
Abstract
Introduction: Stigma refers to a set of negative attitudes, beliefs, behaviors, and thoughts in dealing with a person who has a 
chronic disease or some health problems. Cancer is one of the diseases associated with stigma. Stigma causes harmful psycho-
social effects for the affected person and family members and is considered an obstacle in disease screening and control 
programs. Accordingly, this study aimed to explore the nature of cancer stigma and its consequences and influencing factors in 
Iranian society.
Methods: A total of 14 people including cancer patients, their families, and healthcare staff participated in this qualitative study. 
The participants were selected using purposive sampling and the data were collected through semi-structured interviews. The 
resulting data were analyzed using conventional content analysis and with MAXQDA software (version 10). 
Results: The content analysis revealed four themes including cancer as a terrifying and pitiful disease, identity crisis/psychosocial 
disintegration, disease complexity, and public unawareness and community problems. 
Conclusion: There are many negative beliefs and stereotypes about cancer and affected people, which are exacerbated by 
public unawareness and lack of sufficient information about cancer, as well as lack of comprehensive support. These beliefs and 
stereotypes adversely affect the quality of life of affected people. Following the findings of the study, some interventions need to 
be implemented to reduce stigma, increase the quality of life, and improve the treatment process for cancer patients. 
Keywords: Cancer, Stigma, Qualitative research, Content analysis

Introduction
Cancer is one of the major health problems in many parts 
of the world (1). The incidence rate of cancer in the world 
is 182 people per 100 000. In the Middle East, cancer is 
known as a growing problem (2). The incidence rate of 
cancer in Iran is 132 people per 100 000, and the death due 
to cancer in the country ranks third after heart diseases, 
natural disasters, and accidents (3,4). Cancer is one of 
the diseases that affect the whole life of the patients and 
their families and is associated with many problems and 
issues (5). Stigma is also one of the psychosocial issues 
associated with many diseases, including cancer (6). The 
word stigma was first defined by Erving Goffman (1963) 
as a shameful characteristic that makes an individual 
change from an ordinary person to an insignificant one 
and a burden on society (7). All the moods and traits of 
stigmatized people are interpreted under the influence of 

stigma (8). Stigma is a process of social labeling and a sign 
of disgrace or shame formed as a result of stereotyped 
beliefs about people; it involves a set of negative attitudes, 
beliefs, thoughts, and behaviors towards a person who 
experiences different conditions (9,10). The word 
disease alone can cause a feeling of stigma (11). Stigma 
is often defined in articles related to chronic diseases 
and noticeable physical disabilities (12,13). This cultural 
and psycho-social concept has historically been applied 
to some diseases such as psychological disorders, AIDS, 
sexually transmitted diseases, leprosy and skin diseases, 
vision and hearing disorders, tuberculosis, and epilepsy 
(14). Studies have shown that cancer is one of the diseases 
often stigmatized in many societies (11,14). Cancer is 
usually seen as synonymous with suffering and death, 
God’s wrath, or fate (5,6). Sometimes patients feel that 
others will avoid them as soon as they are diagnosed with 
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cancer, and stigma makes the threat of cancer not only 
a deadly disease but also an evil enemy and a shameful 
disease (12). Affected people may not be comfortable in 
interpersonal relations due to changes in their appearance; 
they may experience social anxiety and do not want to 
communicate with others (15). Stigma causes negative 
attitudes and feelings such as anxiety, confusion, and 
social exclusion (16). Stigma and taboo often affect the 
health beliefs and life functions of those suffering from 
the disease, leading to problems, delayed treatment, or 
avoidance of health promotion opportunities (17). Fear 
of being stigmatized can be an obstacle to the disclosure 
of a cancer diagnosis (12). Disease stigma is not a fixed 
concept and it may vary among cultures and over time. 
It is caused by a lack of knowledge about the disease and 
its prevention and risk factors and is influenced by social 
beliefs, gender, age, religion, culture, and membership 
in social groups. It has not been long since it has been 
adapted to Goffman’s classic taxonomy for stigmatized 
conditions (12,17-19).

Despite the advances in cancer diagnosis and treatment, 
there are still stereotypes and traditional misconceptions 
about cancer in Iran, which cause adverse effects and 
consequences for affected people and their families. They 
also contribute to the failure of screening programs in the 
community. However, there has been limited research 
on stigma in cancer patients in Iran’s diverse cultural 
and social context, and there is no deep understanding 
of the concept of cancer stigma and its consequences and 
influencing factors in the Iranian population affected 
by cancer. Thus, this study aims to pave the way for 
further research into stigma in cancer and contribute to 
reducing this phenomenon in the Iranian community. 
This study followed a qualitative approach to provide a 
deeper and wider understanding of the phenomenon in 
question. Moreover, as cancer patients, their families, and 
healthcare staff are directly involved with the effects of 
stigma and the problems caused by it, the present study 
aimed to explain the nature of cancer stigma and its 
consequences and influencing factors.

Methods
The data in this qualitative study were collected 
through semi-structured interviews and were analyzed 
using conventional content analysis. After obtaining 
permission from Shahid Beheshti University of Medical 
Sciences, the researcher visited two teaching hospitals 
affiliated with this university in Tehran and one 
hospital in Kashan, introduced herself to the heads of 
the oncology wards, and explained the objectives of the 
study. The participants in the study were cancer patients, 
their families, and healthcare staff including nurses, head 
nurses, psychologists, and physicians. The criteria for 
selecting cancer patients were cancer diagnosis based on 
medical records, being Iranian, the ability to understand 

and speak Persian, being at least 18 years old, the patient’s 
awareness of the disease, having mental and physical 
ability to participate in the study, and having no history of 
psychological disorders and hospitalization in psychiatric 
departments (according to the patient’s statement). The 
selection criterion for medical staff was having at least 
one year of experience in caring for and treating cancer 
patients. First, the researcher reviewed the patients’ 
medical files to find if they met the basic criteria of 
cancer diagnosis and have the ability to participate in the 
interview. Thus, the cancer patients who met the inclusion 
criteria were selected with the help of medical staff. The 
researcher then met the patients, introduced herself, and 
provided some information about the objectives of the 
study and the research procedure. She also obtained the 
patients’ permission through a written consent form for 
conducting interviews and recording their statements 
in compliance with ethical considerations. The medical 
staff were also selected in cooperation with the staff 
working in the wards and based on the researcher’s prior 
information about the staff. The data were collected 
through in-depth semi-structured interviews. The face-
to-face interviews were conducted with the patients and 
their family members in the inpatient wards. Besides, the 
medical staff were interviewed in their offices. Examples 
of the questions asked in the interviews with the patients 
and the family members were as follows:
• How did you feel when you were told that you had 

cancer? How did you react? 
• Was there any change in your life when you found 

out about your/your family member’s cancer 
diagnosis? 

• When your friends, family, and colleagues learned 
about your illness, what changes did you make in 
your relationships with them? 

• What effects did these interactions or changes have 
on your life and the course of your illness? 

The main questions asked in the interviews with the 
medical staff were as follows: 
• What is your experience and understanding of 

stigma in cancer patients? 
• What problems does stigma cause for people with 

cancer and their families?
Further questions were also asked based on the 

responses provided by the participants. The unit of 
analysis in this study was all the interviews conducted 
with the participants, and the meaning units were the 
statements and paragraphs that were selected from the 
text of the interviews. For this purpose, each interview 
was recorded and saved as an audio file. The researcher 
then listened to each interview and transcribed its 
content word by word in the form of a Microsoft Word 
document. The data analysis started with the first 
interview and continued until data saturation. Data 
management for analysis was performed by MAXQDA 
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software (version 10). To this end, the full text of each 
interview was entered into the software, and a code was 
assigned to each key phrase and statement related to 
the research objectives. The exact words or statements 
uttered by the participants or similar words were used 
in the coding procedure. Next, the primary codes were 
extracted. The primary codes were reviewed and revised 
several times by the experts in the field. Finally, the 
conceptually similar codes were subcategorized and each 
subcategory was named. With subsequent interviews, 
the new codes that emerged in the initial coding process 
were compared with other existing codes and placed in 
the subcategory with the most similarities. During the 
continuous analysis, subcategories and related codes were 
repeatedly compared with each other and with the data. 
Then, the similar and related subcategories were merged 
into a single category (20). Finally, 8 main themes were 
extracted from the extracted categories. The data in this 
study were saturated with 14 interviews. Each interview 
lasted 25 minutes on average, and the minimum and 
maximum interview times were 14 and 43 minutes, 
respectively. Field notes and observations were also used 
to enrich the collected data. 

The robustness of the qualitative data was checked 
using certain criteria (21). To enhance the credibility of 
the data, the data and extracted codes and categories were 
reviewed several times and then revised based on the 
feedback received from the subject-matter experts. After 
the data analysis, two participants were asked to check the 
extracted codes and categories to find out if they matched 
their experiences. In addition, during a supplementary 
interview with one of the participants, some of the primary 
codes were checked with the participant. Moreover, the 
researcher attended the inpatient wards and spent some 
time observing the patients. The researcher accompanied 
by an oncology specialist visited the patients in the 
chemotherapy department to know their conditions and 
experiences of cancer stigma.  

The documents used in this study including raw data, 
field notes, recorded interview files, notes from observing 
the participants, etc. were kept and stored securely. 
Furthermore, the research procedure was audited by a 
nursing PhD student and a nursing professor who were 
not members of the research team.

Results 
The participants in this study were 14 persons including 
six patients, two family members, one nurse, one head 
nurse, two clinical psychologists, and two physicians. 
Table 1 shows the participants’ demographic data.

Data analysis revealed 1316 primary codes, 99 
subcategories, 25 categories, and 8 themes. The four 
main themes extracted in this qualitative study were 
cancer as a terrifying and pitiful disease, identity crisis/

psychosocial disintegration, disease complexity, and 
public unawareness and community problems (Table 2). 

Cancer as a terrifying and pitiful disease
According to the participants, cancer is associated with 
fear, undisputed punishment and fate, superstitions and 
cultural stereotypes, and pity and compassion. A majority 
of the participants stated that cancer is a terrifying disease 
for the public because people think of death and the end 
of life when they hear the word cancer. Many people do 
not consider cancer to be a disease like other diseases, but 
see it as a misfortune for their fate or their family. The idea 
of an undisputed destiny causes people to complain about 
their destiny and divine punishment and ask unanswered 
questions. Some people consider getting sick as a divine 
ordeal. Furthermore, public attitudes towards cancer are 
rooted in superstitions and cultural stereotypes, and since 
ancient times, people falsely believed that cancer may 
occur due to a jinx or an evil eye, hereditary factors, or 
supernatural issues. According to these superstitions and 
stereotypes, cancer equals death and ruins people’s lives. 
On the other hand, the negative views, fear of developing 
the disease, or the risks of the treatment are associated 
with public judgment or pity and compassion towards 
the affected person and their family members:

“People even related cancer to supernatural things. 
This only increased the patient’s fear. Even though 
there are many cancer treatments, people still have 
these attitudes. Furthermore, as the patient may have 
some changes in appearance and lose weight, he/she 
does not seem beautiful anymore and people may not 
even look at him/her. Or everyone may think he/she 
is an addict … and have felt like that” (Participant 
11; A clinical psychologist).

“Our experience shows that most of these morbid 
thoughts are the result of unconventional and 
unfortunately very bad conversations of those around 
them. One reason is that cancer has been one of the 
diseases that killed people very quickly since ancient 
times. ... When people want to descript a very terrible 
situation, you often hear that they say, for example, 
they have an addiction, not cancer!!!.... Some of these 
misconceptions are caused by the public culture and 
we have never tried to correct them” (Participant 13; 
A clinical psychologist).

“Many times, caregivers ask me if the radiation 
from their mother’s chemotherapy is not harmful 
to their pregnancy. The most common problem 
that patients are actually concerned about is that 
chemotherapy has radiation, which is harmful to 
others” (Participant 8; A physician). 

“A mother said what sin her daughter had committed 
to getting cancer. She thinks that her daughter has 
committed a sin that she got cervical cancer” (Participant 
14; A physician).
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Identity crisis/psychosocial disintegration
This theme was further subdivided into communication 
breakdown, disease concealment, reaction to the diagnosis, 
body dysmorphic disorder, and tension between doubt 
and certainty. The findings of the study indicated that 
one of the consequences of the disease stigma is the 
disruption of the usual communication in life. One of the 
most common issues acknowledged by the participants 
was disease concealment from the affected person. The 
medical staff stated that in many cases, the families of the 
affected people ask the doctor and other medical staff not 
to reveal the disease to the patient to prevent the distress 
and frustration of the affected persons. 

Field observations and notes
In the presence of the doctor... I went to the 
chemotherapy ward... At the ward’s nursing 
station, a middle-aged woman who was taking care 
of the patient asked the doctor to see her patient 
who was outside in the corridor. She showed the 
patient’s medical tests and asked the doctor not to 
say anything to the patient.

The disease is not only not disclosed to the patient, but 
also it is kept hidden from other people by the patient 
or their family. Moreover, the process of diagnosis 
and treatment of the disease is associated with many 
challenges for the affected individual and the family, 

Table 1. The participants’ demographic data

Patient No. Gender Age Marital status 
Relationship with 

the patient 
Type of 
cancer 

Time since 
diagnosis (y)  

Job
Service 

records (y)
Service records in 
the oncology ward 

1 Female 43 Married Mother Leukemia * 1 Self-employed - -

2 Male 58 Married Spouse Breast 13 Self-employed - -

3 Female 53 Married Patient Breast 10 Faculty member - -

4 Female 68 Single Patient Breast 17 Retired - -

5 Male 62 Single Patient Rectal 1 Retired - -

6 Male 61 Married Patient Prostate 2 Farmer - -

7 Male 35 Married Patient Testicular 2 Disabled - -

8 Male 19 Single Patient Jaw   1 Unemployed - -

9 Female 36 Married - - - Head nurse 14 2

10 Male 40 Married - - - Physician 15 6

11 Male 67 Married - - - Physician 35 20

12 Female 39 Married - - - Nurse 16 3

13 Female 30 Single - - - Clinical psychologist 7 7

14 Female 29 Single - - - Clinical psychologist 6 6

Table 2. The subcategories, categories, and themes identified in this study

Themes Categories Subcategories 

Cancer as a terrifying 
and pitiful disease

Fear 
Fear of public judgment, fear of cancer diagnosis, fear of changes in appearance, fear of 
disruption of normal life, fear of death, fear of disease transmission, fear of the dangers of 
disease and treatment

Undisputed punishment and fate 
Divine punishment, divine ordeal, destiny and fate, unanswered questions, complaining 
about destiny, submission to fate

Superstitions and stereotypes 
Myths and superstitions, the ruination of life, the most difficult disease, cancer is equal to 
death, negative view of patients, negative connotations of words

Compassion and pity 
Compassion and pity from others, weakness, and loss of power, negative aspects of pity and 
compassion

Identity crisis/
psychosocial 
disintegration

Communication breakdown 
Neglect and lack of support from the spouse, lack of support from the family, the perception 
of superficial support, differences in attitudes, changes in communication, changes in family 
interactions, avoidance of social activities 

Disease concealment 
Hiding the illness by the family, disease concealment by medical staff, not knowing about the 
remaining chance of life, hiding the disease due to the pity of others, hiding the disease due 
to fear of problems in marriage, hiding the disease due to public judgment

Reacting to the disease diagnosis Variable psychological reactions, denial, disappointment, feeling of guilt and self-blame 

Body dysmorphic disorder Loss of beauty, physical and physiological defects

The tension between doubt and 
certainty 

Confusion, reluctance in making decisions

Disease complexity 
A complex disease 

The complex and unknown nature of the disease, unknown reasons underlying the disease, 
the possibility of its recurrence, and sometimes the incurability of cancer

A complicated and chronic 
disease

Changes caused by the diseases, multiple and boring treatments 

Public unawareness and 
community problems

Unawareness of the disease 
Inadequate information about the disease, exchange of false information, frequent questions 
from relatives, negative consequences of knowing about the disease

The role of media in cancer-
related stigma 

Promoting the deterioration of patients on TV, the negative image of cancer in movies

Lack of emotional/social/
economic support

Inadequate emotional support, disruption of family life, limited access to treatment resources, 
high diagnosis and treatment costs 
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and it causes numerous psychological and emotional 
reactions and even rejection of treatment, leading to the 
reaction to the diagnosis and the tension between doubt 
and certainty, which can also be the outcomes of the 
stigma of the disease:

 “Even we had a patient who was hospitalized 
and his/her mother and sister stopped socializing 
with him/her. They didn’t even talk to him/her on 
the phone” (Participant 11; A psychologist).

“I became isolated. I didn’t like someone calling 
to ask how I was doing. I really didn’t like to hang 
out with others. I didn’t like someone calling to ask 
how I was doing” (Participant 4; A cancer patient).

“People would always ask what happened? I 
would say that I had an accident... or I would say 
that a dog bit me. They would get surprised and say 
what does this dog have to do with my jaw and I 
would say that it has done it... Then I would try 
to evade it because if I wanted to say that it is a 
malignant tumor!... they would say, “O My God, 
what a horrible thing!” (Participant 9; A patient 
with jaw cancer). 

“To tell the truth, when I first heard about it, I 
got very frustrated... At first it is shocking for every 
family... It’s a bit of a problem... because when you 
hear the word cancer you will get sad” (Participant 
12; The wife of a patient).

In response to why people react to cancer, a participant 
treated for breast cancer, a member of the university’s 
nursing faculty said:

“When people hear someone has cancer, it’s like 
he/she is dying... Even now, when they say someone 
has cancer, others think he/she is at the end of their 
life. They have such a terrible view” (Participant 2). 

Disease complexity
According to the participants, the complexity of cancer 
involves its complicated and chronic nature. 

Analysis of the data indicated that one reason for cancer 
stigma is the nature of cancer. The complex and unknown 
nature of the disease, unknown reasons underlying the 
disease, the possibility of its recurrence, and sometimes 
the incurability of cancer were the issues that shaped the 
beliefs and attitudes towards the disease. The changes 
caused by cancer and its treatments, the long course of 
the disease and multiple treatments, people’s experiences 
of hearing the history and course of cancer treatment, 
and even a description of its consequences lead to the 
formation of beliefs and attitudes towards the disease:

“Sometimes the symptoms of this disease were 
not obvious especially when it was a mass and the 
patient did not feel any pain and just lost weight, 
but he/she didn’t get too upset about it” (Participant 
13; A psychologist).

“We know that a patient with pancreatic 
cancer, stage four, will die in six months. We can’t 
deny it and say no, cancer doesn’t kill..., it does” 
(Participant 14; A physician).

 “Since the patients run into some problems, feel 
nausea and vomiting, get a loss of appetite, extreme 
fatigue, etc., they are not motivated to do anything. 
For example, some patients constantly have nausea 
and vomiting and thus hate living and may say 
wow, what a big thing has happened in their life” 
(Participant 10, A nurse).

Public unawareness and community problems
The community-related issues include the lack of 
knowledge and information about the disease, the role 
of the media in the stigma of the disease, and the lack 
of emotional/social/economic support for patients. 
The data from the interviews indicated that public 
unawareness and community problems are among the 
most important factors that fuel the stigma of cancer. Not 
having enough information about the disease, exchange 
of wrong information, and frequent questions from the 
relatives of the patient and the family or the medical 
staff cause reactions from the patient and the family 
and changes in their thoughts and feelings. The failure 
to provide adequate information or mismanagement 
of information in the media leads to the formation of 
negative attitudes toward the disease and promotes false 
beliefs about the disease. According to the participants, 
TV programs play a vital role in public attitudes toward 
cancer. It was also shown that the media, especially 
television, could not play a successful role in reducing the 
stigma of cancer and even fueled the stigma of the disease. 
Furthermore, other consequences occur due to incurable 
and chronic diseases for the patient and the family. If the 
patient cannot receive enough emotional support from 
the family and the community, he/she will face many 
problems in the treatment process. These problems may 
also be aggravated due to other issues such as disruptions 
in family life, diagnosis and treatment costs, the financial 
crisis faced by the family, and limited and problematic 
access to medical resources. These problems are beyond 
people’s control and may lead to the formation of false 
beliefs about the disease. 

“They don’t have information. They have 
diagnosed acute lymphoblastic leukemia (ALL) in 
a patient but, they don’t know what the process is 
like. Then, the patient needs to go through a process 
to respond to the treatment. At first, the patient 
does not have serious psychological problems. Later 
on during hospitalization, psychological counseling 
is provided to the patient” (Participant 7; A head 
nurse).

“I always get angry when I watch TV. When they 
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want to say that someone is very sick, they say he/
she has cancer. When someone is dying, they say 
he/she has cancer. We always hear on the TV news 
that people would die after suffering from cancer for 
a couple of years. I don’t know why they insist that 
anyone who dies must have something to do with 
cancer” (Participant 11; A psychologist).

“People’s economic status affects cancer stigma. 
A patient worried about the expenses of cancer 
treatment is more likely to be stigmatized. He/she 
runs away from others and thus it leads to stigma” 
(Participant 14; A physician).

Discussion 
This study examined the nature of cancer stigma and its 
consequences and influencing factors. The results showed 
that stigma of cancer together with fear, judgment, 
compassion, pity, and the perception of undisputed   
punishment and fate for people with cancer is rooted in 
beliefs, superstitions, and cultural stereotypes. Karbani et 
al surveyed South Asian people’s attitudes about cancer 
and pointed out that cancer is a taboo and stigma and 
people have a wrong understanding of the causes of 
cancer (22). Wilson and Luker stated that the perception 
of death, evil fate, calamity, and misfortune is part of the 
attitudes toward cancer (23). Superstitions and cultural 
stereotypes and fear pointed out by the participants in 
the present study are similar to the social image of stigma 
from the perspective of Fujisawa and Hagiwara, which 
involves fear, immediate death, weakness, and thinness 
(14). Besides, the fear experienced due to cancer had 
different dimensions, which shows the extent of the 
stigma of the disease. For example, according to Waljee et 
al, the fear of changes in appearance caused by treatment 
is one of the factors that shape stigma in women with 
breast cancer (24). Fear of others’ judgment is another 
issue highlighted by Else-Quest et al. The judgment of 
others is associated with self-blame in affected people, 
and in fact, internalizing stigma leads to self-blame and 
weaker adaptation to the situation (25).

Identity crisis/psychosocial disintegration was 
another consequence of stigma as stigma disrupts the 
usual interactions of affected people in the family and 
community. Changes caused by the progress of the 
disease or side effects of treatment, especially hair loss 
or surgery, lead to body dysmorphic disorder and are an 
important predictor of the feeling of stigma in a person, 
affecting interpersonal interactions and mental health 
(6,19). Although the change in communication in this 
study was associated with a higher demand from others 
to visit the affected person, it made the patient more 
worried or alerted about their conditions. On the other 
hand, communication breakdown is also associated with 
disease concealment. Thus, in cases where the disease is 

revealed, other people avoid socializing with the patient 
and they do not know what to say when visiting the 
affected person (26). Public judgment and attributing 
the cause of the disease to the individual’s behavior 
are also other reasons that force the patient to avoid 
communicating with other people in the community (27). 
People’s reactions to cancer diagnosis, although similar 
to other chronic and progressive or incurable diseases, 
are associated with various mental and mood changes 
such as sadness, depression, boredom, mental fatigue, 
fear, discomfort, and loneliness (28). However, these 
changes and reactions to cancer diagnosis are intensified 
due to negative beliefs about the disease, and the trouble 
caused by cancer becomes a big challenge in a person’s 
life (6). The identity of a person with cancer is mixed 
with disability and death (29). The release of almost clear 
and frequent information about the shocking statistics of 
the disease causes most people to be afraid of cancer and 
develop misconceptions about the disease with existing 
stereotypes (6). Other people may, after recognizing 
reactions such as fear, hatred, or sympathy, avoid and 
reduce social interactions with the person with cancer, 
which creates and intensifies the feeling of stigma in the 
person (29). Death is a part of our life and just like birth, 
it is natural and predictable, but in the modern era, unlike 
birth, which we celebrate, death has become a scary topic 
that should not be talked about and should be avoided by 
any means possible (30). An analysis of the participants’ 
experiences and statements indicated that the issue of 
death and getting along with it as part of human life in 
Iranian society is not accepted in most cases. Jadidi et al 
pointed to complete disruption in family life, absolute 
despair, fear, and negative perception and equating 
cancer with imminent death in the parents of children 
with cancer (31).

Stigma makes people develop negative thoughts and 
feelings and unreasonable behaviors such as refusing 
treatment and not taking symptoms seriously. Such 
behaviors result in the loss of the opportunity for effective 
treatment and increased cancer disability and mortality, 
and this vicious cycle continues. As Parsa et al admitted, 
fear, doubt, and denial may be the causes of delay in 
seeking medical care in people with cancer symptoms 
(32). The process of initial diagnosis to decision-making 
and then receiving treatment is difficult for cancer 
patients, and their emotions affect the decision-making 
process for treatment. Patients’ beliefs and attitudes 
towards cancer may affect their fate (6). The findings of 
this study showed a case that avoided treatment, leading 
to the loss of opportunity and the death of the person 
without receiving any treatment. According to Knapp et 
al, cancer remains one of the most feared diseases despite 
advances in the discovery of its causes, treatments, and 
outcomes (19).
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An in-depth analysis of the data in the present study 
showed that the complex and incurable nature of the disease 
was one of the factors contributing to the aggravation of 
stigma. Cancer is a complex and multifactorial disease 
with aggressive and long treatments, and most of the 
affected people experience great challenges to return to 
normal life and accept the reality of the disease, treatment, 
and side effects (33). Treatments often result in hair loss, 
scars, or other body changes, which may worsen cancer-
related stigma (34). The results of the study showed that 
most of the participants had a lot of worries about the 
changes caused by the disease in their social interactions. 
They also stated the long course of the disease and 
treatment were associated with fatigue and erosion, and 
they play a role in fueling the stigma or succeeding in 
overcoming it.

The participants in this study also stated that public 
unawareness and the exaggeration of media about the 
negative effects of cancer, especially in TV programs, 
as well as the lack of sufficient emotional, social, and 
economic support for patients, were antecedents of 
cancer-related stigma. The lack of information about 
cancer itself can increase the general stigma associated 
with the disease, making people affected by cancer 
reluctant to seek professional treatment and care (35). 
Previous studies have indicated that in the absence of 
personal experience of the disease, people usually need to 
increase their knowledge about cancer (36). Inadequate 
knowledge about the disease affects people’s attitudes 
and can exacerbate stigma (37). Many people with cancer 
talk about not having enough information about the side 
effects of the disease during and after treatment (38).

Mass media are considered a source of cancer 
information and can even contribute to the formation of 
stigma (36,39). The media is expected to play an effective 
role in increasing public awareness to control of the 
disease and reducing stigma. However, the participants in 
this study admitted that the media fail to play an effective 
role in reducing stigma and even the negative image of 
cancer reflected in the media is one of the factors fueling 
the stigma.

The data in the present study also suggested that the 
absence of emotional, social, and economic support 
is one of the factors that increase stigma. While social 
support in cancer care is not well defined, it plays a vital 
role in establishing the threat to a person’s identity (40). 
Lack of strong social support and knowledge of cancer 
are factors affecting stigma (41). The stigma associated 
with a cancer diagnosis causes a decline in social 
communication and an increase in social isolation in 
people, and these changes are expected to increase over 
time from diagnosis to treatment if the patient does not 
receive enough emotional support (42). As stated by 
Jarrett, many people with cancer have unmet supportive 

care needs such as social, emotional, and physical support 
needs, and if these needs are not met, they cause serious 
physiological symptoms and psychological distress in 
patients (43).

Conclusion
Following the findings of the present study, it can be 
argued that cancer-related stigma adversely affects the 
quality of personal, family, social, and career life of a 
person with cancer, and one of the most important 
reasons for the existence of stigma is public unawareness 
and mismanagement of information about the disease, 
which requires further attention. The insights from this 
study can contribute to providing a better understanding 
of the many problems of clients to cover all aspects of 
physical, mental, spiritual, and social health of patients 
by implementing comprehensive cancer care programs. 
Besides, cultural and social stereotypes about cancer need 
to be taken into account. Finally, the elimination of the 
obstacles to screening and disease control programs in 
the long term can help to reduce the burden of mortality 
and complications of the disease and increase the quality 
of life of people affected by cancer.

Acknowledgments
The authors wish to appreciate all the participants in this study, 
the nursing professors of the School of Nursing and Midwifery 
of Shahid Beheshti University of Medical Sciences, Dr. Maryam 
Rasouli, Dr. Parvaneh Vasli, Dr. Nahid Reje, Dr. Mansoure 
Farahani Ashqli, and Dr. Sepideh Sarafarazmehr, staff of the 
oncology wards of Shohadaye Tajrish and Imam Hossein (AS) 
hospitals in Tehran, Shahid Beheshti Hospital in Kashan, and 
Cancer Research Center of Shahid Beheshti University of Medical 
Sciences.

Conflict of Interests
There was no conflict of interest in this study.

Ethical Issues
The protocol for this research was confirmed by Shahid Beheshti 
University of Medical Sciences under the code of ethics IR.SBMU.
PHNM.1395.570.

References 
1. Siegel R, DeSantis C, Virgo K, Stein K, Mariotto A, Smith T, 

et al. Cancer treatment and survivorship statistics, 2012. CA 
Cancer J Clin. 2012;62(4):220-41. doi: 10.3322/caac.21149.

2. Daher M. Cultural beliefs and values in cancer patients. 
Ann Oncol. 2012;23 Suppl 3:66-9. doi: 10.1093/annonc/
mds091.

3. Ministry of Health and Medical Education. 
Available from: http://hbi.ir/forms/newsdetails.
aspx?Id=9371&category=0&templateid=0.

4. Ramezani Daryasari R, Nadali F, Modirian M, Arjmandpoor 
M, Salavati F, Fazeli M, et al. Comprehensive National 
Cancer Control Program. Ministry of Health and Medical 
Education, Department of Health, Non-Communicable 
Disease Management Center, Office of Cancer; 2012.

5. Sette CP, Capitão CG, de Francisco Carvalho L. Depressive 

https://doi.org/10.3322/caac.21149
https://doi.org/10.1093/annonc/mds091
https://doi.org/10.1093/annonc/mds091
http://hbi.ir/forms/newsdetails.aspx?Id=9371&category=0&templateid=0
http://hbi.ir/forms/newsdetails.aspx?Id=9371&category=0&templateid=0


J Qual Res Health Sci. Volume 11, Number 3, 2022 187

Consequences and influencing factors of cancer stigma

symptoms in patients with cancer. Open J Med Psychol. 
2016;5(1):7-16. doi: 10.4236/ojmp.2016.51002.

6. Tang PL, Mayer DK, Chou FH, Hsiao KY. The experience 
of cancer stigma in Taiwan: a qualitative study of female 
cancer patients. Arch Psychiatr Nurs. 2016;30(2):204-9. doi: 
10.1016/j.apnu.2015.08.015.

7. Vaghee S, Salarhaji A, Asgharipour N, Chamanzari H. 
Effects of psychoeducation on stigma in family caregivers of 
patients with schizophrenia: a clinical trial. Evid Based Care. 
2015;5(3):63-76. doi: 10.22038/ebcj.2015.5159. [Persian].

8. Sepehrmanesh. The stigma of mental illness in children and 
their parents: Evolutionary Concepts, family concerns, and 
research needs. Journal of Child and Adolescent Psychiatry. 
2005;5-6:3-7. [Persian].

9. Suwankhong D, Liamputtong P. Breast cancer treatment: 
experiences of changes and social stigma among Thai 
women in southern Thailand. Cancer Nurs. 2016;39(3):213-
20. doi: 10.1097/ncc.0000000000000255.

10. Zamani LPS, Farahani M. The Cancer-related stigma: 
more terrible than the disease. 2012. Available from: 
http://congress.mums.ac.ir//erepository/archive/103/
papers/60266.

11. Edelen MO, Chandra A, Stucky B, Schear R, Neal C, 
Rechis R. Developing a global cancer stigma index. 
SAGE Open. 2014;4(3):2158244014547875. doi: 
10.1177/2158244014547875.

12. Marlow LA, Wardle J. Development of a scale to assess 
cancer stigma in the non-patient population. BMC Cancer. 
2014;14:285. doi: 10.1186/1471-2407-14-285.

13. Pan AW, Chung L, Fife BL, Hsiung PC. Evaluation of the 
psychometrics of the Social Impact Scale: a measure of 
stigmatization. Int J Rehabil Res. 2007;30(3):235-8. doi: 
10.1097/MRR.0b013e32829fb3db.

14. Fujisawa D, Hagiwara N. Cancer stigma and its health 
consequences. Curr Breast Cancer Rep. 2015;7(3):143-50. 
doi: 10.1007/s12609-015-0185-0.

15. Soroush M, Hejazi E, Shoakazemi M, Gheranpayeh L. Body 
image psychological characteristics and hope in women 
with breast cancer. Iran J Breast Dis. 2015;7(4):52-63. 
[Persian].

16. Mosher CE, Danoff-Burg S. An attributional analysis of gender 
and cancer-related stigma. Sex Roles. 2008;59(11):827-38. 
doi: 10.1007/s11199-008-9487-2.

17. Anderson NLR, Andrews M, Bent KN, Douglas MK, 
Elhammoumi CV, Keenan C, et al. Culturally based 
health and illness beliefs and practices across the life 
span. J Transcult Nurs. 2010;21(4 Suppl):152S-235S. doi: 
10.1177/1043659610381094.

18. Cataldo JK, Slaughter R, Jahan TM, Pongquan VL, Hwang WJ. 
Measuring stigma in people with lung cancer: psychometric 
testing of the Cataldo lung cancer stigma scale. Oncol Nurs 
Forum. 2011;38(1):E46-54. doi: 10.1188/11.onf.e46-e54.

19. Knapp S, Marziliano A, Moyer A. Identity threat 
and stigma in cancer patients. Health Psychol 
Open. 2014;1(1):2055102914552281. doi: 
10.1177/2055102914552281.

20. Graneheim UH, Lundman B. Qualitative content analysis 
in nursing research: concepts, procedures and measures to 
achieve trustworthiness. Nurse Educ Today. 2004;24(2):105-
12. doi: 10.1016/j.nedt.2003.10.001.

21. Polit DF, Beck CT. Nursing Research: Generating and 
Assessing Evidence for Nursing Practice. Philadelphia: 
Lippincott Williams & Wilkins; 2012.

22. Karbani G, Lim JN, Hewison J, Atkin K, Horgan K, Lansdown 
M, et al. Culture, attitude and knowledge about breast 
cancer and preventive measures: a qualitative study of South 
Asian breast cancer patients in the UK. Asian Pac J Cancer 
Prev. 2011;12(6):1619-26.

23. Wilson K, Luker KA. At home in hospital? Interaction and stigma 
in people affected by cancer. Soc Sci Med. 2006;62(7):1616-
27. doi: 10.1016/j.socscimed.2005.08.053.

24. Waljee JF, Ubel PA, Atisha DM, Hu ES, Alderman AK. The 
choice for breast cancer surgery: can women accurately 
predict postoperative quality of life and disease-related 
stigma? Ann Surg Oncol. 2011;18(9):2477-82. doi: 10.1245/
s10434-011-1582-x. 

25. Else-Quest NM, LoConte NK, Schiller JH, Hyde JS. Perceived 
stigma, self-blame, and adjustment among lung, breast and 
prostate cancer patients. Psychol Health. 2009;24(8):949-
64. doi: 10.1080/08870440802074664. 

26. Mirzaii Najmabadi K, Azarkish F, Latifnejadroudsari R, 
Homaei Shandiz F, Aledavood SA, Taghizadeh Kermani A, 
et al. Self-disclosure of breast cancer diagnosis by Iranian 
women to friends and colleagues. Asian Pac J Cancer Prev. 
2014;15(6):2879-82. doi: 10.7314/apjcp.2014.15.6.2879.

27. Schwarzer R, Weiner B. Stigma controllability and coping as 
predictors of emotions and social support. J Soc Pers Relat. 
1991;8(1):133-40. doi: 10.1177/0265407591081007.

28. Mazhariazad F, Abedi H, Naji SA. Psychological and 
emotional outcomes in patients with systemic lupus 
erythematosous. J Qual Res Health Sci. 2020;10(19):14-23. 
[Persian].

29. Phelan SM, Griffin JM, Jackson GL, Zafar SY, Hellerstedt 
W, Stahre M, et al. Stigma, perceived blame, self-blame, 
and depressive symptoms in men with colorectal cancer. 
Psychooncology. 2013;22(1):65-73. doi: 10.1002/
pon.2048.

30. Kobler Ross E. Death: The final stage of growth: Translated 
by Ghaemi P. Tehran: Peyke Bahar; 1926 33. 

31. Jadidi R, Hekmatpou D, Eghbali A, Memari F. The experiences 
of parents of children with leukemia: a qualitative research. J 
Arak Univ Med Sci. 2013;15(9):28-40. [Persian].

32. Parsa P, Kandiah M, Abdul Rahman H, Zulkefli NM. Barriers 
for breast cancer screening among Asian women: a mini 
literature review. Asian Pac J Cancer Prev. 2006;7(4):509-
14.

33. Mardani-Hamooleh M, Heidari H. Cancer patients’ effort to 
return to normal life: a hermeneutic study. Scand J Caring 
Sci. 2017;31(2):351-8. doi: 10.1111/scs.12354.

34. Chapple A, Ziebland S, McPherson A. Stigma, shame, 
and blame experienced by patients with lung cancer: 
qualitative study. BMJ. 2004;328(7454):1470. doi: 10.1136/
bmj.38111.639734.7C.

35. Kim MA. The Effects of Physical Functioning and Public 
Stigma on Psychological Distress as Mediated by Cognitive 
and Social Factors among Korean Survivors of Childhood 
Cancer [dissertation]. University of Southern California; 
2012.

36. Neal C, Beckjord EB, Rechis R, Schaeffer J, Berno D, 
Duchover Y. Stigma and silence around the world: A 
Livestrong report 2013:1-22. Available from: https://www.
livestrong.org/what-we-do/reports/archive/cancer-stigma-
and-silence-around-the-world

37. Dogan Ak P, Atakli D, Yuksel B, Tekin Güveli B, Sari 
H. Stigmatization and social impacts of epilepsy in 
Turkey. Epilepsy Behav. 2015;50:50-4. doi: 10.1016/j.

https://doi.org/10.4236/ojmp.2016.51002
https://doi.org/10.1016/j.apnu.2015.08.015
https://doi.org/10.22038/ebcj.2015.5159
https://doi.org/10.1097/ncc.0000000000000255
http://congress.mums.ac.ir//erepository/archive/103/papers/60266
http://congress.mums.ac.ir//erepository/archive/103/papers/60266
https://doi.org/10.1177/2158244014547875
https://doi.org/10.1186/1471-2407-14-285
https://doi.org/10.1097/MRR.0b013e32829fb3db
https://doi.org/10.1007/s12609-015-0185-0
https://doi.org/10.1007/s11199-008-9487-2
https://doi.org/10.1177/1043659610381094
https://doi.org/10.1188/11.onf.e46-e54
https://doi.org/10.1177/2055102914552281
https://doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1016/j.socscimed.2005.08.053
https://doi.org/10.1245/s10434-011-1582-x
https://doi.org/10.1245/s10434-011-1582-x
https://doi.org/10.1080/08870440802074664
https://doi.org/10.7314/apjcp.2014.15.6.2879
https://doi.org/10.1177/0265407591081007
https://doi.org/10.1002/pon.2048
https://doi.org/10.1002/pon.2048
https://doi.org/10.1111/scs.12354
https://doi.org/10.1136/bmj.38111.639734.7C
https://doi.org/10.1136/bmj.38111.639734.7C
https://www.livestrong.org/what-we-do/reports/archive/cancer-stigma-and-silence-around-the-world 
https://www.livestrong.org/what-we-do/reports/archive/cancer-stigma-and-silence-around-the-world 
https://www.livestrong.org/what-we-do/reports/archive/cancer-stigma-and-silence-around-the-world 
https://doi.org/10.1016/j.yebeh.2015.05.014


Hasan Shiri et al

J Qual Res Health Sci. Volume 11, Number 3, 2022188

yebeh.2015.05.014.
38. Torres E, Dixon C, Richman AR. Understanding the breast 

cancer experience of survivors: a qualitative study of African 
American women in rural eastern North Carolina. J Cancer 
Educ. 2016;31(1):198-206. doi: 10.1007/s13187-015-0833-
0.

39. Smith R. Media depictions of health topics: challenge and 
stigma formats. J Health Commun. 2007;12(3):233-49. doi: 
10.1080/10810730701266273.

40. van der Molen B. Relating information needs to the cancer 
experience: 1. Information as a key coping strategy. Eur J 
Cancer Care (Engl). 1999;8(4):238-44. doi: 10.1046/j.1365-

2354.1999.00176.x.
41. Meacham EG. Exploring Stigma as a Barrier to Cancer 

Service Engagement: Illness Narratives of Breast Cancer 
Survivors in Kampala, Uganda [dissertation]. University of 
Washington; 2015.

42. Bloom JR, Kessler L. Emotional support following cancer: 
a test of the stigma and social activity hypotheses. J Health 
Soc Behav. 1994;35(2):118-33.

43. Jarrett LA. Health-Related Stigma in Advanced Lung Cancer 
[dissertation]. Nashville, Tennessee: Faculty of the Graduate 
School of Vanderbilt University; 2015.

© 2022 The Author(s); Published by Kerman University of Medical Sciences. This is an open-access article distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, 
and reproduction in any medium, provided the original work is properly cited.

https://doi.org/10.1016/j.yebeh.2015.05.014
https://doi.org/10.1007/s13187-015-0833-0
https://doi.org/10.1007/s13187-015-0833-0
https://doi.org/10.1080/10810730701266273
https://doi.org/10.1046/j.1365-2354.1999.00176.x
https://doi.org/10.1046/j.1365-2354.1999.00176.x
https://creativecommons.org/licenses/by/4.0/

