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ABSTRACT
Background: Lung cancer is the leading cause of cancer-related mortality worldwide, with high incidence and low survival rate.
Over the past decades, innovative treatment modalities like targeted drug therapy and immunotherapy have emerged, ofering
potential improvements in safety and efectiveness. Immunotherapy allows for a sustained therapeutic response by enhancing the
immune response of the body to cancer cells, providing long-term survival benefts with a manageable safety profle. However, the
experiences of patients receiving immunotherapy and their family caregivers remain insufciently explored.
Objective: This study aimed to explore the requirements of healthcare professionals in immunotherapy of lung cancer patients by
examining and synthesizing qualitative data about the experiences of lung cancer patients receiving immunotherapy and their
family caregivers, focusing on the psychological, information, and support needs to improve the quality of life of patients.
Methods: Systematic review and qualitative metasynthesis were conducted following the PRISMA guidelines. Searches were
performed in PubMed, Embase, CINAHL, Web of Science, Cochrane, and ClinicalTrials.gov. Inclusion criteria were qualitative
studies featuring quotes from adult patients or family members about their experiences with immunotherapy for lung cancer. Data
extraction and synthesis were conducted using meta-aggregation.
Results: Seven articles reporting on fve studies were included, comprising 216 participants (96 patients, 70 healthcare pro-
fessionals, and 50 family members). Four major themes emerged: (1) The quality of life of patients could be signifcantly infuenced
by their psychological state. (2) Anxiety and stress are common in patients and consequently cause their uncertainty about the
treatment. (3) Although physical side efects may occur, they are generally less severe and have less impact on overall health and
daily functioning compared with those associated with chemotherapy. (4) Family caregivers faced substantial stress due to f-
nancial burdens and the impact on family relations.
Conclusions: Patients with lung cancer receiving immunotherapy, along with their families, encounter a variety of challenges,
including the management of side efects, psychological and fnancial stress, and uncertainty regarding treatment outcomes.
Healthcare professionals should provide targeted psychological support, education about immunotherapy, and emotional stability.
Patient-centered communication and family involvement are essential for reducing anxiety and enhancing the overall care
experience. Future research should focus on strategies that address these psychosocial factors and alleviate fnancial burdens,
particularly in regions with limited health insurance, to optimize care for patients undergoing long-term immunotherapy and
improve treatment adherence.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the
original work is properly cited.
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1 | Introduction

Lung cancer is one of the most common cancers globally, with
diagnosed new cases of 2,206,771 in 2020, accounting for 11.4% of
all new cancer cases [1], remaining the deadliest cancer in men
and the second deadliest in women [2]. Over the past decades, the
landscape of lung cancer treatment has changed dramatically
with the emergence of innovative treatment modalities. In ad-
dition to well-established therapies such as surgery, radiother-
apy, and chemotherapy, new regimens, including targeted
therapy, immunotherapy, and chemoimmunotherapy, have be-
come available [3]. These new therapies may result in better
therapeutic efects and fewer side efects.

Immunotherapy plays an important role in the treatment of lung
cancer. Immunotherapy aims to enhance or suppress the im-
mune function of the body, either by artifcially increasing or
decreasing it, to treat various diseases. Immunotherapy aims to
activate the immune system to recognize and attack cancer cells.
Studies have shown that immunotherapy can provide long-term
survival benefts with a good safety profle [4]. The major ad-
vantage of cancer immunotherapy is the ability to harness the
patient’s immune system to mount an antitumor immune re-
sponse and promote long-lasting immune memory [5].

Although immunotherapy has signifcantly developed in recent
years, several challenges remain in treatment, including vari-
ability in patient response, immune-related adverse events, and
the need for personalized care strategies [6, 7]. Regarding nursing
care, there remain gaps in understanding how to efectively
monitor and manage side efects, optimize treatment, and ad-
dress the psychosocial needs of both patients and their families
[8]. Moreover, patients face challenges such as limited un-
derstanding of immunotherapy, uncertainty about treatment
outcomes, and a lack of confdence in its efcacy. These factors
can adversely afect decision-making, compliance, and overall
treatment experience.

Qualitative research delves into the subjective experiences and
perspectives of participants and often employs methods such as
interviews and surveys to explore complex issues and obtain
detailed insights. In this study, we conducted a qualitative
metasynthesis to integrate fndings from existing studies on the
experiences of patients with lung cancer and their families. The
goal was to develop strategies for improving the quality of life and
treatment outcomes in the context of immunotherapy. Therefore,
the primary objective of this research was to synthesize quali-
tative data on patient and family experiences to inform care
approaches that enhance the well-being and outcomes of patients
with lung cancer receiving immunotherapy.

2 | Methods

2.1 | Study Design

We conducted a systematic review and qualitative metasynthesis
(PROSPERO CRD42024588207) and reported our fndings in
accordance with the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines [9]. The reg-
istration record is available in Supporting File 2, and the com-
pleted PRISMA 2020 checklist is provided in Supporting File 1.
This approach was selected because qualitative metasynthesis
ofers advantages in developing theoretical and conceptual

insights while informing clinical interventions and guiding fu-
ture research programs [10].

2.2 | Search Strategy

Preplanned search terms were developed by the study team,
focusing on the therapy (immunotherapy), condition (lung
cancer), perspectives (patients and family members), and study
type (qualitative). The search was executed in May 2024 across
multiple databases, including PubMed, Embase, CINAHL, Web
of Science, Cochrane, and ClinicalTrials.gov, using Boolean logic
tailored to each database’s syntax and subject headings. Filters
applied included English language and publications from 1980
onwards. The comprehensive database search strategy is detailed
in the Supporting File. In addition, a lateral search was con-
ducted by examining the references of the included articles,
relevant systematic reviews, and clinical practice guidelines.

Qualitative research published in peer-reviewed journals that
included quotes from adult patients or family members regarding
the experiences of lung cancer patients receiving immunother-
apy was included. Qualitative studies were defned as those
employing methods such as phenomenology, ethnography,
grounded theory, hermeneutics, narratology, or thematic anal-
ysis, and/or those primarily analyzing textual data rather than
numerical data [11]. Articles meeting all other inclusion criteria
were required to report real-life experiences of lung cancer pa-
tients undergoing immunotherapy, including mixed methods
and qualitative substudies from observational or interventional
studies. Studies were excluded if the full text was unavailable, if
data were incomplete, or if duplicates were identifed.

2.3 | Data Extraction

The search results were imported into EndNote X9 and dupli-
cates were removed. Two reviewers independently screened the
titles and abstracts and conducted full-text reviews to identify
eligible articles. Data from eligible articles, including (i) general
study and sample characteristics, (ii) methods, (iii) participants’
quotes, and (iv) themes and conclusions, were extracted into
a Microsoft Excel spreadsheet. Themes and conclusions were
recorded on a separate spreadsheet to ensure that the coders were
blinded to the themes and interpretations of the authors. Dis-
agreements were resolved through discussion and, if necessary,
evaluation by a third reviewer.

2.4 | Methodological Quality

The quality of the included articles was assessed using the 10-
item Joanna Briggs Institute Critical Appraisal Checklist for
Qualitative Research [12]. Two researchers independently
evaluated each article. Disagreements were resolved through
discussion and, if necessary, through additional evaluations. A
minimum of “yes” responses for six domains was predetermined
as required for inclusion.

2.5 | Qualitative Synthesis

Meta-aggregation was employed to synthesize the outcomes of
the qualitative studies. This systematic review approach involves
the categorization and subsequent recrystallization of fndings
from two or more studies. The fndings and textual data were
examined for commonalities and disparities and the underlying
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meanings of the data were classifed.When necessary, subthemes
were developed through a similar process for each identifed
theme. Ultimately, these categories underwent an iterative
evaluation to discern similarities and reach synthesized
conclusions.

3 | Results

A systematic search of the published qualitative literature
identifed 239 articles, of which seven articles reported fve
studies (Figure 1 and Table 1). The studies, conducted between
2017 and 2024, were situated in Europe (n= 4, 57%) [14, 15, 17],
North America (n= 1, 14%) [13], Australia (n= 1, 14%) [16], and
China (n= 1, 14%) [18]. The quality assessment revealed that
most studies met the majority of the Joanna Briggs Institute
criteria; however, the reporting of researcher positionality and
refexivity was limited (Figure 2).

Three articles (42.8%) detailed their interview methodologies,
ranging from those without predefned questions to those that
were highly structured. Four articles (57.2%) reported thematic
analyses. A total of 216 participants (96 patients, 70 healthcare
professionals, and 50 family members) were involved, most
patients were female (70%), and the average age of patients was
55 years old when reported.

The seven articles focused on lung cancer, with three detailing
nonsmall cell lung cancer and three discussing stage III-IV
(advanced) lung cancer. All articles mentioned immuno-
therapy, including drugs such as ceritinib, immune check-
point inhibitors (ICIs), pembrolizumab, carrelizumab,
atezolizumab, durvalumab, tiislelizumab, and sintilimab. Two
articles used the same data but analyzed the data from dif-
ferent perspectives.

3.1 | Qualitative Metasynthesis

The synthesis results were based on the PRISMA guidelines.
Four major themes emerged from the selected studies,
refecting the real experiences of patients with lung cancer
receiving immunotherapy and their family caregivers. These
themes included side efects, the point of view of patients/
family, uncertainty, and psychological and fnancial stress. Key
exemplary quotations for each theme are presented in the
following and listed in Table 2.

3.1.1 | Lung Cancer Patients’ Experiences With
Immunotherapy

3.1.1.1 | Theme 1: Side Efects. In clinical practices, lung
cancer patients usually experienced immunotherapy in combi-
nation with chemotherapy, dual immunotherapy regimens, or
combined with other treatment within clinical trials. They
typically experience a variety of side efects ranging in severity
from mild to severe. These side efects include skin-related
problems, nausea, and risk of infections, which are common
concerns for patients with lung cancer.

Skin-related problems: “That’s a side-efect of the immuno-
therapy, you start to itch, then I begin to scratch it, but you keep
scratching till you get through it.—Till you get through every-
thing, till you bleed.” [14].

3.1.1.1.1 | Nausea. “A sense of nausea… iron, it was like I
had iron inside me, rust.” [14].

3.1.1.1.2 | Risk of Infections. “Your immune system is
currently at its lowest. Do not stand near sick people in the shop,
stay away from the bakery, because if there is someone there who
has something, you will get it too.” [14].

Despite these challenges, some patients fnd the side efects of
immunotherapy to be more tolerable than those of treatments,
such as chemotherapy.

“I’d rather die than go back to chemo. It’s too painful. I did not
want to eat anything at that time, even the smell of foodmade me
sick. In my opinion, these two (treatments) are quite diferent.
Although immunotherapy has some side efects, it is within the
tolerable range.” [18].

In summary, although immunotherapy produces many side ef-
fects, patients typically fnd side efects of immunotherapy that
are easier to tolerate than other therapies, especially chemo-
therapy. A patient’s ability to tolerate side efects is usually
weighed against the potential benefts of disease control and the
overall quality of life.

Records identifed
through database
search (n = 239)
PubMed (n = 59)
Embase (n = 72)
CINAHL (n = 7)

Web of Science (n = 89)
Cochrane (n = 9)

Clinicaltrials.gov (n = 3)

Duplicates removed
(n = 40)

Records screened
against title and abstract

(n = 199)

Full-text articles
assessed for eligibility

(n = 132)

7 articles Included

Database records
excluded (n = 67)

• Wrong indication (n = 12)
• Wrong study design (n = 30)
• No participant quotes (n = 10)
• Wrong setting (n = 6)
• Not a journal article (n = 5)
• No full text available (n = 1)
• Wrong outcome (n = 2)

In
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Full-text articles excluded, with
reasons (n = 16)

FIGURE 1 | PRISMA fowchart of initial searches and inclusion
(1980–May 2024). This fgure illustrates the process of systematic liter-
ature searching and study selection for the qualitative metasynthesis. It
shows the numbers of records identifed, screened, and assessed for
eligibility and the fnal studies included in the review.
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3.1.1.2 | Theme 2: The Viewpoint of Patients Toward
Healing, Life, and Death. In living with lung cancer, patients
and their families convey varied, yet interconnected perspectives
on treatment, life, and death. Patients face the complexity of
managing the progression of their disease, and some acknowl-
edge that a complete cure may be impossible, shifting focus
toward limiting disease progression and maintaining the quality
of life. Patients and their families navigate complex emotions as
they strive to balance treatment, quality of life, and the inability
of death.

3.1.1.2.1 | Healing. Patients often express a desire to live as
long as possible, although the concept of healing in cancer difers
signifcantly from that of an acute injury or illness. One patient
noted, ‘‘Live as long as possible! When they say you have cancer,
it is not like when you break an arm and say, ‘heal’.’’ [15]. The
focus is often on prolonging life rather than on achieving
complete recovery. As another patient emphasized, “Healing will
not be possible, so limiting progression is our goal.” [15]. This
shift from curative treatment to disease management is common,
with families and patients striving to maintain their highest
possible quality of life.

3.1.1.2.2 | Death and Life. Patients with a terminal di-
agnosis often experience profound psychological shifts. While
death is inevitable, reality becomes more poignant when linked
to terminal illness. As one patient movingly expressed, “You
could get hit by a truck and you will be dead. However, when you
hear that youwill die, that is such a large diference. I just feel I’m
dying. And that’s the diference.” [17]. This realization leads to
a deeper refection on life and death, with the quality of life
becoming central to treatment decisions. For some, the prospect
of declining the quality of life becomes the threshold for dis-
continuing active treatment. As one patient stated, “I would stop
treatment if my quality of life fell so low that it made me say,
‘Why keep going?’.” [15]. Despite these challenges, patients fnd
moments of emotional connection with family members coming
together in new ways to provide support, care, and strengthen
relationships. Discussions on death often extend to family
considerations, as patients make practical arrangements for their
loved ones to ease the burden of their passing.

3.1.1.2.3 | Focus. For many patients, the focus shifts from
seeking a cure to maximizing the time they have, rather than
dwelling on their illness. Medical advancements can extend life,
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which instills hope. As one patient explained, “I’m trying to keep
in mind that the medical world is at the point where they can
keep you alive for quite a couple of years. And that the focus
should be on that, and not on being sick.” [19]. Many patients
demonstrate resilience during treatment by maintaining their
hope, focusing on social support, and engaging with others.
Contact with peers, whether in support groups or online com-
munities, proves benefcial and ofers a sense of shared experi-
ence and solidarity. One patient explained, “What has been really
helpful in recent years is contact with others. Everyone deals
with it diferently, but to be able to get something out of that
contact could help me.” [19].

3.1.1.3 | Theme 3: Uncertainty. Uncertainty is a shared
experience between patients, caregivers, and oncologists.
Whether it pertains to the unknown outcomes of treatment,
delays in receiving results, or the inability to plan for the future,
uncertainty presents a signifcant emotional and psychological
burden from all perspectives.

3.1.1.3.1 | From Patients’ Perspective. Patients un-
dergoing immunotherapy frequently experience profound un-
certainty regarding the efcacy and long-term outcomes of
treatment. This anxiety is heightened by the unpredictability of
the efectiveness of a drug and its potential side efects. One
patient remarked, ‘‘It’s so new and long-term; will it keep
working, or will it stop?’’ [15]. This sentiment refects an ongoing
concern about the unknown trajectory of their health. Another
patient highlighted the emotional toll of delayed medical up-
dates: “I had to wait fve months for the results of a scan. That’s
too long for me; there’s too much uncertainty.” [15].

Uncertainty often intensifes during medical appointments,
particularly following scans and discussions with healthcare
providers. One patient described this experience, noting, “The
scans and conversations afterward are the moments when it
really comes to the forefront again. Very present. This created
tension and uncertainty. However, this became less every time it
went well.” [17]. A pervasive concern for many patients is the
potential for drug resistance, as illustrated by another patient’s
concern: “I am worried that I would have to stop taking the drug
once resistance develops. What should I do then? How long has
the drug’s efectiveness lasted? It feels like everything is
uncertain.” [18].

Patients also varied in their management of uncertainty. Some
sought additional information on their own, as one patient
stated: “I didn’t understand it at frst, and then I looked it up
online.” [18]. Others place their trust entirely in their health-
care team: “I’m treated by the best medical team, who know
immunotherapy best, and it doesn’t matter how much I
knew.” [18].

3.1.1.3.2 | From Carers’ Perspective. For caregivers, un-
certainty primarily manifests as an inability to plan for the future,
creating ongoing emotional strain. One carer expressed this
difculty: “Not knowing when, and I think that’s the hardest part
now, is not knowing when all this is going to fnish.” [16]. The
practical challenges of living with uncertainty were echoed by
another carer: “We can’t aford to plan any further because we
really don’t know, and I suppose that’s the hardest part, the
unknown. It’s been like that for 13 years” [16].

Despite the persistent uncertainty, some carers manage to fnd
moments of normalcy amidst the unpredictability: “It’s some-
thing that we’re walking with at all times. But you can actually
push it into the background for a little while and get on with life.”
[16]. Another carer balanced realism with hope, recognizing the
limitations of medical interventions while still hoping for more
time with their loved one: “I’m realistic in the fact that he
probably won’t be around. But I am also hopeful that we have
probably got more time than it sometimes sounds.” [16].

3.1.1.3.3 | From Oncologists’ Perspective.
Oncologists also face the challenge of navigating and commu-
nicating inherent uncertainties associated with cancer treatment.
One patient recounted their oncologist’s transparency regarding
the unpredictability of outcomes: “The drug has been doing
wonders… They do not know because it’s a wait-and-see thing.”
[16]. This refects oncologists’ eforts to manage expectations
while acknowledging the limitations of medical knowledge.

The difculty of posttreatment transitions further highlights the
uncertainty faced by both patients and oncologists. As one on-
cologist explained, “When someone fnishes treatment and the
last time they see you… it is a really difcult time for the patient.
They have become accustomed to you, and suddenly, they’re left
to navigate the unknown, unsure of what will happen with their
cancer.” [16].

This unpredictability can complicate future planning. One pa-
tient described their oncologist’s advice to live fully despite the
uncertainties: “My oncologist said, ‘Oh, go live.’ Literally: ‘Go
live.’ But how? With what future? Can I trust that I still have
years to come?” [17].

3.1.1.4 | Theme 4: Psychological and Financial Stress.
The psychological and fnancial pressures of lung cancer patients
and their families are intertwined, with pressure to balance life-
saving treatment with fnancial restrictions and patients feeling
guilty about being a fnancial burden on their families. These
pressures are particularly challenging when social and family
obligations are highly valued.

3.1.1.4.1 | Psychological Stress. Patients with lung cancer
and their families often face overwhelming psychological stress,
which is deeply connected to the emotional toll of diagnosis and
ongoing treatment. Many patients struggle to adapt to the pro-
found changes in their daily lives and sense of self-worth, as
illustrated by one patient’s experience of diminished physical
capabilities: “I can’t do a lot of things anymore. For example, they
may work in gardens. My great passion, I cannot work in the
garden anymore… like I am half invalid, but I think I will do it
anyway.” [19].

Similarly, the ongoing fear of disease progression adds to the
psychological burden, with one participant comparing their life
to a cycle of waiting for results: “In the beginning when it was
every othermonth, that wasmy life window,my outlook for life…
That was manageable for me.” [17].

Carers are also afected by the emotional demands of caring for
loved ones with cancer. The psychological stress experienced by
caregivers frequently manifested as profound uncertainty about
the future. As one caregiver expressed: “Not knowing when, and
I think that’s even hard now, is not knowing when all this is
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going to fnish.” [16]. Patients may refrain from expressing their
distress, trying to shield their families from the psychological
impact: “Now I cough and phlegm. I cannot catch breaths. I said
to no one that I did not want to burden the children… I am afraid
to burden them.” [18]. Such statements demonstrate a dual
psychological strain, where patients and caregivers attempt to
manage their emotional sufering independently, but in doing so,
may further isolate themselves.

3.1.1.4.2 | Financial Stress. In addition to emotional
weight, fnancial stress signifcantly afects patients with lung
cancer, particularly in regions where healthcare costs are a major
concern. Formany, the prohibitive cost of treatment is a source of
anxiety and helplessness, as described by one patient: “It is an
economic problem, which is the most important. This medicine
is too expensive, and I have been using it for 11 cycles. I do not
know how much longer I can do this (sigh).” [18].

The economic burden is acutely felt by families, who often bear
the responsibility of supporting both the patient and other de-
pendents: “That’s a lot of money for a year. I have two children
and four elderly people for their support. I’m guilty of my wife.
The disease is stressful for almost every family.” [18] One pa-
tient’s wife said: “We look at it as being if we didn’t have that
money we couldn’t do other things…We can’t aford to plan any
further … It’s been hard.” [16].

4 | Discussion

Immunotherapy has been more widely used in the clinic in
recent years owing to its notable advantages over traditional
chemotherapy, especially the more favorable side efect profle
[20, 21]. Clinical data demonstrate that patients receiving im-
munotherapy experience better long-term outcomes and more
manageable side efects [22, 23]. This relative tolerability makes
immunotherapy an increasingly preferred treatment modality,
particularly for patients prioritizing their quality of life during
cancer treatment [24]. Our metasynthesis identifed four major
themes refecting patients’ and caregivers’ lived experiences.
These include (1) the profound infuence of psychological state
on quality of life, (2) anxiety and stress arising from treatment-
related uncertainty, (3) mild but present physical side efects
requiring management, and (4) considerable psychological and
fnancial burdens among caregivers. These fndings highlight
that, despite the clinical advantages of immunotherapy, its
broader impact on patients and families extends beyond physical
outcomes and calls for holistic, psychosocially informed care
strategies.

Patients often experience anxiety and stress due to uncertainty
about treatment outcomes and a lack of comprehensive in-
formation about immunotherapy [25]. We found that caregivers
and oncologists face uncertainty because cancer treatment is
a wait-and-see approach. Prior studies have shown that providing
tailored education and information about immunotherapy can
alleviate some of this uncertainty and improve patients’ mental
well-being [26, 27]. Patients who understand their treatment
process and potential outcomes are better equipped to manage
their expectations and cope with the emotional challenges of
cancer treatment [28]. Therefore, comprehensive patient edu-
cation plays a crucial role in reducing stress caused by

uncertainty, enhancing patients’ knowledge and sense of control,
which in turn promotes treatment adherence.

However, recent research has also indicated that excessive or
overly detailed information may overwhelm some patients,
leading to confusion or heightened anxiety. Although patients
valued learning about immunotherapy and its potential toxic-
ities, many felt emotionally burdened by the volume and com-
plexity of the information provided [29]. Educational strategies
should be personalized and paced according to patients’ pref-
erences and readiness to absorb information. In our fndings,
uncertainty and anxiety were among the most salient psycho-
logical experiences; thus, education tailored to individual needs,
combined with empathetic communication, could help mitigate
these efects. In this process, efective and empathetic commu-
nication from healthcare professionals serves as an essential
complement to education, fostering trust and further reducing
anxiety [30]. For example, healthcare professionals could provide
some clinical outcomes in comprehensive education, which are
related to survival and quality of life, help patients and their
families reduce uncertainty about treatment, and build their
confdence.

Family attitudes and support play a critical role in shaping cancer
patients’ perceptions of their illness and overall psychological
well-being [31]. Patients with supportive family members tend to
maintain a more positive outlook and experience less psycho-
logical burden [32, 33]. Optimistic patients, with adaptive coping
mechanisms, tend to focus less on the negative aspects of their
illness while prioritizing the quality of life. Conversely, patients
with lower expectations regarding disease progression and more
realistic goals often report higher levels of happiness. Our syn-
thesis also showed that caregivers’ stress and uncertainty directly
afected patients’ emotions and coping patterns, indicating that
family dynamics are interlinked with psychological adjustment.
Overall, patients’ views on cancer are infuenced by psycho-
logical resilience and family attitudes, underscoring the impor-
tance of family-centered interventions in promoting emotional
well-being in cancer care.

The multifaceted stress faced by patients with lung cancer and
their families stems from lifestyle changes and the need to adapt
to a new normal. Family support is crucial in easing the emo-
tional burden [34]. The fnancial strain associated with cancer
treatment, including immunotherapy, can overwhelm many
families. The literature suggests that fnancial stress can nega-
tively afect caregivers’ mental health and their ability to provide
efective support to patients [35]. Consistent with our fndings,
family caregivers reported substantial stress due to fnancial
burdens and their impact on family relationships, further in-
tensifying psychological distress. Financial stress, particularly
pronounced in Chinese patients due to the healthcare and in-
surance systems, adds to their challenges. In China, limited
insurance coverage and high out-of-pocket costs exacerbate f-
nancial strain, with many patients facing potential loss of income
[36]. This difers from countries with comprehensive insurance,
where fnancial concerns may be less severe, underscoring the
role of healthcare systems in shaping patient stress. Family
caregivers experience signifcant stress due to fnancial burdens
and their impact on family dynamics. Additionally, the dual role
of managing family responsibilities and caregiving can lead to
emotional and physical exhaustion [37]. Patients from countries
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with more comprehensive insurance systems, such as those in
Europe, North America, and Australia, may experience less f-
nancial anxiety and greater acceptance of immunotherapy
compared with Chinese patients. These regional diferences
suggest that healthcare policies and social support systems play
a vital role in shaping the psychosocial experiences of patients
and caregivers. Support systems and resources tailored to care-
givers’ needs, such as fnancial assistance programs and coun-
seling services, are essential to alleviate these pressures and
enhance the caregiving experience [38, 39]. Therefore, caregivers
in developing countries may need to pay particular attention to
psychological problems caused by fnancial strain. Moreover, as
most of the included studies were conducted in high-income
countries, it is necessary to conduct further cross-cultural re-
search to explore how diferent healthcare and insurance systems
infuence patient and caregiver stress, especially from a fnancial
perspective.

4.1 | Implications for Practice and Future
Research

The emotional and psychological stress experienced by patients
and their families emphasizes the need for a more holistic ap-
proach to cancer care. Treatment should focus not only on
clinical outcomes but also on the psychological and emotional
needs of patients. Family support plays a key role in shaping
patients’ perspectives and coping mechanisms. Future research
should explore family centered interventions to enhance the
psychological resilience of patients and caregivers. Furthermore,
incorporating mental health support such as counseling and
psychoeducation into standard cancer care could reduce the
emotional burden associated with lung cancer treatment.

Challenges faced by patients, caregivers, and oncologists high-
light the need for improved communication strategies and timely
medical updates. Developing structured communication pro-
tocols to provide up-to-date information on treatment efects,
prognosis, and potential side efects could alleviate anxiety
caused by uncertainty. Future research should also investigate
interventions to help patients and their families cope with un-
predictability, such as decision aids or psychosocial support
programs.

The fnancial strain on lung cancer treatment underscores the
need for policy reform, especially in regions with limited health
insurance coverage, such as China. Enhancing access to af-
fordable treatment and fnancial support programs should be
prioritized to reduce the fnancial burden on patients and their
families. Future research should examine the impact of fnancial
stress on treatment adherence and patient outcomes by focusing
on strategies to alleviate this burden. Comparative studies across
healthcare systems may ofer insights into how policy changes
can improve both the economic and psychological outcomes of
patients with lung cancer worldwide.

4.2 | Limitations

This study has several limitations. First, the heterogeneity of
study methodologies, such as variations in interview techniques,
thematic analysis approaches, and diferences in patient pop-
ulations and healthcare settings, may infuence the synthesis of
results and compromise the comparability of studies.

Another limitation is the relatively small number of included
studies and participants, which may not fully capture the di-
versity of experiences among patients with lung cancer receiving
immunotherapy and their caregivers. Furthermore, reliance on
qualitative data, although valuable for providing in-depth in-
sights into personal experiences, may lack the quantifable
measures typically required to generalize fndings across larger
populations.

Finally, although the literature search was comprehensive, a few
recent studies published after the search cutof date may not have
been captured. Future reviews could incorporate these newer
publications to provide an updated synthesis of evolving patient
and caregiver perspectives.

5 | Conclusion

This study demonstrates that lung cancer patients receiving
immunotherapy and their families face a complex array of
challenges, such as coping with psychological and fnancial stress
and understanding treatment outcomes. Uncertainty and f-
nancial stress increase psychological burden, highlighting the
need for a comprehensive support system, including family
engagement and clear communication from healthcare pro-
viders. While immunotherapy is generally more tolerable than
chemotherapy, it still has signifcant side efects that patients
often rate based on their impact on the quality of life. Future
research should prioritize interventions that address these psy-
chosocial factors and examine strategies to reduce fnancial
stress, particularly in areas with limited health insurance cov-
erage. These eforts aimed to improve patients’ overall experience
and promote better treatment adherence.
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