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ABSTRACT

Cancer being the fifth leading cause of death in Nepal. A number of cancer cases are growing
everyday which contributes morbidity, financial hardship and mortality. Cancer stigma across the
care continuum, hinders preventive health-seeking, screening uptake and treatment adherence,
and care engagement. A cross-sectional research design was used to assess the cancer stigma
among adults in Aalapot, Kageshwori Municipality, Kathmandu. Total 294 adult was interviewed
by using cancer stigma scale (CASS). Systematic random sampling technique was used for
data collection. Data was analyzed by using SPSS-22. Descriptive and Inferential statistics was
used for data analysis. The results of the study founds low stigma 164 (55.8%) level among the
respondents. However, 130 (44.2%) respondents had higher stigma whereas highest stigma
present in the severity domain which suggests persistent negative perceptions while low stigma
in the policy opposition domain reflects greater acceptance of policies supporting people with
cancer. Brahmin/Chhettri felt low cancer stigma than others. Married respondents had higher
cancer stigma than unmarried. There was a statistical association between the selected socio-
demographic variables such as ethnicity, marital status and occupation with level of stigma.The
findings indicate that overall cancer stigma was low but varied across different domains. These
findings highlights the need for educational interventions to reduce misconceptions and further
decrease cancer related stigma. Improving health literacy reduces sociocultural fears that delay
the diagnosis.
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INTRODUCTION

Cancer is the rapid growth of abnormal cells
beyond their normal limits, which can invade
nearby body parts and spread to other organs;
the latter process is referred as metastasis. The
widespread metastases are the cause of death
from cancer. It is a leading cause of death
worldwide, accounting for nearly 10 million
deaths and 19.3 million new cancer cases in
2020.! The incidence of cancer was two to three
fold higher for both sexes whereas mortality
varied less than two fold for men and little for
women.> The majority of deaths from cancer
occur in low and middle income countries,
partly due to poor public awareness of the signs
and symptoms of cancer.®In India, the cancer
incidence was estimated to be 100.4/100,000 in
2022.4

According to GLOBOCAN 2022 statistics, the
number of new cases is 22008 and cancer
related deaths are 14,704 for Nepal. The age
standardized incidence rateis 81.6 in both sexes
and the Lung, stomach and cervix uteri are the
top three leading cancers among both sexes.®
Theleading cause ofdeathbynoncommunicable
disease (NCD) is cardiovascular disease, which
leads at 22.0% of total deaths, followed by other
NCDs (14.0%), chronic respiratory diseases
(13.0%), cancers (8.0%) and diabetes (3.0%).5

Cancer is the fifth leading cause of death in
Nepal which requires comprehensive strategy
for screening, early detection and treatment
to control future burden.” The increasing
incidence of cancer stigma acts as a barrier to
both care and support. Cancer stigma may lead
to delayed diagnosis and treatment, especially
in low- and middle-income countries.®

Cancer is a stigmatized disease in many
countries that impacts the quality of life and
mental health of people affected by cancer.’
Various studies suggest that cancer is one of the
serious disease and cancer stigma is prevalent
in many societies.!® Cancer stigma influences
the perception and behavior of people which
hinders cancer screening, prevention and
control. Therefore, reducing cancer stigma is
criticaltoreducethecancerburdenandpromote
health. Thus, the researcher aimed to assess
cancer stigma among adults of Kageshwori
Manohara Municipality in Kathmandu.

MATERIALS AND METHODS

A descriptive cross-sectional study design
was used to assess the level of cancer stigma
of adults residing at Aalapot, Ward-2 of
Kageshwori Manohara Municipality. The

study period was from December 2024 to
June 2025. Total 294 (with adding 10.0% non-
response rate) adults of 18 completed years
to 65 years was included in the study.'! Adults
who were available during the data collection
period and who could understand and speak
Nepali language and those who were willing to
participate on a voluntary basis was included in
the study. Adults people with cancer, mentally
ill and bed ridden was excluded in this study.
Systematic random sampling technique was
used to select the samples. The total household
of Allapot was 752 according to Kageshwori
Manohara Municipality office and number
was given to each house considering ward
office centre. Considering the sample size of
294, the sampling interval was 3. To find the
starting point randomly one household was
selected and adults was selected from selected
household, then adults was selected from every
3rd household. If the adult population was not
available at systematically selected household
then next consecutive household was used and
if more than one adult were available in the
house, then simple lottery method was used to
select one adult from the house.

A validated cancer stigma scale (CASS) was
used to assess cancer stigma among apparently
healthy adults.'? Permission was taken from
the researcher to use this tool. This tool assess
cancer stigma among adults which included
cancer stigma scale consisting 25 items. Each
item was measured by six point likert scale with
possible cancer stigma as severity, personal
responsibility, awkwardness, avoidance, policy
opposition and financial discrimination. Score
ranged from 1 to 6 with higher score indicating
more stigmas. There were positive as well as
negative statements. The positive statements
was marked as 6, 5, 4, 3, 2, and 1 for strongly
agree, moderately agree, slightly agree, slightly
disagree, moderately disagree, and strongly
disagree, respectively. Similarly, reverse
markings was done for negative statements.
The possible score range for CASS is from 6
to 150. Higher scores (more than and equal to
mean score) denotes higher stigma and lower
the mean score (less than mean score) indicates
low stigma.

Pretesting of instrument was done in 10% of
estimated sample size which was 29. Pretesting
was done in ward number 1 of Kageshwori
Manohara Municipality. A CASS tool was
already validated in Nepal to assess cancer
stigma among general population in Nepal. The
Cronbach’s alpha of Nepali CASS tool was 0.88.

Data collection was conducted only after
obtaining the formal approval from research
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committee of Nepal Medical College,
(Ref No: 31-081/082) Institutional Review
Committee. Formal written permission was
obtained from Ward-2 Aalapot of Kageshwori
Manohara Municipality for data collection
by submitting the request letter from Nepal
Medical College. Informed and written consent
was obtained from each respondent and
objectives of the study was explained before
data collection. A face to face structured
interview schedule was used to collect data.
During data collection privacy was maintained
by taking interview separately at home setting.
Each day 6 to 8 respondents was interviewed
for 10-15 minutes each working day by using
CASS questionnaire.

The data coding, entering and analysis were
performed by SPSS-16. Collected data was
entered into SPSS-16 and analyzed using both
descriptiveandinferential statistics. Descriptive
statistics such as frequency, percentage, mean,
standard deviation and inferential statistics
was used to assess the association between
the variables chi-square was used at 95%
confidence interval level (P<0.05).

RESULTS

As shown in table-1, a total of 294 respondents
were recruited in the study of which 132
(44.9%) were between the age group 40-59
years where 34 (11.0%) respondents were
senior citizens and the mean age was 41.8+12.5
years. More than two thirds 192 ( 65.3%) were
female and 102 (34.7%) were male. Brahmin/
Chhettri was the predominant ethnicity 206
(70.1%). Majority of them 251 (85.1%) were
married and 32 (10.9%) were unmarried. About
one fourth of the respondents 73 (24.8%) had
attained higher secondary education level and
35 (11.9%) of them had no formal schooling.
Elaborating on the educational status, more
than one third 34 (11.6%) are literate and one
fifth 59 (20.1%) had attained primary education
and 28 (9.5%) of them had attained doctoral
degree. More than one third 110 (37.4%) were
engaged in agriculture followed by 69 (23.9%)
were homemakers, 50 (17.0%) were service
holders, 42 (14.3%) had business and 23 (7.8%)
were students respectively. Average of total
family income per month was 39,642. Majority
of respondents 261 (88.8%) had no cancer in
family and one fourth 74 (25.2%) had no cancer
in Surroundings (Table-2).

Table-3 presents the responses of respondents
to questions related to their believe towards the
cancer stigma. While, measuring awkwardness
one third (59.5% ) of the respondents strongly

agree with the statement that they feel
ease around someone with cancer and only
small proportion (8.2%) expressed strong

Table 1: Socio-demographic

characteristics of respondents (n=294)

Variables n %
Age (years)

<39 128 43.5
40-59 132 44.9
>60 34 11.6
mean+SD=41.8+12.5 (Min=19, Max=65)
Gender

Male 102 34.7
Female 192 65.3
Ethnicity

Brahmin/Chhettri 206 70.1
Adhibasi Janajati 82 27.9
Dalit 4 1.4
Madhesi 2 0.7
Marital status

Married 251 85.4
Unmarried 32 10.9
Widow/widower 11 3.7
Educational status

Illiterate 35 11.9
Literate 34 11.6
Primary 59 20.1
Secondary 65 22.1
Higher secondary 73 24.8
University 28 9.5
Occupation

Service 50 17.0
Agriculture 110 37.4
Business 42 14.3
Homemaker 69 23.5
Student 23 7.8
Family Income

Average income <=39642 188 63.9
Average income >39642 106 36.1

Table 2: History of cancer (n=294)

Cancer in Family n %
No 261 88.8
Yes 33 11.2
Cancer among neighbours

No 220 74.8
Yes 74 25.2
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Table 3: Item-wise analysis of CASS responses among study participants (n=294)

DS DM DS AS AM AS
n (%) n (%) n (%) n (%) n (%) n (%)

Items

Awkwardness

I would feel at ease around someone with
cancer ®

I would feel comfortable around
someone with cancer ®

I would find it difficult being around
someone with cancer

I would find it hard to talk with someone
with cancer

I would feel embarrassed discussing
cancer someone who had it

24 (8.2) 15(5.1) 11(3.7) 18(6.1) 51(17.3) 175 (59.5)

31 (10.5) 11 (3.7) 8(2.7) 19 (6.5) 58(19.7) 167 (56.8)
185(62.9) 43(14.6) 10(3.4) 11(3.7) 16 (5.4) 29 (9.9)

194 (66) 43 (14.6) 1034 1344 11 (3.7) 23 (7.8)

147 (50) 39(13.3) 1344 26(8.8) 30(10.2) 39 (13.3)

Severity

Once you've had cancer you can never be
'normal’ again

Having cancer usually ruins a person's
career

Getting cancer means having to mentally
prepare oneself for death

Having cancer ruins close personal

78 (26.5) 32(10.9) 22(7.5) 37(12.6) 66(22.4) 59 (20.1)
58 (19.7) 29(9.9) 19(6.5) 32(10.9) 61(20.1) 95 (32.3)
84 (28.6) 23(7.8) 14(4.8) 30(10.2) 60(20.4) 83 (28.2)

143 (48.6) 29(9.9) 15(5.1) 32(10.9) 26(8.8) 49 (16.7)

relationships

Cancer devastates the lives of those it 160 (54.4) 28(9.5) 11(3.7) 23(7.8) 29(9.9) 43 (14.6)
touches

Avoidance

I would try to avoid a person with cancer 230 (78.2) 27 (9.2) 8(2.7) 5(1.7) 7(2.4) 17 (5.8)

I would distance myself physically from

someone with cancer
I would feel irritated by someone with

228 (77.6) 22(7.5) 11(3.7) 5.7 10 (3.4) 18 (6.1)

cancer 242 (82.3) 26(8.8) 12(4.1) 3D 4(1.49) 7 (2.4)
i;/\rllcéléid feel angered by someone with 239 (81.3) 29(9.9) 11 (3.7) 3(1) 517 7 )
If a colleague had cancer, I would try to

avoid them 207 (70.4) 33(11.2) 5@1.7) 9(3.1) 17 (5.8) 23(7.8)

Policy opposition

More government funding should be
spent on the care and treatment of those 7(2.4) 8(2.7) 7(2.4) 10(3.4) 35(11.9)  227(77.2)
with cancer

The needs of people with cancer should

be given top priority 7(2.4) 4(1.4) 1(0.3) 6(2) 22 (7.5) 254 (86.4)

We have a responsibility to provide the

best possible care for people with cancer 18 (6.1) 207 103.4) 1241 37(2.6) 215(73.1)

Personal responsibility

A person with cancer is accountable for
their condition

A person with cancer is liable for their

92 (31.3) 21(7.1) 15(.1) 44 (15) 57(19.49) 65 (22.1)

87 (29.6) 27(9.2) 16(5.4) 40(13.6) 64(21.8) 60 (20.4)

condition
ffgilfersonhasCancer’“pmbablythe” 117 (39.8) 34 (11.6) 17 (5.8) 43 (14.6) 49 (16.7) 34 (11.6)
A person with cancer is to blame for their . )5 6) 35 (10.9) 16(54) 35(11.9) 42(14.3) 34 (11.6)
condition

Financial discrimination
Bank should be allowed to refuse loans

for cancer related reasons
Bank should be allowed to refuse

mortgages applications

It is acceptable for insurance companies
to reconsider a policy if someone has 59 (20.1) 13 (4.49) 6 (2) 24 (8.2) 64(21.8) 128(43.5)
cancer

Note: DS: disagree strongly (1), DM: disagree moderately (2), DS: disagree slightly (3), AS: agree slightly (4),
AM: agree moderately (5), AS: agree strongly(6)

187 (63.6) 25(8.5) 17(5.8) 24(8.2) 15 (5.1) 26 (8.8)

160 (54.4) 31(10.5) 9(3.1) 28 (9.5) 18 (6.1) 48 (16.3)
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disagreement. More than half 167 (56.8%)
strongly agree to being comfortable around
someone with cancer. 185 ( 62.9%) respondents
strongly disagree with difficulties being around
someone with cancer. 194 (66.0%) respondents
believed that it is hard to talk with someone

Table 4: Level of cancer stigma (n=294)
Level of cancer stigma n %
Low stigma (<61 mean score) 164  55.8
High stigma (>61 mean score) 130 44.2

Table 5: Mean score and standard deviation

of domains of CASS (n=294)

Domains of cancer stigma Mean S.td'.
score deviation
Awkwardness 10.5 6.03
Severity 16.4 7.06
Avoidance 7.8 4.5
Policy opposition 4.4 2.78
responsibility 12.6 6.4
Financial discrimination 8.9 4.1

with cancer.147 (50.0%) respondents were
strongly disagree with the statement of feeling
embarrassed in discussing cancer someone
who had it. Regarding severity, more than
half 55.2% were agreed with the statement
when once cancer had never normal again.
One third respondents 95 (32.3%) believed
that having cancer usually ruins career. About
two third respondents felt that having cancer
is to mentally prepare oneself for death. 143
(48.6%) respondents strongly disagree that
cancer ruins close personal relationships.
More than half respondents disagree strongly
with the statement that cancer devastates
the lives of those it touches. In regard to
avoidance, majority of respondents disagreed
strongly in regards to avoiding a person with
cancer. Majority of respondents disagreed
strongly with distancing themselves physically
from persons with cancer (77.6%), feeling
irritated (82.3%), angered (81.3%) and avoid
colleague who had cancer (70.4%) respectively.
Regarding policy opposition majority (77.2%)
respondents strongly perceived that the
government should spend funds on care and

Table 6: Association between Socio-demographic variables and cancer Stigma (n=294)

Variables ) Level of stlgm.a . P Value
Low stigma High stigma

Age

<30 40 (24.4%) 30 (23.1%) 0.793

>30 124 (75.6%) 100 (76.9%)

Gender

Male 58 (35.4%) 44 (33.8%) 0.786

Female 106 (64.6%) 86 (66.2%)

Ethnicity

Brahmin/Chhetri 123 (75.0%) 83 (63.8%) 0.038

Others 41 (25%) 47 (36.2%)

Marital status

Married 133 (81.1%) 118 (90.8%) 0.020

Single 31 (18.9%) 12 (9.2%)

Educational status

Illiterate 17 (10.4%) 18 (13.8%) 0.360

literate 147 (89.6%) 112 (86.2%)

Occupation

Non-homemaker 133 (81.1%) 92 (70.8%) 0.038

Homemaker 31 (18.9%) 38 (29.2)

Cancer in family

No 141 (86.0%) 120 (92.3%) 0.088

Yes 23 (14%) 10 (7.7%)

Cancer among neighbours

No 116 (70.7%) 104 (80.0%) 0.148

Yes 48 (29.3%) 26 (20.0%)

Note: Chi square test, P value is statistically significant if <0.05.
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treatment, 86.4% respondents felt strongly that
the needs of persons with cancer should be
given top priority and 73.1% felt that persons
with cancer should receive the best of care.
One third respondents 92 (31.3%) strongly
disagreed that a person suffering from cancer
was accountable for their condition. 39.8%
respondents strongly disagreed that a person
with cancer was to blame for their condition.
While assessing the financial discrimination
respondents disagreed strongly that it was
acceptable for banks to refuse loan or that
bank should be allowed to refuse mortgages
applications (63.6% and 54.4%) respectively.
Less than half (43.5%) respondents strongly
agreed that it was acceptable for insurance
companies to reconsider a policy.

Table-4 represents about the level of cancer
stigma in which the result of the study
founds low stigma 164 (55.8%) level among
the respondents. However, 130 (44.2%)
respondents perceived high level of cancer
stigma. The overall mean score was 61.

Table-5 revealed the findings related to mean
score and standard deviation of different
domains of cancer stigma. Domain wise mean
score and standard deviation was calculated.
The highest stigma was prevalent in Severity
domains among all the domains where the mean
score is (16.4+7.06). Regarding awkwardness
the mean score is 10.5 and standard deviation
is 6.03, which means cancer stigma persists
among the respondents. Likewise, related
to responsibility cancer stigma (mean score
12.6+6.4) was present in a varying level. The
lowest cancer stigma is in the policy opposition,
avoidance and financial discrimination where
mean score is 4.4+2.78, 7.844.5, 8.9+4.1,
respectively.

Table-4 shows the association between selected
socio-demographicvariables and level of stigma
where the age, gender, educational status,
cancer history in family and surroundings
were not significantly associated with the level
of stigma. However, ethnicity, marital status
and occupation exhibited statistical association
with the level of stigma. Regarding ethinicity,
Brahmin/Chhetrirespondents 123 (75.0%) had a
lower level of stigma (P=0.038) towards cancer
than others. There  Married respondents
118 (90.8%) had higher cancer stigma than
unmarried (P=0.020). Regarding occupation
133 (81.1%) non homemakers were found to
have a low level of cancer stigma. Statistically
significant association was seen between
occupation with level of stigma (P <0.038).

Correlation with domains of cancer stigma:
Severity was significantly positively correlated
with avoidance (r=0.268, P <0.01), responsibility
(r=0.273, p <0.001) and financial discrimination
(r=0.149, P <0.01) and was significantly
associated with all the domains except policy
opposition.Awkwardness was significantly
correlated with financial discrimination and
policy opposition. However, responsibility did
not show significant correlations with most
variables.

DISCUSSION

The study findings reflect a low stigma level
among the respondents but it was still present
with varying level among the respondents. The
finding is consistent with the study conducted
in various countries.'131¢ This finding contrasts
with study in China, which found higher cancer
stigma amongrespondents.’”” The highest stigma
level is present in the ‘Severity’ domain. This
finding is consistent with the studies conducted
in various countries.'*'*15In contrast with this a
study conducted in Dhulikhel, Nepal concluded
the highest stigma level pertained to personal
responsibility. 13

Our studyresults showed that the highest stigma
was prevalent in ‘severity’ domain followed
by personal responsibility, awkwardness,
financial discrimination and avoidance
respectively. Likewise, lowest stigma seen in
policy opposition, financial discrimination and
avoidance. These findings are supported by
another study conducted in Nepal.!** However,
the results were contradictory to a study done in
Saudi that reported lowest stigma was present
in personal responsibility and avoidance.*

The current study observed low stigma in
policy opposition recommending government
support and priority care for cancer patients.
Similar to our findings, a study conducted in
different parts of Nepal reported low stigma in
policy opposition.t*3

In this study, more than half respondents
agreed that they would never be normal
again after having cancer. This finding is in
contrast with the study conducted in Nepal
and India whch revealed that more than two
third of respondents disagreed.'*® Only few
respondents believed that cancer can ruins
close relationships. This finding was supported
by the study conducted in Nepal and India.t*!*
However, it contrasted with the findings of study
conducted in Africa that revealed a persistent
view related to straining of family relations.?
Regarding the statements about ‘mentally
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preparing oneself for death’; the study finding
was supported by the both studies conducted in
India where they believed that life is finished
and nothing is there after getting cancer.62°

This study reported more than half respondents
disagreed strongly that cancer devastates
the lives of those it touches. About two third
respondents felt ease around someone with
cancer. More than half respondents reported
that they had felt ease around and were
comfortable with persons with cancer in our
study. These findings was consistent with the
study conducted in Nepal and India.!t1416

In our study, it was seen that one third
respondents agreed that a person with cancer is
blame for their condition. Similar finding was
observed in India, where they belief cancer is
due to the bad deed occurred in their current
or past life.’® In contrast, a study conducted
in England found that only a few respondents
agreed personal responsibility statements, such
as that a person with cancer is to blame for their
condition.’® In avoidance domains, we found
that few respondents avoided a person with
cancer. Majority of the respondents disagreed
with avoiding a person, feeling angered,
irritated, maintaining physical distance and
avoid them if colleague had cancer. Similarly,
our study finding was supported by the study
conducted in England where, few adults
anticipated avoiding someone with cancer.®
Likewise, another study conducted in Nepal
reported the similar results.!! In contrast, to
this a study conducted in India revealed that
the people avoid the person who is had cancer
due to the fear of transmission.!¢

In policy opposition domain, majority of
respondents agreed with the statements that the
people with cancer should be given top priority,
government should spend more funding on
their care and responsibility of all to provide
best care for people with cancer. A study done
among general population in Nepal showed
similar results regarding policy opposition.
Regarding the financial discrimination,
majority of respondents disagreed that it was
acceptable for bank to refuse loans, mortgage
applications to people with cancer. However,
they agreed that it is acceptable for insurance
companies to reconsider an insurance policy.
This results was supported by the study
conducted in Nepal and England.'*

The association between selected socio-
demographic variable and level of stigma
where the age, gender, educational status,
cancer history in family and surroundings was
not statistically significance with the level of

stigma. These findings were not consistent with
the results of studies in Nepal and England.'*?
However, in Saudi no significant association
was seen between cancer stigma in terms
of education and history of cancer.* Our
study found, higher stigma observed with the
increasing age. This finding was similar with
study conducted in Saudi Arabia and Nepal.!*
In contrasts to the study of China, which found
higher cancer stigma among respondents of
younger age.?

In the present study, both the male and female
respondents felt cancer stigma. However, more
than two third female respondents had higher
stigma than male. Similarly, in the Pakistan, it
was found that female respondents had higher
cancer stigma.?®> However, this is in contrast
with the study conducted in Saudi where male
exhibited higher stigmatization.** As we found
the significant association between ethnicity,
marital status and occupation with level of
stigma, These findings were not consistent
with the results of previous studies in Nepal.?
Those respondents who worked outside
home had lower cancer related stigma than
economically inactive individuals . This finding
is similar with a study in Kenya, which found
lower cervical cancer stigma among those who
worked outside the home.?

The current study showed that ‘severity’ was
significantly and positively correlated with
avoidance (r=0.268, P <0.01), responsibility
(r=0.273, p <0.001) and financial discrimination
(r=0.149, P <0.01) and was significantly
associated with all domains except policy
opposition. Awkwardness was significantly
correlated with financial discrimination and
policy opposition. However, responsibility did
not show significant correlations with most
variables. A study conducted in UK exhibit
that the severity and policy opposition are not
correlated.'? This finding is contradictory with
the study conducted in Saudi revealed positive
correlation with severity, awkwardness,
financial discrimination, policy opposition,
personal responsibility and avoidance. *

In conclusion, this study concluded low stigma
level among more than half of the respondents
but still present cancer stigma in various
domains. The highest stigma persist in severity
domains and the lowest stigma was prevalent
in policy opposition domains. Brahmin/Chhettri
felt low cancer stigma than others. Married
respondents had higher cancer stigma than
unmarried. Non homemaker believed low level
of cancer stigma. However, further research
is required to carryout to find other driving
factors.
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This study was conducted in a single
community which cannot be generalized to
all the populations of the country. This study
does not provide underlying reasons behind
the outcomes. This study does not generate
the changes over the time about the cancer
stigma. The results of the study depend on
the truthfulness and accuracy of respondent’s
response. Social desirability bias may have
influenced the responses.
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