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Abstract
Purpose  This study aims to assess for indications of stigma and attitudes toward cannabis among cancer survivors (CS) 
who use or consider the use of cannabis.
Methods  This study employed a convergent, parallel mixed methods design utilizing focus group and questionnaire data to assess 
the presence of stigma among a sample of CS (n = 23) who use (n = 10) and do not use (n = 13) cannabis to manage symptoms. CS 
were recruited from a multi-site observational study in the Northeast U.S. region that assesses cannabis use among oncology patients.
Results  A total of 23 CS participated in this study. In general, this sample appeared to have positive attitudes towards can-
nabis, as indicated by quantitative results, and most CS felt accepting or neutral about other CS using cannabis, irrespective of 
whether they used or not. Most CS did not indicate experiences of stigma for cannabis use, did not feel judged by their medical 
providers, and indicated a feeling of empowerment to do whatever was needed to feel better. However, several CS reported 
intentional nondisclosure to their providers. Many CS discussed the presence of opioid-related stigma, both perceived from 
society and internalized, which appeared to play an important role in their symptom-management decision-making.
Conclusions  Findings from this study suggest that while cannabis stigma may not be commonplace for CS, some do experi-
ence it. Further, opioid stigma appears to be perceived and intertwined in the decision-making processes for CS in this sample.
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Introduction

Managing cancer and treatment-related pain is important 
for patient well-being [1]. Although pharmacotherapy, like 
opioids, has been the cornerstone of managing cancer-
related pain, unfavorable side effects, and fear of addiction 

and opioid-related stigma may deter cancer survivors (CS) 
from using opioids [2–6]. Due to opioid-related concerns, 
CS may look for alternatives to manage pain, including can-
nabis [2, 7–9].

Despite federal classification of cannabis as a Schedule 
I substance, 39 states have legalized cannabis for medicinal 
purposes, and 25 for adult recreational use [10]. Although 
the prevalence is growing, an estimated 40% of CS report 
cannabis use [11–13]. The rapidly changing legal landscape 
appears to coincide with changes in the public perception 
of cannabis use [14]. However, conflicting regulatory poli-
cies regarding cannabis at the state and federal levels likely 
contribute to ongoing stigmatized views and non-legitimate 
perception of cannabis, in addition to other contributors 
(e.g., politics and religion) [15, 16].

Stigma is a social phenomenon defined as “an attribute 
that is deeply discredited” and, according to several mod-
els, involves four components: labeled differences, stereo-
types, separation, and power asymmetry [17]. According to 
Andersen and colleagues’ (2022) framework, based on Link 
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and Phelan (2001), stigma involves four components: (1) 
labeling—assigning a group a common name (e.g., “canna-
bis users”), (2) stereotyping—associating negative traits with 
that label (e.g., lazy and drug addicts), (3) separation—cre-
ating an “us versus them” mindset (e.g., cannabis users are 
different from use), and (4) power asymmetry—positioning 
the group as inferior to the rest of society [18]. Although the 
literature on stigma among individuals who use medicinal 
cannabis is still emerging, the literature on stigma among 
people with HIV and mental illness suggests stigma can pose 
a serious threat to engaging patients in care and achieving 
optimal outcomes [19–21]. The intersection of stigma and 
the healthcare system may be relevant for CS who use can-
nabis, as cannabis stigma may negatively impact their inter-
actions with the healthcare system. Although stigma appears 
salient among CS who use opioids, it is unclear if the same 
is true for cannabis [6].

There is limited research on stigma among CS who use 
cannabis. One qualitative study with 24 CS who use cannabis 
found almost half the sample reported perception of stigma in 
the healthcare setting [22], while another study found fear of 
social stigma to emerge occasionally across CS [23]. Although 
not specific to cancer, other qualitative studies on people who 
use cannabis for medicinal reasons suggest they hold self-per-
ceptions as “junkies” or “potheads” and may not disclose use 
with doctors due to feared judgement [24, 25]. Indeed, among 
individuals who use medicinal cannabis, greater endorse-
ment of anticipated stigma appears related to nondisclosure 
to providers [26]. As non-judgmental and compassionate 
patient-provider communication is the cornerstone of effective 
healthcare, this is concerning [27]. However, more research on 
cannabis stigma in the oncology population is needed.

The prior qualitative study on cannabis-related stigma 
among CS utilized semi-structured interviews and directly 
asked CS whether they had experienced stigma [22]. While 
this approach yielded valuable insights, a broader investi-
gation is warranted. The present study builds on this work 
by including both cannabis users and non-users, assessing 
indicators of stigma without explicitly prompting for it, and 
incorporating a quantitative measure of cannabis-related atti-
tudes to assess how these constructs converge or diverge. 
More specifically, this study examines stigma concerning 
the patient-provider relationship, decisions to use or not use 
cannabis, and comparisons to opioid use.

Methods

Research design

This study employed a convergent, parallel mixed methods 
design utilizing focus group and questionnaire data. Focus 
groups were separated such that CS who self-reported use 

of non-synthetic cannabis (i.e., excluding Dronabinol) at 
least once a week were grouped, and CS who do not use 
were grouped. Groups were facilitated by a clinical psy-
chology doctoral student (SL) who was closely monitored 
throughout the data collection and analysis period by her 
mentor (RLA), who has experience with qualitative, com-
munity participatory research methods. The focus group 
facilitator (SL) also served as a research assistant for the 
parent study, in which she conducts monthly phone inter-
views with a subgroup of participants. There were two par-
ticipants in the focus group whom the facilitator had prior 
communication with as part of the parent study protocol-
ized phone calls.

Participants and recruitment

Participants enrolled in a large, multi-site study on canna-
bis in cancer-related pain outcomes (see NCT06037681) 
were invited to participate if they expressed interest in other 
research opportunities. Participants were recruited from the 
Western New York and Eastern Pennsylvania regions. Eli-
gibility for the parent study included age of 21 and older, 
self-identified African American/Black or White, diag-
nosed with a non-skin solid malignancy, received treatment 
within the past 3 years, and experienced cancer- or cancer-
treatment-related pain for > 30 days. We aimed to conduct 
approximately 3–4 focus groups, with 5–10 patients in each 
(i.e., total of ~ 30 participants), which is consistent with prior 
research demonstrating a high likelihood of reaching the-
matic saturation within this range [28]. Additional inclusion 
criteria specific to this study were willingness/capability to 
participate in a recorded focus group. All participants pro-
vided written consent and were compensated $10 for com-
pleting the survey and $30 for the focus group. The Institu-
tional Review Board at the State University of New York at 
Buffalo approved this study.

Quantitative methods

Quantitative data specific to the present study were collected 
through REDCap and administered directly before the focus 
group [29].

Demographics and cannabis use

Demographic, cancer-related information, and cannabis 
use data from the parent study were extracted and linked 
to reduce participant burden. Cannabis use (collected 
monthly as part of the parent grant) from the last com-
pleted visit was used here.
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Medical Cannabis Attitudes Scale

The Recreational and Medical Cannabis Attitudes Scale 
(RMCAS) is a 12-item scale that assesses social beliefs, 
past beliefs, perceived risk, and legal restraints about 
cannabis use [30]. The decision to include the RMCAS 
was made to assess convergence or divergence between 
indications of cannabis-related stigma and one’s attitudes 
towards the substance, as the two constructs are correlated 
and have implications for interventions [31]. The scale 
has two six-item subscales: attitudes towards medical and 
attitudes towards recreational cannabis use; however, we 
removed one item from both subscales that asks about atti-
tudes towards cannabis at the age of 18, as we were inter-
ested in their current views. Total scores ranged from 5 to 
25, with higher scores indicating more favorable attitudes. 
The two subscales have demonstrated adequate internal 
consistency with Cronbach’s alphas of 0.86 for the medi-
cal cannabis subscale and 0.91 for the recreational [30].

Qualitative methods

All focus groups were conducted virtually via a secure 
Zoom platform. Video recordings were stored on a secure, 
web-based server, and transcripts were obtained through 
Zoom’s transcription service. Inaccuracies were corrected 
based on the recordings. Identifiable information was 
deleted from the transcripts before analysis. All names 
are pseudonyms.

The focus groups explored topics related to the decision 
to try cannabis, thoughts or concerns about use, conversa-
tions with providers, and how well they feel their pain symp-
toms are managed. Questions on the guide were informed 
by prior literature and the four components of the stigma 
framework defined by Andersen et al. (2022) (see Supple-
mentary Materials). The guide for CS who use cannabis was 
more explicit in asking about their thoughts, experiences, 
and perspectives, while groups with CS who do not use 
cannabis were more general about perspectives on canna-
bis use. The word stigma was omitted from guides to mini-
mize biased responses (i.e., making potentially stigmatized 
identities more salient can prime individuals to respond in 
a conforming way) [32]. All CS were also asked about their 
experiences with and perspectives on opioids.

Data analyses

Quantitative analyses were conducted using the SAS platform. 
Descriptive statistics were analyzed to supplement qualitative 
data by building a comprehensive understanding of how self-
reported, quantitative attitudes towards cannabis may align 
or differ from verbal reporting. Group differences in attitudes 
were evaluated using Wilcoxon non-parametric tests.

Qualitative analyses were conducted using Dedoose. 
Transcripts were analyzed using direct content analysis, in 
which research questions were informed by prior research 
and theory [33]. A stepped process was utilized, with both 
deductive and inductive approaches. First, we developed 
codes based on the four components of stigma defined by 
Andersen’s conceptual framework (i.e., labeling, stereotyp-
ing, power asymmetry, and linguistic separation). Next, we 
identified new codes as they emerged. Upon completion 
of an initial independent review by the first author (SL), a 
second coder (RLA) conducted an independent review of 
30% of transcripts, which included the first two focus group 
transcripts. Discrepancies were resolved through consen-
sus meetings, and codebooks were updated with modified 
coding rules as needed. No agreement metric was utilized. 
Memos were maintained by both coders to facilitate trans-
parency. Themes were reviewed with several participants to 
ensure that our interpretations accurately reflected the topics 
discussed during groups.

Results

Quantitative results

Participant characteristics

Overall, 23 CS participated in the focus groups, which 
included three “use” groups (n = 5; n = 3; n = 2), and three 
“nonuse” groups (n = 4; n = 6; n = 3). While we aimed to 
recruit approximately 30 participants, we concluded recruit-
ment when saturation was met (i.e., two groups occurred 
without the emergence of new codes related to the study 
aims) [28]. On average, participants were 56 years old, rep-
resented a range of cancer types and stages, and most were 
from New York State (Table 1). Most participants who used 
cannabis reported using it at least once per day and reported 
a balanced distribution across routes (Table 1).

Attitudes towards cannabis

Participants demonstrated favorable attitudes towards 
cannabis, as indicated by both subscales on the RMCAS 
(Table 1). No significant differences in attitudes emerged 
between groups in the medical domain (Z = 0.22, p = 0.41) 
or the recreational domain (Z = 0.87, p = 0.19) on the non-
parametric Wilcoxon test.

Qualitative results

Although initial coding was based on the four components 
of stigma defined by Andersen et al. [18], it was evident that 
additional codes were needed to capture shared experiences. 
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There was no indication of linguistic separation or being 
marginalized because of cannabis use. Seven themes, in 
addition to Stigma, were identified, which encompassed 
three domains: Self-Advocacy and the Cancer Experience, 
Navigating Cannabis Use or Nonuse, and Opioids in Cancer 
Care. Representative quotes are presented in Table 2.

Stigma

This theme of “Stigma” refers to codes that mapped onto 
the four-component model of stigma [18]. Although stig-
matizing labels (e.g., “pothead,” “addict”) were occasionally 

Table 1   Descriptive results

a Patients reported a mix of gummies, candy, and baked goods
b Two patients reported use of tinctures, and one reported use of Rick Simpson Oil
c Scores are presented as median (IQR)
d Medicalization of cannabis laws standardized scale; scores are presented as summary scores

Characteristic Cannabis use status Full sample (n = 23)

Yes (n = 10) No (n = 13)

Age M (SD) 57.1 (8.8) 55.2 (11.7) 56.0 (10.4)
Race

  White 9 9 18
  Black/African 1 4 5
  American

Past-year income
  $10,000–14,999 0 1 1
  $15,000–19,999 1 0 1
  $20,000–34,999 2 3 5
  $35,000–49,999 2 1 3
  $50,000–74,999 2 2 4
  $75,000–99,999 2 2 4
  $100,000–199,000 1 4 5

Cancer type
  Breast 5 7 12
  Gastrointestinal 1 2 3
  Genitourinary 1 1 2
  Gynecological 1 2 3
  Myeloma 1 0 1
  Thoracic 1 1 2

Cancer stage
  1 1 5 6
  2 1 3 4
  3 3 2 5
  4 4 3 7

Primary type of cannabis
  Ediblesa 4
  Flower (smoked) 3
  Oil (ingested)b 3

Average frequency of use
  5–6 days a week 1
  Once a day 6
  More than once a day 3

Attitudes toward medical cannabisc 22.0 (22.0, 25.0) 23.0 (16.0, 24.0) 23.0 (20.0, 24.0)
attitudes towards recreational cannabisc 22.5 (21.0. 24.0) 22.0 (14.0, 24.0) 22.0 (15.0, 24.0)
MCLaSSd

  New York (n = 18) 78
  Pennsylvania (n = 5) 52
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mentioned, they rarely suggested the experience of stigma-
tization of patients who use cannabis (i.e., in conjunction 
with power asymmetry, linguistic separation, or stereotyp-
ing). However, one CS who used cannabis reflected on how 
her perception of being labeled as a “drug addict” may have 
compromised her patient-provider relationship (see “Liz”), 
and another CS expressed indications of labeling and some 
degree of stereotyping (see “Katy”).

While these excerpts reflected the hypothesized expe-
riences related to the stigma construct, these accounts 
appeared to be the exception rather than the norm among 
this sample. Others described more subtle expressions of 
judgements related to cannabis use, such as feeling hesitant 
to disclose their use in larger group settings (see “Jean”). 
Surprisingly, non-disclosure of use to providers due to fear 
of judgment did not emerge across focus groups. Rather, 

Table 2   Qualitative results and exemplary quotes

Themea Number of 
excerpts

Example quotes

Cannabis stigma
Captures if patients indicated one of the four 

components of stigma

10 “When they gave me push back [about asking for cannabis], it was like I was doing something 
wrong, or I was some kind of drug addict, and I didn’t really need it…” “I felt like I was asking 
for something that I shouldn’t be asking for. That it was some outrageous request. I didn’t like 
the fact that she didn’t want to help me, and that she referred me to somebody else who wasn’t 
even my actual doctor. And ever since then, I’ve had a lot of issues with her, just talking to her 
about things and sharing things, and I just feel like she’s very judgmental.”

- “Liz,” uses cannabis, stage 2 breast cancer
“My parents go to the same primary doctor. I think, too, not that they care but I just felt like I 

didn’t want to be judged, and had put in my chart that you know, I’m a druggie, or whatever.”
- “Katy,” uses cannabis, stage 3 gynecologic cancer
“…so, it’s very acceptable, and yet at the same time, would I want to tell people at a work party 

necessarily that I’m doing it? I don’t know. I think twice about that. The judgement’s there.”
- “Jean,” uses cannabis, multiple myeloma
“I can speak to the fact that I’ve never discussed it with my oncologist. Part of it was because I 

didn’t want him to tell me it wasn’t a good idea…. I don’t necessarily need advice from some-
body who’s not going through what I’m going through and living in my body.”

- “Laurie,” uses cannabis, stage 4 genitourinary cancer
Self-advocacy and the cancer experience
Identity, judgement, and inequities
Captures how patients spoke about navigating 

societal expectations, peer judgements, and 
systemic disparities

20 “I feel like I have this tendency to like need to be like the perfect patient in some way or like that 
I need to be like perfect and easy. That’s my fault.”

“We shut up, and we do the thing, and we act like the perfect patient, and women in general, 
I think, are pleasers, you know? Like we want to make everybody happy, and we want to be 
good at everything and make sure other people’s needs are taken care of and forget about the 
fact that we’re the sick people.”

- “Jane,” does not use cannabis, stage 3 gynecological cancer
“…just my experience as a black man, but also going through the cancer journey is you have to 

tell them you’re in pain… I don’t want to get to the point where it’s pain that I can’t manage, or 
they’re thinking that I’m not in pain, and I don’t want them to believe that I’m not in pain.”

- “Marcus,” does not use cannabis, stage 2 gastrointestinal cancer
“It is funny like they’ll talk bad about you if you eat peanut butter, but not if you use cannabis.”
- “Denise,” does not use cannabis, stage 1 gynecologic cancer

Cancer as a unique condition: special treatment 
and exemptions

Captures how patients spoke about unique 
experiences of having a cancer diagnosis

28 “Every once in a while I get a little feedback from somebody that feels like they are judging. But 
you know what, they don’t judge because I have the cancer where before they would have. I 
think now that I have cancer, I tell everybody that I am on prescription marijuana, and every-
body’s fine with it, but most people laugh about it.”

- “May," uses cannabis, stage 3 breast cancer
“I don’t think you get [weird] reactions. Maybe if you’re using pot, or just to get high or opiates 

just to be high, then maybe you get that reaction. But when people see how crippled you are 
and how much you’re wincing in pain, and they know you have cancer, I don’t see it.”

- “Jean,” uses cannabis, multiple myeloma
Patient empowerment and self-directed pain 

management
Captures how patients take an active role in 

managing their pain

75 “You know, I guess this is my second cancer, and so I am of the opinion that whatever I need to 
do to save my life, to feel better, I’m going to do it. I don’t care.”

- “Gloria,” does not use cannabis, stage 1 breast cancer
“You gotta take care of yourself. You have to be your own advocate, and only you can determine 

what that is… There should still be some joy and pleasure in life, and if that’s [cannabis] what 
gives it to you, then who is a doctor to tell you that you can’t do it.”

- “Laurie,” uses cannabis, stage 4 genitourinary cancer
“Right now, I’m starting to be more of an advocate for myself because I see everyone else not 

caring.”
- “Julie,” uses cannabis, stage 4 breast cancer
“I did worry about that, having my name in their system, and like who’s gonna find out about 

it [cannabis use], and you know, Big Brother and all that kind of crap. But now it’s like, ‘you 
know what, it’s legal, and if you don’t like that that I do it, screw you’.”

- “Katy,” uses cannabis, stage 3 gynecologic cancer
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a Most themes emerged in all six focus groups, except for Identity, Judgement, and Inequities which only emerged in four, and Cancer as a 
Unique Condition: Special Treatment and Exemptions which emerged in five groups

Table 2   (continued)

Themea Number of 
excerpts

Example quotes

Opioids in cancer care
Weighing cannabis against opioid risks and 

concerns
Captures the thought process behind choosing 

cannabis for symptom management in the 
context of opioids

34 “What is this [opioids] even good for? Like I don’t even understand, like it’s not taking any of 
my pain away. It’s just making me feel funny. So then, that was my decision that I was going to 
start doing marijuana.”

- “Julie,” uses cannabis, stage 4 breast cancer
“I do think that’s why I asked for medical marijuana, because I was trying not to take opiates.”
- “May,“ uses cannabis, stage 3 breast cancer
“Opioids are just crazy to me that they still prescribe them, and then they’re like, ‘oh, well, how 

come there’s so many people addicted?’ well, you know, it’s what you’re giving them. So, I 
think it’s [cannabis] a better alternative, in my opinion.”

- “Katy,” uses cannabis, stage 3 gynecologic cancer
“…my goal is to fully be off the opioids, like taper down whatever I need to do but to get off the 

opioids. I don’t feel like I would ever be ashamed to say like, ‘Oh yeah, I eat a gummy once in 
a while, or, you know, smoke pot or whatever.’ There’s just not that stigma, or shame behind 
it.”

- “Jane,” does not use cannabis, stage 3 gynecological cancer
Navigating opioid use: pain, stigma, and fears 

of addition
Captures the way that patients discuss concerns 

or issues related to opioids

75 “…and she was treating me like I’m some kind of drug addict, and I’m overusing my pills, and 
I need to take the pills the way they’re prescribed. I got so mad at her, I was swearing at her 
because it’s like, no, you don’t get it. You guys are making me cut these pills in half. They’re 
crumbing, and I got to take what I can take.”

- “Ted,” does not use cannabis, stage 4 gastrointestinal cancer
“…people just get addicted. And you hear so much like, ‘Oh, he had back surgery, and all of a 

sudden he was addicted to painkillers,’ or whatever, you know? And it’s just like no one sets 
out trying to become an addict. So at what point am I an addict? Like I don’t know, you know? 
Like ‘Oh, shit! I’m addicted!’”

- “Jane,” does not use cannabis, stage 3 gynecological cancer
“You just kind of worry about people in society judging you that you’re getting these things.”
- “Marcus,” does not use cannabis, stage 2 gastrointestinal cancer
“I think there’s more of a stigma on that nowadays. People look at you a lot differently when you 

use those painkillers and are more of a stigma all of a sudden.”
- “May,“ uses cannabis, stage 3 breast cancer
“And I agree with “May” that there’s definitely a stigma about them. Now you’re kind of looked 

at like, maybe you’re a drug addict if you take too many of them.”
- “Liz,” uses cannabis, stage 2 breast cancer

Navigating cannabis use or nonuse
When and why patients choose cannabis
Captures how patients selectively use (or avoid) 

cannabis use for managing specific symptoms

53 “I don’t like to not be in control of everything about myself. I’ve tried it in the past recreationally 
when I was much younger, but I really didn’t have fun like everybody else did… So for just me 
personally, it’s not a choice for me.”

- “Angela,” does not use cannabis, stage 1 breast cancer
“I just use it for sleep, and I was using it for pain management in the beginning, but the pain has 

gone away at this point with the chemo treatments, so I just use it for sleep”
- “Bruce,” uses cannabis, stage 4 gastrointestinal cancer
“It’s a distraction. It definitely takes your mind away from your worries a lot of the time for me. 

It makes me feel better. It definitely helps with some of the pain that I have in my feet right 
now.”

- “Laurie,” uses cannabis, stage 4 genitourinary cancer
“Well I think it’s fine, if that’s what helps you. For me, I don’t do cannabis because it doesn’t 

help me at all.”
- “Ted,” does not use cannabis, stage 4 gastrointestinal cancer

Navigating medicinal cannabis use: concerns 
and considerations

Captures the internal and external concerns 
patients have about using cannabis for symp-
tom management

140 “… and you know, just talking to y’all, I can honestly say, and I never given it this type of 
thought that I have become dependent on my marijuana, and when I don’t have it, I’m irri-
tated… I might have to go half a day or something, but in that time that I don’t have it, it’s like 
something’s missing.”

- “Dorothy,” uses cannabis, stage 1 breast cancer
“I’m questioning my usage of it, because I’m taking too much sometimes, and not enough other 

because I don’t know. I think it varies, and I’m not sure if I’m confident in what you know, the 
people selling it are saying… I don’t believe them. The only way I find out it by trying it.”

- “Ruth,” uses cannabis, stage 3 breast cancer
“I’m still using cannabis for other reasons, and I don’t think that it’s as accepted [as using for 

cancer]. It’s still, people are kind of wondering, ‘why are you smoking? Why are you smoking 
so much? Why are you still using it if you’re not sick? That kind of thing. And I do feel like I 
have to hide it sometimes, and I don’t like feeling that way.”

- “Liz,” uses cannabis, stage 2 breast cancer
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some CS described not disclosing their use to providers for 
other reasons. For example, one CS did not tell her provider 
about using cannabis because she “didn’t care” (see “Ruth”). 
Another expressed that she did not see a benefit in disclosing 
her use to her provider, citing that it would not change her 
decision to use (see “Laurie”). This may be an indirect way 
to prevent the experience of stigma, particularly if the CS 
anticipates disapproval from providers.

Self‑advocacy and the cancer experience (see 
Table 2)

Identity, judgement, and inequities

This theme captured how CS spoke about the unique chal-
lenges they face as a population that requires frequent 
engagement with providers. For example, several CS 
described an internal experience of wanting to be a “perfect 
patient,” which often led to minimizing symptoms to avoid 
burdening providers.

Additionally, some reflected on how their identities 
shaped their experiences as patients. Among those who 
identified as women, a common tension emerged between 
the desire to not “burden” their providers by disclosing pain 
while recognizing that open communication is necessary to 
receive effective pain management. Additionally, several 
patients expressed their perspective of being a Black or Afri-
can American patient in the healthcare setting, particularly 
how it related to providers believing the extent of their pain.

Finally, the topic of judgement from other cancer survi-
vors came up during one of the focus groups. One patient 
referenced how other CS would be more likely to judge you 
for eating peanut butter than using cannabis, suggesting that 
consumption of other things (e.g., processed foods) may 
evoke more judgment than cannabis (see “Denise”).

Cancer as a unique condition: special treatment 
and exemptions

Another general theme pertained to the experiences of having 
a cancer diagnosis. For example, it appeared to be a commonly 
shared sentiment that CS may be excused from potential judg-
ment about choosing to use cannabis because of their illness.

Patient empowerment and self‑directed pain management

This theme reflected both patients’ perceived need to, and 
empowerment in, navigating their conditions. The most sali-
ent code to emerge was patient empowerment. Many patients 
described learning how to advocate for themselves based on 
the perception that others do not care and/or do not have the 
time. Some spoke about the disconnect between a provider 
being the expert in medicine, and the patient being the expert 

in their body and that ultimately, they must make decisions 
based on what is best for their body. Furthermore, another fre-
quently coded topic related to patients rejecting judgment—
expressing a deep belief that others do not understand what 
it is like to have cancer. As such, views and/or opinions of 
family, friends, and healthcare providers are often discounted.

Opioids in cancer care (see Table 2)

Weighing cannabis against opioid risks and concerns

This theme reflected decisions to use cannabis in the con-
text of concerns surrounding opioids. Some explained that 
their decision to use cannabis was related to their views of 
opioids, citing a disinterest in using opioids and a desire for 
alternatives.

Navigating opioid use: pain, stigma, and fears of addiction

This theme, which emerged in all focus groups, captured the 
complex relationship that CS have with opioids. Notably, the 
word “stigma” was mentioned frequently in the context of 
opioids. Several CS indicated a struggle to balance effective 
pain relief with fears of dependence, often driven by per-
sonal accounts of addiction and/or societal views of opioids.

Several patients, particularly ones with advanced dis-
ease, expressed acceptance of their need for opioids, and 
frustration and/or disappointment with the way that opioids 
are controlled. For example, one CS described the way he 
felt when his pills were counted, and being questioned by a 
medical provider.

Navigating cannabis use or nonuse (see Table 2)

When and why patients choose to use cannabis

This theme reflects how CS made decisions about when 
to use cannabis. This theme captured CS perspectives on 
cannabis’s effectiveness at relieving certain symptoms, and 
reasons why not to use. Some CS not currently using can-
nabis described either trying it recreationally before, and 
not liking the way it made them feel, or found that it did not 
help with symptoms. Others who use cannabis noted how 
cannabis has helped with sleep, pain, anxiety, and served 
as a “distraction;” one CS described, “it’s a relaxing way to 
alter my viewpoint on some of the things that are going on 
in life that aren’t so happy.”

Navigating medicinal cannabis use: concerns 
and considerations

This theme captured the internal and external concerns CS 
expressed about cannabis use. For example, when asked 
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if anyone had questioned their cannabis use, “Dorothy” 
explained that she has become dependent on cannabis. 
When describing “dependent,” she elaborated that, “If I’m 
running low, and I don’t have any, I panic.” Another CS 
reflected on how others may perceive her because she is 
no longer “sick,” but still uses cannabis for other reasons 
(e.g., anxiety). Other discussions included dosing consid-
erations, trusting product labels, and tolerance. As one 
CS described, “…the few times that I have backed off is 
because I would see that my tolerance was going up, and 
that I needed to take a break because it wasn’t having the 
same effect.” Another CS described, “I have to use more 
than I used to for the appropriate results.”

Integrating qualitative and quantitative results

To evaluate how attitudes converged or diverged from 
indications of cannabis-related stigma, we selected 3 
participants each from the lower and upper quartiles on 
RMCAS (i.e., scores < 17 and scores > 24, respectively) 
and evaluated relevant quotes (Table 3). Participants who 
did not have a direct quote about their view of cannabis 
(not all participants responded to every question) were not 
included in Table 3. There were five participants in the 
upper and lower quartiles. Quartiles were chosen because 
our sample’s scores on the RMCAS were skewed high, 
and quartiles allowed us to assess the highest and low-
est scoring participants, relative to others in the sample. 
Even CS who reported less positive attitudes towards can-
nabis tended to express an accepting or neutral view of 
others using cannabis, suggesting divergence in the two 
constructs. Consistent with the Patient Empowerment and 
Self-Directed Pain Management themes, CS expressed that 
people should be free to make their own medical deci-
sions. CS who reported more positive attitudes expressed 
stronger beliefs about the importance of having access to 
cannabis, including a degree of advocacy about why others 
should be more open-minded about cannabis use.

Discussion

The present study assessed the presence of conceptual 
indicators of stigma among CS who use or may consider 
using cannabis to manage symptoms. Given the compli-
cated history of cannabis, assessing implications on the 
patient experience is important. Our study suggests that 
the experience of stigma, as conceptualized by the four-
component model outlined in Andersen et al. (2022), may 
exist for some CS, but for a majority of our sample, other 
experiences seem to eliminate or overshadow the percep-
tion and/or experience of cannabis-related stigma. Notably, 

we found that opioid stigma and negative views of opioid 
use persist, and these views may influence decisions to use 
cannabis.

Coding for stigma through the theoretical lens of the four-
component model (i.e., labeling, separation, stereotyping, 
power asymmetry) revealed few indications of stigma. As 
several CS described their decision not to disclose cannabis 
use to their provider, this may reflect a patient’s anticipation 
of receiving judgement in the future [34]. This nondisclosure 
is still concerning, however, given herb-drug interactions 
and missed opportunities to recommend safer methods of 
consumption (e.g., edibles instead of smoked flower) [35].

Prior literature highlights factors like a lack of physicians’ 
inquiry and patients’ perception that disclosure is irrelevant 
leading to nondisclosure of complementary alternative med-
ications (CAM) [36]. However, CAM was not specific to 
cannabis use, and more research is needed on barriers and 
facilitators of open patient-provider discussions concerning 
cannabis. Given current and prior CAM disclosure findings, 
it is recommended that providers be clear about their inten-
tions for inquiring. For example, providers may explain that 
they are not asking to discipline or refute the fact that canna-
bis helps; rather, open communication about all substances 
facilitates the best possible care. Further, recent guidelines 
recommend that clinicians routinely and nonjudgmentally 
ask patients about cannabis use, or consideration of use, 
and provide CS with unbiased, evidence-based educational 
resources [37]. Additionally, findings related to self-directed 
pain management and empowerment support the notion that 
CS want to be involved in treatment decision-making [38].

It was evident throughout groups that CS related to one 
another and developed strong camaraderie. This may partly 
explain why CS who do not have positive views of cannabis 
still feel accepting or neutral about other CS who use can-
nabis. Indeed, the mutual experience of having cancer may 
facilitate an in-group identification and a sense of nonjudg-
mental acceptance compared to friends/family [39]. This 
within-group identification may protect CS against stigma, 
as a sense of belonging has been shown to buffer the inter-
nalization and possible effects of stigma [40]. Additionally, 
CS described a figurative “cancer shield” that seemed to 
protect them against stereotyping or judgements that others 
may receive for using cannabis. Nevertheless, opioid-related 
shame and fears appeared to penetrate this figurative shield 
and factored into the symptom management decision-mak-
ing process for this sample of CS.

Unfortunately, this finding corroborates other literature 
that highlights opioid stigma as a significant barrier to 
cancer-pain management, reinforcing that non-judgmental, 
compassionate patient-provider communication is essential 
[6, 41, 42]. Some CS do not feel heard or are misunderstood 
by healthcare providers, which is reflected in our finding 
that some patients feel like they must “take matters into 



Supportive Care in Cancer (2026) 34:313	 Page 9 of 11  313

their own hands,” especially surrounding their symptom 
management [7, 43].

These findings differ somewhat from a previous quali-
tative study in which CS frequently reported stigma [22]. 
However, a quarter of their sample from the Eastern U.S. 
denied any stigma, which was consistent with our Eastern 
U.S. sample, suggesting regional differences in cannabis-
related stigma. Further, because the prior study did not 
clearly note how the stigma construct was operationalized, 
we are uncertain whether their measurement of stigma is 
directly comparable to that of the present study. In contrast, a 
2024 qualitative study on medicinal cannabis use among CS 
in Australia also found positive attitudes towards cannabis, 
especially with attention to the perceived necessity of use 
among CS [44], which is similar to our sample. Rather than 
asking if CS who use cannabis experience stigma, it may be 

more appropriate to ask which CS experience stigma and in 
what context(s). Although outside the scope of this paper, 
prior research identified correlates like gender, depression, 
and self-esteem that are associated with stigma about one’s 
cancer diagnosis [45].

This study has several limitations. First, participants who 
enroll in cannabis-related studies may inherently be more 
comfortable discussing the topic. Second, the sample reflects 
perspectives from CS in two states that have medical can-
nabis laws and may not reflect perspectives from other areas 
of the USA or in the world. It is possible that experiences of 
cannabis-related stigma would vary across differing legaliza-
tion and policy landscapes, as public perception appears to 
shift with changes in federal policies [14, 46]. Third, focus 
groups (versus individual interviews) may raise the risk of 
social desirability bias and group conformity effects, which 

Table 3   Qualitative and quantitative attitudes on cannabis

Lower quartile Higher quartile

When and why patients choose to use cannabis
“I grew up extremely poor, and so I have not seen any positive effects 

from any type of drug… I get alarmed because, you know, I see chil-
dren getting out of cars, and when they open the door they’re driving 
and the whole car is filled with smoke… However, I’m a person who 
believes in your right to do what you need to do, so I’m not going to 
judge anyone else for doing whatever they need to do.”

“Gloria,” does not use, stage 1 breast
(RMCAS = 8.5)

“You know there’s got to be things that give you some pleasure and 
some relief from the thoughts and the pain—the physical pain and the 
mental pain and the emotional pain…and if that’s something that’ll do 
it for you, well I’m not going to listen necessarily to somebody that tells 
me not to.”
“Laurie,” uses cannabis, stage 4 genitourinary
(RMCAS = 24.5)

“… I agree, I don’t know why we would deny somebody medication 
[cannabis] that helps them… and when all of your evidence is based 
on what you learned in the bathroom in 1978 in high school is just 
kind of ignorant.”

“Denise,” does not use, stage 1 gynecologic
(RMCAS = 13.0)
Navigating medicinal cannabis: concerns and considerations
“I don’t know how I feel about it [cannabis]… I tried it in my younger 

years, and I really didn’t like the way it made me feel.”
“Sue,” does not use, stage 3 breast (RMCAS = 15.0)

“I’m glad that it [cannabis] has become legal, and just, people need 
to be more open of it. You know, I can see the effects, what it does to 
young kids, which I don’t like, but I can see the effects, how it affects 
me, and my body.”
“Julie,” uses cannabis, stage 4 breast
(RMCAS = 24.5)

“Well, I think it’s [cannabis] fine, if that’s what helps you. For me, I 
don’t do cannabis because it doesn’t help me at all. And it’s because of 
the silly views of society that say ‘drugs are bad’ but they don’t really 
investigate anymore. They just take what they’ve been taught about can-
nabis and go ‘this must be’.”
“Ted,” does not use, stage 4 gastrointestinal
(RMCAS = 25)

Patient empowerment and self-directed pain management
“…they [patient’s legs] cramp up. So maybe at some point I will try 

some [cannabis] gummies, I’m not gonna say no.”
“Sue,” does not use, stage 3 breast (RMCAS = 15.0)

“It [cannabis] makes me feel better. It definitely helps with some of the 
pain that I have in my feet right now. And I just find that it’s a relaxing 
way to alter my viewpoint on some of the things that are going on in life 
that aren’t so happy…and I don’t really care if anybody else thinks it’s 
good, bad, or indifferent. It’s none of their business, that’s kind of my 
bottom line.”
“Laurie,” uses cannabis, stage 4 genitourinary
(RMCAS = 24.5)
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may have limited CS from sharing their individual, authentic 
views. Finally, our sample size was small. While we used 
non-parametric tests, the possibility of a type II error exists.

Future research should focus more on the interpersonal 
dynamic between patients and their providers when discuss-
ing cannabis as a symptom management tool. More specifi-
cally, research should focus on how certain disclosure and 
discussion practices relate to various outcomes (e.g., more 
shared decision-making, greater control of symptoms, and 
increased engagement in care). Additionally, research should 
continue to assess for indications of stigma among patients 
who use cannabis in states and/or countries with greater 
legal restraints against access and use, as findings may vary.

In sum, this study suggests that while cannabis stigma 
may not be commonplace for CS in this sample, some do 
experience it. Additionally, anticipated stigma may contrib-
ute to nondisclosure of use. This, combined with broader 
issues related to CS perception of needing to manage their 
own symptom suggests that additional research on how 
healthcare providers can facilitate effective and empathetic 
conversations about cannabis use is needed. Further, opi-
oid-related shame and fears appeared to be highly salient 
in this sample and impact medical decision-making pro-
cesses. Understanding the factors that make CS susceptible 
to stigma will be critical to prevent the downstream effects. 
Furthermore, the development of a standardized medicinal 
cannabis assessment tool is warranted to support research 
on these factors.
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