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Abstract

Purpose/Aims: Smoking-related stigma is manifested in the everyday social interactions of
persons who smoke and can result in low self-esteem, diminished self-efficacy, and resistance to
smoking cessation. The purpose of this study was to describe smoking-related social interactions
as experienced by persons with a history of long-term smoking.

Design: Qualitative descriptive.

Methods: This study is part of a larger study designed to identify factors that influence lung
cancer screening participation. Data were drawn from 39 qualitative interviews with persons from
the parent study. All descriptions about smoking-related social interactions found in the narratives
were extracted, coded, categorized, and summarized with content analytic techniques.

Results: Seven different types of social interactions were identified: (a) being looked down on
for smoking, (b) being humiliated for smoking in public, (c) being banished while smoking, (d)
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being blamed for one’s health problems, (e) not “really” being blamed for smoking, (f) being told
“just quit,” and (g) being worried about hurting others.

Conclusions: Clinical nurse specialists should promote anti-smoking campaigns that are not
stigmatizing, discuss health risks of smoking in a respectful manner, provide evidence-based
cessation resources, improve communication with persons who smoke, and address stigma in
programs to improve screening for smoking-related illnesses.

Smoking is the leading cause of preventable death in the United States, contributing to more
than 480,000 deaths per year.! Smoking affects nearly every organ system in the body and is
known to cause cardiovascular disease, respiratory disease, and cancer, including most cases
of lung cancer.2 While smoking rates have decreased over the last century, 14% of adults in
the United States still smoke, with highest rates in minority and low-income communities.
Moreover, children exposed to second-hand smoke are at greater risk for ear infections,
asthma attacks, respiratory problems, and sudden infant death, and adults exposed to second-
hand smoke are at greater risk for heart disease, lung cancer, and stroke.3 Residual nicotine
and other chemicals left in the environment by tobacco smoke, known as third-hand smoke,
are also associated with risk for a variety of tobacco-related illnesses, especially in children.*

As a result of strong evidence linking smoking and a myriad of serious health consequences,
widespread public health efforts have been initiated to decrease smoking rates and
denormalize smoking by changing social norms regarding tobacco use.*> Smoking control
measures include comprehensive smoking bans in public places, anti-smoking media
campaigns, health warnings on tobacco products, and higher health insurance premiums for
tobacco users.5-8

While tobacco-control policies have been effective in decreasing smoking rates, increasing
cessation attempts, limiting exposure to second-hand smoke, and preventing smoking-related
ilinesses, %11 the policies have also contributed to unintended negative psychosocial
consequences for smokers, including public stigmatization.5~7 Public stigma is the
perception that persons with certain attributes are socially undesirable and, as a result, are
devalued and discriminated against.>12 Whereas in past decades smoking was viewed as a
sign of sophistication, mystery, and glamour, it is currently viewed as a deviant habit that
endangers others.>8 Self-stigma, the internalization of public stigma, is of particular
concern as it can lead to low self-esteem and diminished self-efficacy.® Self-stigma may be
especially problematic in socially disadvantaged communities that have high rates of
smoking, are marginalized due to poverty and minority status, and have limited cessation
resources.®

Stigma is manifested in the everyday social interactions of persons who smoke. A systematic
literature review revealed that persons who smoke report experiencing family disapproval,
receiving differential treatment, being thought of as less of a person, being ostracized, being
judged negatively, and being subjected to overt negative comments or actions.® The review
also indicated that while some persons who smoke disagree with or contest smoking
stereotypes, many internalized them as self-stigma. Some studies found that smoking self-
stigma was associated with shame, guilt, and embarrassment and resulted in defensiveness,
resolve to continue smoking, self-imposed social isolation, and failure to disclose smoking
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status to healthcare providers. Conversely, other studies found that smoking self-stigma was
associated with higher rates of intention to quit smoking and smoking cessation and less risk
of lapse or relapse.® Self-stigma is especially problematic for persons with smoking-related
illnesses, such as lung cancer, because these persons are often perceived to be responsible
for their illness.® A scoping literature review revealed that lung cancer stigma was associated
with depression and anxiety; negative patient-provider relationships; altered communication
with family, friends, and healthcare providers; diminished self-esteem and quality of life;
delayed care seeking; and decreased social support.®

Little is known about how smokers cope with smoking-related stigma, although the broader
literature on stigma offers some possibilities. For example, Burgess et al.> write that
stigmatized persons often engage in impression management by controlling information
others have about them. Persons who smoke, for example, may lie to others about their
smoking. Stigmatized persons may also provide accounts or rationale for unaccepted
behaviors. Persons who smoke may claim that the stress-relief they experience from
smoking outweighs its health risks. Other coping mechanisms used by stigmatized groups
that are likely used by persons who smoke include avoidance of stigmatizing situations (e.g.,
smoking in private), strengthening identification with the stigmatized attribute (e.g., bonding
with other smokers), and using food and substances as a coping response.®

Research indicates that smoking-related stigma is related to a number of factors pertinent to
the healthcare of smokers. For example, stigma is associated with health screening
behaviors. In a review of the literature, smoking-related stigma and lung cancer stigma were
found to be barriers to lung cancer screening with low-dose computed tomography (LDCT).
13 Similarly, in socioeconomically deprived communities, the perception of lung cancer as a
self-inflicted disease was identified as a social deterrent to lung cancer screening
participation.1* Moreover, smoking-related stigma served as a disincentive to participation in
an early lung cancer diagnosis trial.1> Perceived lung cancer stigma has also been shown to
be related to delayed medical help-seeking behaviors in persons with symptoms suggestive
of lung cancer.18 Smoking-related stigma affects encounters between persons who smoke
and their healthcare providers. For example, lower levels of lung cancer stigma were
associated with good patient-provider communication even when demographic and clinical
factors were controlled.1’ In addition, non-disclosure of smoking status to providers is more
common in persons who perceive high levels of smoking-related stigma.18

Clinical nurse specialists across all specialties provide care for persons who smoke. Because
clinical nurse specialists diagnose, treat, and manage patients, as well as drive practice
innovations within their organizations and communities,® they are well-poised to address
stigma that interferes with patient outcomes. Because stigma is manifested in the context of
day-to-day social interactions, it is important to understand these interactions from the
perspectives of those who experience them. Because such an understanding can inform
strategies to provide optimal care for this population, we chose to focus on the broader
phenomenon of social interactions in which smoking plays a role rather than on the narrower
phenomenon of stigma. The purpose of this study, therefore, was to describe smoking-
related social interactions as experienced by persons with a history of long-term smoking.
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Parent Study

Methods

Data for this study were drawn from a larger study using an explanatory sequential mixed
methods design to test a conceptual model developed to predict participation in lung cancer
screening (referred to as parent study). All study activities, including those reported here,
were approved by the Institutional Review Board of the investigators’ institution. Persons
eligible for lung cancer screening according to the United States Preventive Services Task
Force (USPSTF) guidelines (i.e., aged 55 to 80 years with a minimum 30 pack-year smoking
history who are current smokers or former smokers who quit within the past 15 years)20
were recruited for the study by Facebook targeted advertisements. A sample of 515 persons
completed an 88-item web-based survey measuring a number of factors thought to predict
screening. A more detailed description of the results of the test of the conceptual model has
been published.?!

Forty participants from the survey study also participated in a qualitative component of the
study and completed semi-structured phone interviews in which they were asked to expand
upon or explain some of their survey responses. These participants were purposively
selected from the larger sample because they varied on the extent to which their scores were
consistent with, or conversely, divergent from the conceptual model. The interviews, which
lasted between 15 and 60 minutes, were audio-recorded and transcribed. The participants
were first asked to describe their decision to screen for lung cancer or not. They were then
asked about their thoughts and experiences related to other variables in the model on which
they had scored either high or low. For example, one of the variables in the model was
medical mistrust. If participants scored high on medical mistrust, they would be asked the
following questions: You indicated on the survey that you did not always trust your
healthcare providers. Tell me more about that. Give me an example of a time when you felt
distrustful toward a healthcare provider. Did this influence your decision to screen (or not to
screen)? Another variable in the model was perceived benefits to screening. If participants
scored low on this variable, they would be asked the following questions: You indicated on
the survey that you do not see many benefits to screening. Tell me more about this. How did
this influence your decision to screen (or not to screen)? A more detailed description of the
qualitative component of the study has been published.22

A qualitative descriptive approach as described by Sandelowski23 was used to conduct the
study reported here (referred to as current study). This approach is used in healthcare
research when the aim is to provide a straightforward description of phenomena of
importance to clinical practice or policy initiatives. Low-inference analysis is used to
summarize narrative data provided by those who hold a stake in the research question. For
this type of analysis, researchers stay close to the verbatim accounts of participants to
describe the data in everyday terms without much conceptual or abstract rendering.23
Hallmarks of the qualitative descriptive approach include purposive sampling of persons
who can provide rich and relevant information, moderately structured interviews focused on
the phenomenon of interest, and content analysis that remains close to the surface meaning
of the participants” words.24:25 This method was chosen for the current study because we
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aimed to provide a detailed description of smoking-related social interactions in the ordinary
language of persons who have experienced such interactions in their everyday lives.
Moreover, we sought to present the findings in a pragmatic way that will useful to clinical
nurse specialists and other healthcare professionals who aim to address the problem of
stigma as it affects the healthcare of persons who smoke.

Data for Current Study

Data for the current study were drawn from the interview narratives from the qualitative
component of the parent study. One of the psychological variables in the model was
perceived smoking-related stigma. If participants scored high on this factor, they were asked
the following questions: You indicated that you have felt blamed for smoking. Tell me more
about this. Tell me about a time that you felt blamed? Did this influence your decision to
screen? If they scored low on this factor, they were asked the following questions: You
indicated that you have not felt blamed for smoking. Tell me more about this. Did this
influence your decision to screen? Although participant responses to these interview
questions provided much information about smoking-related social interactions, descriptions
of such interactions were also found dispersed through the rest of the narratives in response
to any number of interview questions. For example, participants described smoking-related
interactions with healthcare providers when discussing medical mistrust or with family
members when discussing barriers to or facilitators of screening. The research team thus
determined that the narratives contained many rich descriptions of smoking-related social
interactions and yielded ample data to address the purpose of the current study.

Data Analysis

The transcripts were analyzed by three senior nurse scientists, two with expertise in cancer
screening and prevention and one with expertise in qualitative research, and five senior
nursing baccalaureate honors students. The senior scientist with expertise in qualitative
research provided in-depth training for the student researchers and directed their analytic
activities. Content analytic procedures as described by Miles, Huberman, and SaldafiaZ®
were used to summarize the data related to smoking-related social interactions. We
considered smoking-related social interactions to broadly include all exchanges between
participants and any other individuals (i.e., family members, co-workers, friends,
acquaintances, the general public, healthcare providers) that centered around the
participants’ smoking. The analysis occurred in several steps.

First, the research team read all the transcripts in their entirety to obtain a sense of the
participants’ experiences as a whole while focusing on their smoking-related social
experiences. The team members recorded initial impressions of the data as related to the
study purpose.

Second, the student researchers independently identified, highlighted, extracted, and coded
all text units (i.e., words, phrases, or sentences expressing a singular thought) that were
related to smoking-related social interactions. All descriptions of interactions with another
person or persons that were in any way linked to the participants’ smoking were considered
relevant data. The codes were given brief labels that captured the essence of the participants’
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remarks.2 Text units and codes were presented to the senior scientists who verified or
refined the codes.

Third, the codes were entered into data display tables26 to be compared for similarities and
differences. Through discussion that occurred over the course of several meetings, the
research team combined similar codes into categories that reflected a variety of types of
smoking-related social interactions described by the participants. The categories were
labeled with names that best captured the type of interaction described.

Fourth, the student researchers wrote narrative summaries of the categories and chose quotes
from the transcripts that best exemplified each category. The narrative summaries were
reviewed and refined by the senior scientists after a re-examination of the data and further
discussion among the team.

Trustworthiness

Results

Participants

Several strategies were used to enhance the trustworthiness of the study.28 The interview
transcripts were professionally transcribed and verified by a project manager for accuracy.
An audit trail was maintained to chronicle all the methodological and analytic decisions
made by the team. The team met regularly and all analytic decisions were made by team
consensus following discussion and frequent re-reading of the data.

Sample.—The results are based on the narratives of 39 participants because one person’s
data were lost to recording equipment failure. Participants were from 20 states representing
all geographical regions of the United States. All had a history of long-term smoking; 21
formerly smoked and 18 currently smoked. Twenty-six participants were women, and 13
were men. Participants were from 55 to 70 years of age, with an average age of 62. Thirty-
five were Caucasian, 1 was African American, 1 was American Indian/Alaskan Native, and
2 were mixed race (i.e., African American and Native Hawaiian, Caucasian and American
Indian). Twelve were divorced, 10 were married, 7 were never married, 5 were living with a
partner, and 5 were widowed.

Smoking-related Social Interactions

Participants described seven different types of social interactions that they experienced
related to their smoking. These interactions were labeled (a) being looked down on for
smoking, (b) being humiliated for smoking in public, (c) being banished while smoking, (d)
being blamed for one’s health problems, (e) not “really” being blamed for smoking, (f)
being told “just quit,” and (g) being worried about hurting others.

Being looked down on for smoking.—Participants described social interactions in
which they felt looked down on because they were smokers. A few described how they were
“subtly” made to feel guilty for smoking. They claimed that even if others did not “come out
and say anything,” the participants sensed a “negative attitude.” A 70-year-old woman who

Clin Nurse Spec. Author manuscript; available in PMC 2021 November 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Draucker et al.

Page 7

formerly smoked said, “Just the vibe you get, you know. | can’t say [others] were not nice to
me but....” Some participants experienced similar reactions from others even after they had
stopped smoking. A 69-year-old man who formerly smoked said, “Anybody out there who
sees me with a cannula in my nose in the supermarket or going anywhere, | see how they
look at me. | can just imagine what they are thinking.” Because of the experience of feeling
judged, some participants went to considerable lengths to hide their smoking. A 59-year-old
man who currently smoked stated, “Like when | was a kid, when 1 first started smoking,
you’d always hide your cigarettes and sneak around the bush and stuff. Now | feel like | do
the same thing.”

Participants felt it was unfair that they were looked down on as smokers. To be included in
the study, they had to have smoked long-term, which meant they had started smoking when
attitudes toward smoking were very different than they are currently. The participants
pointed out that smoking was once viewed as a “social thing” that made them feel “cool.”
For example, a 57-year-old man who formerly smoked said, “It was glamorous; people
looked at it as movie stars did it. It was something that was acceptable.” The participants
recalled when the “tide began to turn” and smoking became no longer acceptable.

Being humiliated for smoking in public.—Participants also described social
interactions in which they were humiliated for smoking in public. Unlike the participants
who experienced subtle messages that smoking was not acceptable, some participants were
openly shamed when smoking in public spaces. In some instances, people made disparaging
remarks. A 55-year-old man who currently smoked stated, “I’m waiting at the metro and this
one guy was all dressed up. He’s like you shouldn’t be smoking, | mean yelling at me. And |
was smoking outside.” In other instances, people feigned coughing or waived their hands in
front to their faces to show displeasure that the participants had “lit up.” Some participants
indicated that they wished people would just ask “politely” that the participants not smoke
rather than embarrass them with such gestures.

Being banished while smoking.—Other participants described social interactions in
which they were banished from gatherings because of their smoking. People chided the
participants for smoking and demanded they move to another area. In some instances, the
participants felt attacked. A 55-year-old woman who formerly smoked stated, “My mom and
my brothers, they’re like, ‘Get out.” I’d go out to her house and we’d sit on the patio and
they’re like, “You need to move away because we can’t stand that smell and you’re coming
out here and we don’t want any cigarettes and stuff like that.”” Some participants would
segregate themselves when smoking to avoid the disapproval of others. A 57-year-old
woman who currently smoked and worked at a university said, “I feel really uncomfortable
smoking around certain people in certain places. So | find an area and go smoke alone or I’ll
smoke out the window in my apartment.” Other participants felt banished because smoking
was no longer allowed in public spaces they frequented. A 58-year-old woman who
currently smoked stated, “You can’t even smoke in a parking lot on campus. | feel like
smokers are treated really badly although | totally agree you shouldn’t smoke in buildings.”

Being blamed for one’s health problems.—Some participants described social
interactions in which they were blamed for their smoking-related health problems. Several
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who had pulmonary illnesses, such as chronic obstructive pulmonary disease (COPD) or
lung cancer, or respiratory symptoms, such as a cough or shortness of breath, remarked that
others seemed eager to mention that the participants had brought these problems on
themselves by smoking. A 69-year-old woman who currently smoked revealed, “I have a
nephew that | call and he says, ‘Listen to that cough. You know what is causing that, don’t
you?’” The participants were aware smoking contributed to their health problems but felt
annoyed when another person took the liberty of pointing out what they already knew. They
were particularly offended if someone suggested they should “know better.” A 69-year-old
man who formerly smoked was dismayed that people on social media reviled COPD
sufferers for smoking.

Some participants were irked when others attributed the participants’ illnesses to smoking
because they believed their illnesses could have “just as well” been caused by other factors.
Participants also argued that people can “smoke their whole lives” and never become ill. A
59-year-old woman who currently smoked said, “What | really dislike is the fact it is always
smoking that is blamed for cancer, when everyone knows full well there are other causes of
cancer, and it is very irritating.” A 57-year-old man who formerly smoked listed a litany of
possible causes of his COPD beside smoking, including an explosion that occurred at his
work site and industrial pollutants used in his job.

Some participants described interactions in which a healthcare provider blamed them for
their health problems because they smoked. These participants felt that their smoking history
made providers less compassionate. A 64-year old woman who formerly smoked stated,
“My first doctor [who] diagnosed me with COPD said, “Well, you bought it, you paid for it,
now deal with it.”” Other participants said doctors “yelled” at them to stop smoking or
“accused” them of endangering their health. A few acknowledged not being “upfront” with a
provider about how much they were smoking to avoid being blamed for their symptoms.

Just as participants lamented that being judged for a behavior that was once considered
fashionable was unfair, they also felt being “blamed” for their smoking-related health
problems was unwarranted because the health risks of smoking were not known when they
began smoking. A 56-year-old woman who formerly smoked said, “The surgeon general
warnings weren’t like they are now, and people didn’t know as much as they know now.”
Other participants blamed themselves for their illnesses because they chose to smoke. While
some participants were matter-of-fact about this, some derided themselves for smoking,
labeled themselves as “stupid” and “terrible,” and concluded they “deserved what they got.”
A 69-year-old man who currently smoked stated, “If | get lung cancer, I’m atoning for my
actions. This | know.”

Not “really” being blamed for smoking.—Some participants described social
interactions in which they were chided or nagged to stop smoking although they rejected the
term “blamed.” These participants said they did not “feel blamed real/ly”’ by remarks about
their smoking, because, although the remarks were unwelcomed, they were well-intentioned.
For example, a 70-year-old woman who was a former smoker said, “My children rode me
from time to time [about her smoking] but it was out of concern.” Similarly, many
participants claimed not to feel “blamed” by healthcare providers who frequently brought up
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smoking because they had the participants’ best interest at heart. These participants did not
feel blamed when a provider explained the risks of smoking in a straightforward manner
without “sugarcoating” potential health problems and advised, rather than pushed, them to
quit. Although these participants did not feel “blamed” when family, friends, or healthcare
providers talked with them about their smoking, several indicated that they nonetheless grew
“tired of hearing it.”

Being told “just quit.”—~Participants described social interactions in which strangers,
loved ones, and acquaintances told the participants to “just quit” smoking. Such advice was
an irritant to the participants because it was given as if quitting was something the
participants had never thought about - which of course they had. A 60-year old woman who
currently smoked noted that people would see her smoking and say things like, “Ew. Why
haven’t you quit kind of thing. Don’t you watch the news?” The advice “just quit” also did
not acknowledge how difficult it was to stop smoking. Some participants indicated that those
who told them to “just quit” did not appreciate that smoking is an addiction or that people
may smoke for reasons that are not apparent, such as escape from trauma. A 62-year-old
woman who was a former smoker said, “I felt like people blamed me but they did not
validate the complexity of the addiction.” People suggested to participants that they were
stupid or weak if they did not “just quit.” A 65-year old woman who currently smoked
revealed others said she was “silly” not to “just quit” because she was a registered nurse.

This experience of being told “just quit” occurred in some encounters with healthcare
providers. Some participants complained that providers told them they needed to quit
smoking but did not provide guidance or practical tools to help them do so. A 70-year old
woman who formerly smoked stated, “Each and every one of them [her healthcare
providers] said you need to quit smoking, and they say it every time you see them. I’m just
one of those people that [think], ‘I know it, but give me time and give me some help.”” In
contrast, participants appreciated it when healthcare providers “gently” suggested the need
to quit, acknowledged that the participants had feel ready to quit, and offered to provide
cessation resources. A 73-year-old man who formerly smoked said, “There was always mild
[advice from providers who indicated] ‘obviously it’s not a good idea [to smoke].” He said,
“The message that I got was ‘If you’d ever like to consider quitting, if you think you’re
ready, we can recommend this, that, or whatever.” No. | never felt insulted by any healthcare

type.”

Being worried about hurting others.—Participants described social interactions that
stemmed from worrying that their smoking had a negative effect on others, especially
children. In some instances, they felt they were a “bad influence” due to their smoking. A
66-year-old man who formerly smoked and was a teacher and coach said, “I spent 37 years
teaching school and coaching, and sometimes I didn’t think | was a good role model for
kids, and | didn’t do it [smoking] openly.” Others worried about putting others at risk
because of second-hand smoke. A 61-year old woman who formerly smoked said, “I’ve had
kids and I’'m still smoking, so of course, I’m putting them in danger.” A 56-year-old man
who was a former smoker revealed that his daughter-in-law would not let him hold his
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grandchildren because of the smoke on his clothes. He said, “I was maybe a little hurt but |
understood her thinking.”

Discussion

The participants described a variety of types of social interactions that were centered on their
smoking or the smoking-related illnesses they had acquired. Consistent with the findings of
prior studies,8 our findings revealed that these interactions were often stigmatizing, such as
encounters in which the participants felt looked down upon, humiliated, banished, or blamed
for poor health. Also, as had been suggested in the literature,’ participants had a general
sense that this treatment was unfair because they had begun smoking when it was socially
acceptable and the extent of the health-related consequences were unknown. Our findings
also support prior work on self-stigma;® some participants blamed themselves, in some cases
quite harshly, for having smoked, whereas others rejected or ignored the admonishments of
others. The finding that many participants rejected the term “blame” points to the
complexity of the social world of smokers. Many social experiences extended beyond stigma
as traditionally conceptualized. While stigma pervaded the social world of many of our
participants, they also experienced and appreciated the concern of others, experienced
personal regret that extended beyond their treatment by others, and worried about the effects
their smoking might have had on others, especially on children, not necessarily because they
were blamed by others but because they themselves were aware of the damage their smoking
had caused.

The findings should be considered in the context of study limitations. The narratives were
obtained as part of the parent study and, as such, did not focus exclusively on social
interactions. The semi-structured interview guides included items about a variety of factors,
which limited the extent to which detailed descriptions of social interactions were obtained.
We recommend future studies focus more specifically on the social world of persons who
smoke and obtain in-depth descriptions of a variety of social interactions through the use of
open-ended event-focused questions. Such studies will allow researchers to obtain a more
nuanced understanding of smoking-related social interactions and explore how they affect
persons’ smoking behaviors and healthcare experiences. Another limitation to our study was
the lack of ethnic diversity in the sample, which may reflect minority distrust of research on
stigmatizing issues.2® Future research studies, therefore, should include a more ethnically
diverse sample to explore group differences in the social experiences of persons who smoke.

The results have implications for clinical nurse specialists who lead anti-smoking policy
initiatives. Participants described stigmatizing experiences that ranged from subtle
indications of disapproval to overt shaming. Clinical nurse specialists should be aware that
while many anti-smoking campaigns are based on the assumption that smoking stigma will
prompt persons to quit smoking, there can be negative consequences to these campaigns as
well, including internalized stigma and lowered self-esteem, and, in some cases, anger,
defensiveness, and greater resistance to smoking cessation.5 Some experts suggest that anti-
smoking initiatives should avoid messages that possibly elicit harmful or defensive
responses and focus instead on positive cessation strategies. For example, Evans-Polce and
colleagues® argue, Currently there may be an overreliance on strategies which focus on
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negative reinforcement including both strategies to change smoking norms and increase
smoke-free public spaces as well as more structurally stigmatizing policies such as basing
hiring decisions and health insurance costs on smoking status. Public health smoking
prevention and cessation strategies might instead benefit from a greater inclusion of
interventions and policies that focus on positive reinforcement and treatment in order to
reduce smoking prevalence while avoiding the stigmatization of smokers. (p. 33).

Our findings and those of previous studies also have implications for clinical nurse
specialists who provide clinical care or preventive services to persons who smoke. Providers
should address the health risks of smoking in a direct, respectful, and informative manner
and avoid even subtle suggestions that patients “deserve” their smoking-related illnesses.
Our participants for the most part did not object to providers who addressed their smoking
but resented it when providers directed them to quit in a forceful (“pushy™), rebuking, or
offhand (“just quit”) manner. Conversely, participants appreciated it when providers
acknowledged that persons had to be ready to quit and when providers offered to provide
cessation help when that time came. As good patient-provider communication is linked to
lower levels of stigma, strategies aimed at communicating supportively and empathically
with patients who smoke may serve to reduce stigma and ultimately improve their health
outcomes.13:17 Moreover, because smoking-related stigma is associated with hesitancy to
disclose smoking status to healthcare providers, lower levels of cancer screening
participation, and delayed medical help-seeking for smoking-related symptoms,13.16.18
strategies to reduce smoking-related stigma should be considered in detection and prevention
initiatives.

The participants in this study described how smoking affected their everyday social
experiences in complex and nuanced ways. The negative consequences of public anti-
smoking campaigns, especially stigma, were clearly evident in their narratives. The findings
indicate that clinical nurse specialists should promote anti-smoking campaigns that are
effective but not stigmatizing, discuss smoking with patients without implying blame,
provide evidence-based cessation resources, improve communication with persons who
smoke, and include strategies to address stigma in screening and prevention programs.
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