or
concern that the surgeon would be unable to remove all of
the cancer.

Haven’t they got a better chance of missin’ some of the
cancer ... with surgery? And they got a better chance of
gettin’mostof itwithchemo? [Focusgroup2,participant6]

Despite their concerns, only three participants stated that
theywould refuse surgeryor chemotherapy.Most indicated that
theywouldconsiderthetreatmentstheirdoctorsrecommended.

A few participants discussed personalized medicine for
lung cancer.They believed gene therapy shrinks the tumor but
does not cure the disease and only works for some people.

I heard it only works in a percent of the people, and they
have to have a certain type of cancer, and it has to be at
a certain, uh, stage. [Focus group 1, participant 4]

Participantsconcurredthat if theyneededtoseektreatment
for lung cancer, they would trust the oncologist about cancer-
specific information but would need to build rapport.

You gotta get to know him. I’m not gonna trust nobody
from the one damn time. [Focus group 1, participant 3]

Several participants further discussed seeking a second
opinion regardless of the physician’s recommendation.

You gotta get more.You just don’t take one. [Focus group
3, participant 6]

Race and Quality of Care
Half of the focus group participants felt that insurance status
and income level determined quality of care more than race.

I don’t carewhat color youare. If yourmoney ain’t right ...
they’ll let you die. [Focus group 2, participant 1]

Five participants felt that race affected treatment and
quality of care.They discussed history, their observations, and
racial profiling.

I also think that there’s always beenadisparity in termsof
themedical treatment that black people get versuswhite
people. Imean, you can literallywalkdowntown, and you
see all these very healthy-looking white people walking
down, and you see all theseblack peoplewith, like, canes,
and they’re, like, coughing, and their skin’s all screwedup.
... I remember, years ago, seeing something ... some PBS
documentary about howdoctors kind of profile patients?
And black people are considered “dramatic,” so they’ll
come and complain about something, and they’re not
taken as seriously as somebody who’s Asian who never
complains about anything. [Focus group 4, participant 7]

Table 2. Demographic and health characteristics of study sample

Characteristic Focus group participants (n5 32) Interview participants (n5 10)

Male 17 6

Female 15 4

Average age, years (range) 46.7 (26–70) 62.8 (49–74)

Level of education NA

Did not complete high school — 3

Some college — 5

College degree — 2

Number of active smokers 26 1

Average number of pack-years (range) 25 (5–50) NA

Number of former smokers 6 9

Average number of years since quitting (range) NA 17 (2–32)

Average number of pack-years NA 29

Stage of lung cancer — III–IV

Abbreviations:—, no data; NA, not available.
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Five participants believed quality of care was affected by
a combination of race, economics, and insurance coverage.
Another four felt it was the patient’s responsibility to obtain
the best care possible.

If youdemandgood care, youget good care. [Focus group
1, participant 4]

Lung Cancer Patient Interviews
Six African-American men and four African-American women
treated at our cancer center participated in in-depth inter-
views to explore themes involving the treatment experience.
Sample characteristics arepresented inTable 2.Onehadnever
smoked, one remained a current smoker, and the others had
stopped smoking prior to diagnosis.

Interview Themes

Diagnosis Experience, Treatment, and Provider Trust
Mostparticipantspresentedwithspecific symptoms (fourwith
cough, three with flu- or cold-like symptoms, two with back
pain), and one was found through a screening computed
tomography scan. Most did not suspect that they had lung
cancer prior to diagnosis. A few reported that the initial shock
they experienced made it difficult to interact with their care
team or to recall their initial conversations.

So, this guy’s like, “Oh, adadadadadad” ... and all I could
hear was ... “you could die,” and “cancer” ... I’m sure he
was compassionate, I’msurehewasnice. I didn’t hear it ...
I just was so ... too much in shock, too overwhelmed,
couldn’t hear it. [Interview participant 3]

Mostparticipantswerehappywiththeir treatmentplansand
felt comfortable asking questions of their oncologists.Two were
dissatisfiedwith theproposedcareplansandcommunicationsat
the institutions where they had received their initial diagnoses
butwerehappywith thecancercenter. Sixparticipants agreed to
their physician’s choice of treatment, whereas the other four
sought secondopinionsand changedphysicians before agreeing
to a treatment plan. All felt the treatment plans they pursued
were appropriate and trusted their medical teams.

They knew what they were doin’, as far as I was
concerned. [Interview participant 5]

Participants overwhelmingly reported that they did not
fear the treatmentsbuthaddifferent reasons. Someexpressed
confidence in the environment,whereas other noted their age
and life experience.

I’m71 years old, andmy daddy died at 76 ... so, you know, I
don’t fear... really fearnothing.Youunderstand? If it’sgonna
happen, it’sgonnahappen... it’snot likeI’mayoungmanand
who’s lookin’ 50 years from now. [Interview participant 8]

Perceptions of What Causes Lung Cancer
Although 9 of the 10 participants had a smoking history, only 2
identified smoking as the sole or primary cause of their lung
cancer. Four male participants believed occupational exposure
to hazardous chemicals may have also been a contributing
factor, and two female participants noted that they had quit
smoking decades earlier. Three participants further mentioned

that nonsmokers can also develop lung cancer, and one
suggested that heredity was an additional factor because not
everyonewhosmokesdevelops lungcancer.Nevertheless,most
reported wishing they had quit sooner or never smoked at all.

I wished to heck that I had never smoked ... that’s
somethin’ thatwas inmycontrol. I’mnot too sure thatmy
occupation, um, was inmy control ... but at that time, we
never, nobody knew that asbestos did cause lung cancer.
[Interview participant 6]

All participants believed that others assume lung cancer
patientsaresmokersandthatmanyuseitto judgetheircharacter.

It is probably viewedasoneof thosecancers that’s caused
by somethin’ that you did, um, ... but ...when I say lung
cancer, the first thought that probably went through
somebody’s mind is that she was smoker. [Interview
participant 1]

The lethality of lung cancer was also discussed, but
a majority of participants maintained a positive outlook on
their personal circumstances.When asked how they currently
feltabout theirdiagnosis, threedescribed themselvesashappy
and satisfiedwith their treatment, and another three reported
feeling physically and mentally well.

Well, physically, I feel much better, and mentally, also ... I
know it’s somethin’ that I’ll have, but I feel better that ...
we have it under remission at the moment. [Interview
participant 7]

Two patients reported that they had made progress in
learning to cope with their diagnosis.

I look at it more like a ... a disease? Not ... somethin’ that
I’mgonna die from ... I’m ... like a person with diabetes ...
it’s somethin’ that Ihave,and ... I takeapilldaily,and Igo in
to see the doctor ... but it doesn’t affect my daily life.
[Interview participant 1]

No one reported having considered refusing or discontinu-
ing treatment, but oneparticipant felt that her initial providers
had failed to informherabout the sideeffectsof treatmentand
to discuss the emotional and psychological side of having
cancer and cancer treatments.

I wish ... at the very beginning they had been a lot more
honest about ... you know, the roller coaster that you’re
on. [Interview participant 3]

Race and Quality of Care
Most participants did not feel like race factored into their
treatment or communication at any of the institutions where
they had received care.

I was a patient, and everybody just pitched right in and
gaveme the best advice and care that ... they had at their
disposal. I don’t think I could have gotten any better care,
you know, if I were ... like a billionaire, if I were Oprah
Winfrey! [Interview participant 10]

Twoparticipants, however, suspected that racemighthave
affected the care they had received at prior institutions.
Another participant felt that race affectedhis communications
with health care providers but not his treatment.
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Iwould think that it’s in thebackof anyAfricanAmerican’s
... mind ... I mean ... there’s certainly racism in ... in this
country... andyeah,thingsarechangingbut ... I always felt
that there’s still racism ... in people’s actions and ... it’s
subtle, but it is somethin’ that, yeah, I did think about.
[Interview participant 6]

Lung Cancer and African Americans
All but one participant felt that lung cancer was not viewed as
a prevalent issue among African Americans and that therewas
more emphasis on other illnesses and cancers.

I think it’s too low. Imean, I don’t think the lung ... related
to African-American cancers, been ... put out there
enough that people are like,“Oh,we should get checked.”
Where, you know, breast cancer’s been so ... it’s been so
loud that everybody, you know, goes and gets checked
and, you know, gets mammograms and self-testing.
[Interview participant 3]

DISCUSSION

Amajority of focus group and individual interviewparticipants
werewell awareof the linksbetween smokingand lung cancer,
althoughseveralnotedthat smokingwasnottheonlyrisk factor.
Focus group members desired specific, personalized cessation
aids and recommendations from their physicians.The literature
similarly suggests that smoking-cessation assistance should be
coupled with specific recommendations [42, 43]. Participants
also felt that being able to see imaging of their lungs could help
motivate them to quit smoking. This sentiment is intriguing in
light of recent data on low-dose computed tomography for
screening smokers for lung cancer [44, 45]. A systematic review
found that although abnormal test results correlated with
higher cessation rates, no relationship was found between
smoking behaviors and negative test results [46]. Future
researchshouldexaminethepotential forcessationinformation
to be provided in conjunction with lung cancer screenings.

Our study findings differ from previous reports of African-
American treatment preferences and the HINTS database
regarding lungcancerknowledge. Studyparticipants appeared
to have good working knowledge of lung cancer and its
behavioral risk factors, although they also noted risk factors
thatwerebeyond their control suchasoccupational exposures
and genetics. Although focus group participants displayed
knowledge of lung cancer symptoms, most lung cancer
participants did not suspect their symptoms to be lung cancer
prior to diagnosis, suggesting a need for further education.

Whereas theHINTS data suggested that African Americans
were reluctant to seekmedical attention due to fear, most focus
group participants indicated theywould consider treatments for
lung cancer, including surgery, chemotherapy, and radiation, if
recommended by their physician. Similarly, lung cancer partic-
ipants proactively sought treatment, trusted their health care
team, andwere happywith their treatment plan.There could be
many reasons for these differences. Our patient population was
of lower socioeconomic status than those included in HINTS. In
addition,wehadequal representationofAfrican-Americanmen,
who were underrepresented in the HINTS analysis.

Most focus group participants felt that income and
insurance were more significant than race in obtaining high-

quality care. Lung cancer participants were also less likely to
view race as an impediment to treatment and felt comfortable
with the treatment choices recommended by their physicians.
Focus group and lung cancer participants alike discussed the
stigma associated with a lung cancer diagnosis and the lack of
attention lung cancer gets in relation to other diseases in
African American communities. This is similar to previously
reported findings about the excessive stigma and shame that
can accompany lung cancer [30, 47, 48].

Our study is based on a small sample size, and because not
every participant responded to each question in the semi-
structured focus group and interview format, the full range of
views among the sample cannot be known. It is also possible
that study findingsmay have been influenced by self-selection
bias, particularly among the lung cancer participants, because
thosewhochose toparticipatemayhavedone sobecause they
were satisfied with their care. In addition, because all lung
cancer participants were patients at a cancer center, we were
not able to elicit views from lung cancer patients who had
chosen not to pursue treatment. Further research would be
neededtodeterminewhetherour resultscanbegeneralized to
other clinical or geographical settings.

CONCLUSION
Study findings suggest that a more specific program for
smoking cessation is needed. The extent that patient pre-
ference plays a role in racial disparities in cancer outcomes
remains unclear; however, study findings point to a desire for
further education and communication about prevention,
cessation, and treatment options. In addition, the perception
of barriers based on insurance appeared to be amajor concern
for the participants. Future research should focus on both real
and perceived barriers to ensure access to effective, appro-
priate cancer care.
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