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Abstract
Purpose  To synthesize the qualitative literature exploring the experiences of people living with lung cancer in rural areas.
Methods  Searches were performed in MEDLINE, CINAHL, and PsycINFO. Articles were screened independently by two 
reviewers against pre-determined eligibility criteria. Data were synthesized using Thomas and Harden’s framework for the 
thematic synthesis of qualitative research. The CASP qualitative checklist was used for quality assessment and the review 
was reported in accordance with the ENTREQ and PRISMA checklists.
Results  Nine articles were included, from which five themes were identified: (1) diagnosis and treatment pathways, (2) travel 
and financial burden, (3) communication and information, (4) experiences of interacting with healthcare professionals, (5) 
symptoms and health-seeking behaviors. Lung cancer diagnosis was unexpected for some with several reporting treatment 
delays and long wait times regarding diagnosis and treatment. Accessing treatment was perceived as challenging and time-
consuming due to distance and financial stress. Inadequate communication of information from healthcare professionals was 
a common concern expressed by rural people living with lung cancer who also conveyed dissatisfaction with their healthcare 
professionals. Some were reluctant to seek help due to geographical distance and sociocultural factors whilst others found 
it challenging to identify symptoms due to comorbidities.
Conclusions  This review provides a deeper understanding of the challenges faced by people with lung cancer in rural set-
tings, through which future researchers can begin to develop tailored support to address the existing disparities that affect 
this population.
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Background

Lung cancer is the second most diagnosed cancer glob-
ally, accounting for approximately 2.2 million cases and is 
the leading cause of cancer mortality [1–3]. In 2020, lung 
cancer represented approximately one in 10 (11.4%) of 
all cancer diagnoses and one in five (18.0%) of all cancer 
deaths worldwide [1]. Smoking remains the primary risk 
factor for developing lung cancer [4, 5], although other 
contributors include environmental pollution, occupa-
tional exposures, radon exposure, age, gender, race, and 
pre-existing lung disease [4–6]. Not all people with these 
risk factors will develop lung cancer and others without 
any known risk factors will, suggesting that genetic factors 
play an important role in the etiology of lung cancer [7, 8]. 
Lung cancer has the widest deprivation gap of all cancers, 
with people who experience worse socioeconomic depri-
vation having a higher risk of mortality compared to those 
from more affluent backgrounds [9]. However, attention 
is increasingly turning to factors beyond socio-economic 
deprivation that interact to perpetuate inequities in both 
lung cancer incidence and survival rates [10].

One factor to consider is the intersectionality between 
lung cancer and rurality. Whilst there remains no universal 
definition of “rural,” in the UK, the Department for Envi-
ronment, Food & Rural Affairs defines areas as “rural” if 
they have less than 10,000 residents [11]. There is increas-
ing evidence to suggest that people living with lung can-
cer in rural areas may experience unique inequalities in 
care and treatment compared to those living in urban areas 
[12, 13]. Examples include greater treatment delays [14], 
poorer access to care including preventative services [15], 
higher incidence rates [16], later stage presentation and 
diagnosis [16], worse survival rates, and higher overall 
mortality [17]. Whilst there is clear and substantial epide-
miological evidence indicating that people with lung can-
cer in rural areas experience inequalities, there is a need 
for a systematic review of published qualitative evidence 
to better understand patterns of health behaviors, lived 
experiences, and healthcare needs [18] of rural lung can-
cer patients. The qualitative evidence generated from this 
review may enhance quantitative evidence in informing 
the development of recommendations for potential inter-
ventions that may begin to address the unique challenges 
faced by this population.

This systematic review focuses exclusively on rural 
areas in high-income countries which we define as those 
belonging to the Organization for Economic Co-operation 
and Development (OECD), due to the significant health-
care disparities between high- and low-income countries 
[19, 20]. This was to enable a comprehensive exploration 
of experiences of living with lung cancer in rural areas 

where healthcare infrastructure and resources are com-
paratively advanced compared to low-income countries. 
Furthermore, addressing inequalities associated with 
rurality remains largely absent from cancer health policy 
in economically developed countries [21] many of which 
have sizeable rural populations. The aim of this systematic 
review is to synthesize the qualitative literature exploring 
the experiences of people living with lung cancer in rural 
areas. To date, evidence has largely focused on improv-
ing the quality of clinical lung cancer services and much 
less on individual patient experience. This review there-
fore aims to answer the following question: What are the 
qualitative experiences of people living with lung cancer 
in rural areas in OECD countries? This review has the 
following objectives:

1.	 To identify and collate evidence surrounding the quali-
tative experiences of people with lung cancer living in 
rural areas.

2.	 To thematically synthesize evidence surrounding the 
qualitative experiences of people with lung cancer liv-
ing in rural areas.

Methods

Study design

This systematic review was conducted in accordance with 
the Enhancing Transparency in Reporting the Synthesis of 
Qualitative Research checklist (ENTREQ) [22] (Supplemen-
tary information 1) and the Preferred Reporting Items for 
Systemic Reviews and Meta-Analyses (PRISMA) (Supple-
mentary information 2). The protocol was registered on the 
Open Science Framework (https://​osf.​io/​mjyhn/, last updated 
08-Dec-2022). The initial idea for the review and design 
was led on by DN and SC with support from all of the wider 
team who sat on a project Steering Group.

Search strategy

The search strategy (Supplementary information 3) was 
developed by two members of the review team SC and DN. 
Keyword searches together with Truncation (*) and Boolean 
operators (OR and AND) were performed in MEDLINE, 
CINAHL, and PsycINFO by SC on 12-April-2023. Searches 
of databases were pre-determined as to identify all available 
evidence. Retrieved records were downloaded and stored in 
Rayyan software [23] to support management and screen-
ing. Titles, abstracts, and full texts were independently 
screened by NA and SC with DN cross-checking for quality 
or in the event of any discrepancies. All database searches 
were supplemented with searches on Google Scholar and 

https://osf.io/mjyhn/
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the reference lists of included articles. Publication date was 
limited to between the years 2000 and 2023.

Eligibility criteria

Inclusion

Peer-reviewed qualitative (including mixed methods) stud-
ies (in the English language) reporting primary data on the 
experiences of adults (18 +) living with lung cancer resid-
ing in rural, regional, or remote areas of OECD countries 
were included. Studies reporting on the experiences of 
people with lung cancer alongside other types of cancer 
were included but all studies had to explicitly report their 
setting or sample as “rural,” “remote,” or “regional” to be 
included. Where studies had both rural and urban samples, 
only data from the rural, regional, or remote respondents 
were included.

Exclusion

Studies that explicitly focused on lung cancer populations 
within urban and metropolitan settings or whose study popu-
lations were under age 18 years were excluded from this 
review. Furthermore, studies that provided cancer experi-
ence data where it was not definitively clear as to the resi-
dence of participants or the cancer type and those conducted 
in middle- and low-income countries were excluded as were 
secondary research studies (studies including systematic 
reviews, editorials, case reports, and opinion pieces).

Data extraction

Following the identification of relevant articles after title, 
abstract, and full text screening, data were extracted using an 
adapted Cochrane Data Extraction Template [24]. The data 
extracted from each study included as follows: (1) author 
and year of publication, (2) study setting, (3) aim of study, 
(4) participants, (5) methods and design, (6) rural setting, 
(7) summary of key findings. NA extracted all data, with SC 
and DN cross-checking for accuracy.

Quality assessment

The quality of included studies was independently assessed 
by DL and DN using the Critical Appraisal Skills Program 
(CASP) Qualitative Studies Checklist [25]. Where there 
were discrepancies over the quality of articles, DL, DN, 
and SC met to reach agreement on the final decision. This 
checklist consists of 10 questions that cover rigor, methodol-
ogy, credibility, and relevance. Some papers used a mixed 
methods design, in which case the CASP checklist was only 
applied to the qualitative components.

Data analysis

Thematic synthesis of the qualitative data was undertaken 
using Thomas and Harden’s approach to the thematic syn-
thesis of qualitative research in systematic reviews [26]. A 
thematic synthesis approach was chosen as it provides a flex-
ible, systematic, and transparent method in identifying rich and 
detailed qualitative data across multiple studies for synthesis 
[26, 27]. This process involves as follows: (1) inductive line-
by-line coding of relevant text; (2) developing “descriptive 
themes”; and (3) generating “analytical themes.” Initial line by 
line codes was created in Microsoft Word, then uploaded to the 
NVivo software system to facilitate the generation of both the 
descriptive and analytical themes. NA led on the thematic syn-
thesis with iterative input from SC and DN. The development 
of descriptive themes remains close to the primary research 
studies that were included in the review, whereas the analyti-
cal themes are where the reviewers go beyond the primary 
studies and generate new interpretive insights or explanations 
[26]. Clinical members of the team supported the analysis and 
interpretation of qualitative data.

Author reflexivity

It is important for researchers conducting qualitative 
research to understand the assumptions and preconceptions 
they have which may influence the research process allow-
ing the reader to contextualize the relationship between the 
researchers and the research [28, 29]. The current research 
team represents diverse professional backgrounds with a 
range of clinical and academic expertise. The team includes 
as follows: NA, a medical student with interest in cancer and 
rurality; DN and SC, rural health researchers with expertise 
in cancer survivorship and systematic reviews; DL, a health 
services researcher with experience in systematic reviews 
and qualitative analysis; SQ and DM, behavioral researchers 
with experience in lung cancer screening and cancer lived 
experience research; ZP, a respiratory consultant and SCi 
and DS, clinical nurse specialists, all with clinical experi-
ence in respiratory and lung cancer care; PS, a professor 
of cancer medicine with clinical research in oncology and 
cancer care; RK, a professor of nursing and public health 
with experience in cancer survivorship and rurality; AH-B, 
a public contributor with lived experience as a lung cancer 
caregiver; and MP, an emeritus consultant and honorary pro-
fessor of respiratory medicine.

Results

Database searches returned 1012 articles, with an additional 
eight articles identified through secondary sources. Seven 
duplicates were removed leaving 1013 articles that were 
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screened by title and abstract. Following title and abstract 
screening, 992 articles were removed leaving 21 articles to 
be screened by full text. Twelve did not meet the eligibil-
ity criteria following full-text screening. The primary rea-
sons included incorrect study population (n = 5), incorrect 
study design (n = 5), and the authors could not be contacted 
(n = 2). A total of nine [30–38] articles met the pre-defined 
eligibility criteria and were included in the final analysis. 
A study flow diagram outlining the screening process and 
outcomes for this systematic review is reported in Fig. 1.

Study characteristics

A total of nine studies were included in this review. Eight 
studies were conducted in Australia [30–33, 35–38] and one 
in New Zealand [34]. The number of rural lung cancer par-
ticipants included across studies ranged from n = 1 to n = 70. 
Two studies included lung cancer participants alongside a 
range of cancer populations [30, 32], whereas six studies 
included lung cancer participants among other cancer types, 
healthcare professionals, carers, and family [31, 33–37]. 

Only one study focused exclusively on lung cancer patients 
[38]. All studies included rural, regional, or remote lung 
cancer populations, with four studies providing a compari-
son with non-rural populations [33, 36–38]. The majority of 
studies (n = 5) used solely qualitative designs [30, 31, 34, 35, 
37] with four studies using mixed methods [32, 33, 36, 38]. 
Qualitative data were collected using semi-structured inter-
views [30–33, 35, 36, 38] with one study using focus groups 
[34] and another using interviews and focus groups [37]. Six 
studies defined rurality using a classification system [30, 32, 
33, 35, 37, 38] whilst three studies did not report using a 
geographical classification system but did report conducting 
research in a rural, regional, or remote area [31, 34, 36]. For 
further details of study characteristics, see Table 1.

Quality assessment

There was a low risk of bias across the majority of included 
studies [30, 32, 34, 35, 37]. Three of the studies gave vague 
details around the ethical approvals that were in place with 
no dates or ethics committee reference numbers [33, 36, 38]. 

Fig. 1   PRISMA flow diagram
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The same three studies provided limited details surrounding 
data analysis [33, 36, 38]. Three studies [30, 34, 37] pro-
vided limited details surrounding the relationship between 
the researcher and participants whilst four studies failed to 
report on this at all [31, 33, 36, 38]. The results of the quality 
assessment are reported in Table 2.

Thematic synthesis

A total of 50 initial codes were generated from all studies. 
These codes were grouped together based on similarities 
to form 18 descriptive themes. This led to the development 
of five analytical themes related to the experiences of peo-
ple living with lung cancer who reside in rural areas. These 
included (1) diagnosis and treatment pathways, (2) travel and 
financial burden, (3) communication and information, (4) 
experiences of interacting with healthcare professionals, and 
(5) symptoms and health-seeking behaviors. Each analytical 
theme along with the descriptive themes and supporting ver-
batim quotations is presented in Table 3. A narrative account 
of the analytical themes is presented below.

Diagnosis and treatment pathways

Participants expressed frustration in the delay in being 
diagnosed with lung cancer and the initiation of subsequent 
treatment with individuals suggesting having to wait months 
before receiving a formal diagnosis or beginning treatment 
[33, 35]. Some individuals had received an unexpected 
diagnosis [32, 35], with others suggesting that they were 
initially misdiagnosed and surprised at how their health-
care professional missed signs of lung cancer before being 
diagnosed [35]. Participants were dissatisfied with the long 
waiting times for results and treatment which they found 
frustrating and needless [33]. Participants alluded to a lack 
of choice as to where they received treatment suggesting 
that GP preference and those who received private medical 
cover were factors that minimized patient choice [33]. Par-
ticipants emphasized the importance in having family mem-
bers and even healthcare professionals that acted as patient 
advocates suggesting that they were integral in receiving 
timely information and coordinating treatment needs [34, 
35]. Post-treatment, one participant expressed feeling aban-
doned and suggested having to revisit their GP for further 
information and support [33] whilst another participant 
experienced receiving no information regarding follow-up 
appointments or scans suggesting the healthcare team under-
performed [35].

Travel and financial burden

Travelling to and from urban areas was viewed as a major 
barrier in seeking or receiving medical treatment [31–33, Ta
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36–38]. Some patients were reluctant to travel to urban 
areas at all due to the complexities of navigating long dis-
tances [31, 33, 36, 37] whereas others were mindful of 
travelling long distances to seek medical advice or treat-
ment over minor symptoms [32]. Other patients suggested 
they would rather stop receiving treatment if travelling 
became too difficult [38]. For example, one participant 
suggested that if they had to receive treatment at a distant 
location that they would not go, and neither would others 
they knew, as travelling to these locations was perceived 
as challenging [36]. Another participant suggested that 
they were unsure about their upcoming trip and suggested 
that if it all became too hard that they might just let nature 
take its course [38]. Participants expressed feeling frus-
trated regarding the lack of understanding from healthcare 
professionals over the time, effort, and money required 
to travel to receive treatment [31]. Whilst finance was a 
worry for many individuals, the use of private medical 
cover reduced the stress associated with travel for some 
[33]. Several patients reported experiencing financial 
worry and stress in receiving treatment largely related to 
travel and accommodation [31, 33, 38].

Communication and information

Individuals reported poor communication from healthcare 
professionals related to their lung cancer diagnosis and treat-
ment [33, 35]. Patients desired better communication from 
their healthcare professionals including enhanced explana-
tions surrounding their diagnosis and treatment and more 
time to ask questions. One individual felt that they were irri-
tating healthcare professionals by asking questions and felt 
that it was challenging to obtain information from healthcare 
professionals [33]. Others experienced receiving information 
about their diagnosis in an unexpected and contextualized 
manner with little opportunity to process the information or 
ask questions about the diagnosis [35]. One individual sug-
gested that there was a poor focus on the quality of self-man-
agement information provided by healthcare professionals 
with respect to the nutrition needed to gain weight following 
treatment [30], whilst others explained that they were ini-
tially unaware of the type of cancer they had been diagnosed 
with [33], or any financial support available to them [33]. In 
some cases, patients were less interested in receiving infor-
mation concerning their diagnosis but were more concerned 

Table 2   Quality assessment of included studies

Author and Year Question Number*
Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10

Crawford-Williams et al. [30]

Drury and Inma [31]

Emery et al. [32]

Hall et al. [33]

Kidd et al. [34]

Otty et al. [35]

Page et al. [36]

Rankin et al. [37]

Verma et al. [38]

Q1. Was there a clear statement of the aims of the research?

Q2. Is a qualitative methodology appropriate?

Q3. Was the research design appropriate to address the aims of the research?
Q4. Was the recruitment strategy appropriate to the aims of the study? 

Q5. Was the data collected in a way that addressed the research issue?

Q6. Has the relationship between researcher and participants been adequately considered?
Q7. Have ethical issues been taken into consideration?

Q8. Was the data analysis sufficiently rigorous? 
Q9. Is there a clear statement of findings? 

Q10. How valuable is the research? 

= Yes   = No   = Can’t tell
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with receiving information about potential treatment and dis-
ease prognosis [35]. Whilst poor communication and lack of 
information from healthcare professionals was problematic 
for some, others did report positive experiences regarding 
the communication and information provided by healthcare 
professionals [30, 33, 35]. For several individuals, informa-
tion was explained clearly by their healthcare professional 
and opportunities were provided to express their opinion and 
ask any questions [30, 33]. One participant explained how 
their healthcare professional adapted their communication 
style to effectively communicate their diagnosis through use 
of pictures and x-rays rather than solely through words [35]. 
Others expressed their appreciation regarding their advice 
received on how to cope with being diagnosed with lung 
cancer as well as the resources provided from hospitals [33].

Experiences of interacting with healthcare professionals

Individuals’ experiences with healthcare professionals 
contrasted with some expressing dissatisfaction whilst oth-
ers expressed positive experiences. Those who reported 
negative experiences were frustrated with the attitudes of 
healthcare professionals whilst receiving care, citing them as 
shocking, disgusting, and not forthcoming [30, 33, 35]. Oth-
ers expressed disappointment with the lack of effort made 
to make them feel comfortable whilst in hospital. For exam-
ple, one patient experienced nothing being offered in terms 
of food and drink [33]. A prominent concern expressed by 
patients was the lack of compassion from healthcare profes-
sionals during their diagnosis and treatment. Some patients 
were unhappy with the lack of sympathy regarding their 
diagnosis whilst others were frustrated with what was per-
ceived by patients as a lack of compassion and arrogance of 
healthcare professionals [33]. On the other hand, patients did 
express positive experiences when interacting with health-
care professionals. Patients reported healthcare professionals 
to have been outstanding, knowledgeable, and practical with 
aspects of their treatment and support and felt that they were 
genuinely concerned for their well-being [33]. Some patients 
suggested that the support provided by healthcare profes-
sionals gave them confidence going forward [33].

Symptoms and health‑seeking behaviors

Some did not recognize their symptoms of lung cancer due 
to perceiving them to be related to existing comorbidities 
[35]. Another participant reported having to engage in sig-
nificant care responsibilities for family members suggesting 
that because of this they did not notice their potential symp-
toms of lung cancer worsening [38]. Some individuals liv-
ing with lung cancer in rural areas showed traits of stoicism 
and appeared reluctant to seek help [32]. Some individuals 
simply did not want to visit a doctor with one participant 

suggesting that males living in rural areas known as “bush 
blokes” were perceived as particularly reluctant to seek help 
due to their stoic attitude whereas others were put off by the 
distance required to travel [32].

Discussion

Globally, lung cancer is the second most common cancer [3] 
and this systematic review is novel in that it was the first to 
synthesize the qualitative academic evidence exploring the 
experiences of rural people living with lung cancer in OECD 
countries. Despite many OECD countries having large rural 
areas and populations, addressing cancer inequalities asso-
ciated with residing in a rural area continues to be largely 
absent from health policy [21]. The wider existing literature 
explicitly reinforces that rural people living with cancer can 
experience unique care inequalities compared to their urban 
counterparts [12, 13]. Rurality is therefore a salient factor 
that merits urgent consideration by the lung cancer com-
munity. This review provides important insight on the indi-
vidual experiences of rural people living with lung cancer, 
where much of the previous scientific activity in lung cancer 
has focused on the epidemiological and quality of clinical 
services.

Nine studies were included in this review from only two 
countries (Australia and New Zealand). The wider existing 
literature highlights that rural oncology research has been 
dominated by scholarly activity from North America and 
Australia [39–44] with an emerging body of survivorship 
research now coming from the UK [45–48]. Despite this, 
there were no European, North American, or UK-based 
studies included in this review indicating the need for fur-
ther qualitative research within these geographic settings. 
That said, this review provides an important starting point 
in which the findings can be verified or challenged with 
additional high-quality research evidence in other OECD 
countries. The limited rural lung cancer research substanti-
ates the need to reconceptualize the rural cancer research 
agenda as advocated by previous research [13, 49] through 
focusing on localized, community-based investigations that 
utilize qualitative and quantitative methods, as well as, co-
production, to better capture the experiences and needs of 
rural people with lung cancer. This is markedly important 
in the context of the UK where there are currently three mil-
lion people living with cancer [50] yet only limited research 
exists concerning the intersectionality between cancer and 
rurality. There are a significant number of people living with 
lung cancer residing in rural areas who likely face unique 
challenges related to travel, finances, and access [44]. It is 
important that rural coastal areas are not neglected either as 
they are typically characterized by high levels of deprivation, 
alcohol abuse, smoking, and poor physical and mental health 
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[51] that may impact on lung cancer risk. This is particularly 
evident within the UK in which there have been recent calls 
from the UK government for a national strategy to improve 
the health and well-being of coastal communities [52].

Difficulty in accessing cancer services was reported by 
rural people with lung cancer, largely related to significant 
travel distances and financial constraints. This is evidenced 
across the wider cancer survivorship literature [53, 54], 
where the lack of available specialist treatment centers and 
support services [55, 56] combined with poor recruitment 
and retention of highly skilled healthcare professionals [57, 
58] are underlying factors that exacerbate poor accessibility 
experienced by rural communities. The inaccessibility of 
readily available treatment has significant implications for 
disease outcomes with greater travel distance being associ-
ated with more advanced disease at diagnosis, inadequate 
treatment, poorer disease prognosis, and worse quality of life 
[59]. These issues may also be compounded by sociocultural 
factors (e.g., attitudes, beliefs, societal norms) that may dis-
suade rural communities from seeking help [60]. This was 
evident in the current review where individuals suggested 
that they avoided seeking medical help due to factors such 
as travel distance, socialcultrial beliefs, and the prioritization 
of their work and family commitments. It is paramount that 
more equitable access to cancer services is provided for rural 
people with lung cancer that addresses travel distance and its 
financial impact as well as the sociocultural factors that may 
prevent individuals from seeking treatment. Mobile screen-
ing and detection services [61, 62] as well as telemedicine 
[63, 64] are two proactive and innovative approaches that 
should be considered a focal point of future strategies to 
mitigate travel and financial barriers, provide outreach and 
education, and improve rural cancer outcomes.

Rural people living with lung cancer in our review 
reported being surprised with their diagnosis and the pro-
gression of the disease at the time of diagnosis. This is 
widely reported across the existing literature as lung cancer 
can often be difficult to diagnose early [65]. Long treatment 
delays and waiting times were also two prominent findings 
in the current review. Delays in cancer treatment are a global 
issue, in which a recent meta-analysis suggests that even a 
4-week delay in treatment (surgery, systemic treatment, or 
radiotherapy) is associated with a significant increase in lung 
cancer mortality [66]. Greater efforts are therefore needed 
to address system level treatment delays to improve lung 
cancer survival following diagnosis. However, it is impor-
tant to note that longer treatment delays are observed in less 
symptomatic lung patients but typically associated with bet-
ter disease prognosis [67]. Some participants in the current 
review also experienced poor follow-up support from health-
care professionals and services post-lung cancer treatment. 
Cancer patients are often faced with a range of physical and 
psychosocial challenges post-treatment in which the support 

provided by clinicians is rated poorly [68]. Improved aware-
ness is needed by healthcare professionals surrounding the 
support needs of lung cancer patients post-treatment in addi-
tion to greater signposting to professional, community, and 
voluntary organizations who may provide tailored support 
for lung cancer patients.

The poor communication of information from healthcare 
professionals was another issue identified in this review that 
reflects the wider experiences of people living with cancer 
[69]. Many people living with lung cancer experience uncer-
tainty about their diagnosis and prognosis and are unclear 
about management and treatment plans [70]. Consequently, 
poor communication and information can have a detrimental 
impact upon the management of symptoms, treatment deci-
sions, psychosocial health, and overall quality of life [71, 
72], indicating the need to introduce more practical efforts 
to improve the communication of information between the 
patient and healthcare system in addition to the commu-
nicative skills of individual healthcare professionals. Fur-
thermore, the quality and amount of information provided 
to patients was highlighted as problematic in this review. 
Health literacy (i.e., the skills, knowledge, understanding 
and confidence to access, comprehend, and use information) 
should be an important consideration when communicating 
and providing information. Evidence suggests that cancer 
outcomes may be poorer for those who experience difficulty 
understanding information or who are overloaded with infor-
mation [73]. Greater efforts must be made by healthcare pro-
fessionals to understand how patients process information 
and how they use information to make decisions about their 
treatment and care.

We acknowledge several limitations as part of this 
research. Firstly, the included studies and findings are 
entirely drawn from an Australasian perspective. We rec-
ognize that the restricted geographic scope limits the 
international generalizability of our findings, and thus we 
strongly advocate for further qualitative investigations to 
examine and assess the applicability of our findings in the 
context of other geographical settings. However, findings 
from this study may hold great importance for people liv-
ing with lung cancer in rural, regional, and remote areas 
of Australia. Approximately 7 million people (28% of the 
Australian population) reside in outer regional, rural, or 
remote areas spread across a large geographical area [74]. 
Our findings contribute towards a better understanding of the 
experiences and challenges of people living with lung can-
cer in rural Australia which could be used to better support 
researchers and healthcare providers in developing tailored 
services and interventions that lead to more personalized 
and patient-centered care in these settings. Secondly, this 
review is wholly focused on providing a patient-centered 
perspective of living with lung cancer in rural areas in which 
we acknowledge that the omission of carer and healthcare 
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professionals’ perspectives as a limitation. Integrating the 
experiences of carers and healthcare professionals along-
side people with lung cancer’s perspectives could enhance 
our understanding of lung cancer care in rural areas and 
augment the potential for the practical implementation of 
targeted interventions and support strategies. Thirdly, whilst 
we employed a rigorous and systematic approach to identify 
appropriate evidence, there were relevant qualitative studies 
that were excluded as they did not provide adequate detail 
to differentiate between geographical location or tumor site. 
We strongly encourage future studies to ensure that data is 
collected and presented with greater transparency to allow 
researchers to distinguish between study population groups. 
Furthermore, we recognize that certain themes (e.g., experi-
ences of interacting with healthcare professionals) as well as 
sub-themes (e.g., long waiting times, indifferent attitude, and 
satisfied with healthcare professionals) rely heavily on the 
findings on a single paper from 2008 [28]. We acknowledge 
this as a limitation of the review and suggest that these find-
ings are interpreted with caution. The inclusion of an indi-
vidual with lived experience of caring for someone with lung 
cancer (AH-B) as a member of the research team greatly 
enhanced the review through providing unique perspectives 
that helped interpret and contextualize the study findings. 
However, we recognize the omission of people with lived 
experience of lung cancer when conducting this system-
atic review and we strongly recommend that future studies 
include both people with lung cancer and their carers where 
appropriate. Finally, the included studies in this review were 
deemed to be of moderate–high quality. However, future 
research efforts should prioritize more transparent report-
ing practices especially surrounding author reflexivity and 
the relationship between the authors and the participants.

This review has several potential clinical implications 
for health professionals supporting rural people with lung 
cancer. Support in accessing high-quality diagnostic and 
treatment services may be important with timely and clear 
communication of information regarding patient illness and 
the services which will treat and care for individuals. Lung 
cancer care should be provided by structured teams with 
integrated care across the various healthcare sectors [75, 76], 
with a focus on quality of life, survival, integrated pallia-
tive care services, and access to research, clear survivorship 
policies [77], and information [78, 79]. Healthcare systems 
should consider greater training and support for healthcare 
professionals [80, 81] to better engage with lung cancer 
patients. The use of cancer care coordinators could be a 
potential solution as part of future strategies to help improve 
care co-ordination, navigate complex healthcare systems, 
facilitate enhanced communication, and signpost to appro-
priate resources and support services [82]. Clearer cancer 
awareness campaigns should be considered to place greater 
emphasis on lung cancer screening, education, and treatment 

pathway awareness in rural areas [83]. Furthermore, greater 
support could be provided, for example, by governments 
and healthcare organizations, to reduce the financial and 
travel burden placed on rural lung cancer patients as well 
as close family and friends [84]. In doing so, this could 
potentially facilitate improved early detection and screen-
ing uptake, better patient access to specialized cancer ser-
vices, and ensure timely and continuous treatment for rural 
lung cancer patients. Whilst support services (e.g., finan-
cial, psychological, and transport) are already available in 
some countries (e.g., the UK), they vary regionally and are 
often underutilized highlighting the need for greater aware-
ness for these services. Finally, although many individuals 
express preference for face-to-face appointments, the use of 
telemedicine should be considered to provide remote care 
and support to help negate the financial and travel barriers 
placed upon individuals living in rural areas. Telemedicine 
has the potential to revolutionize cancer care [85], especially 
in areas where healthcare resources are limited, and should 
be used as a complementary tool as part of cancer care [63].

Conclusion

This systematic review is the first to synthesize the quali-
tative academic evidence surrounding the experiences of 
rural people living with lung cancer in OECD countries. 
Addressing cancer inequalities associated with residing in a 
rural area continues to be mostly absent from international 
policy. The findings of this review enable a deeper under-
standing of the issues faced by people with lung cancer in 
rural areas, through which future researchers could develop 
tailored support to better address the existing health dispari-
ties that they may face. Additionally, this study provides an 
important starting point in which the findings can be verified 
or challenged through further high-quality evidence across 
other geographical settings.
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