
Stigma and associated factors among Mpox survivors in central
Uganda, August 2024–January 2025

Joanita Nalwanga1, , Richard Migisha1, Ivan Lukabwe1, Gidudu Samuel1, Benon Kwesiga1, Lilian Bulage1,
Annet Mary Namusisi1, Emmanuel Okiror1, Prichard Kavuma2, Ruth Kaliisa2, Inyeong Park2, Dohoon Kim2,

Alex Ndyabakira3, Dansan Atim4, Alex Riolexus Ario1

1Uganda Public Health Fellowship Program, Uganda National Institute of Public Health, Kampala, Uganda, 2Korea
Foundation for International Healthcare, Kampala, Uganda, 3Directorate of Public Health and Environment, Kampala

Capital City Authority, Kampala, Uganda, 4Ministry of Health, Kampala, Uganda

Joanita Nalwanga, Uganda Public Health Fellowship Program, Uganda National Institute of Public Health, Kampala,
Uganda,

| Email: jnalwanga@uniph.go.ug | ORCID: 0009-0000-2216-3685

Article history: Received: 01 December 2025 Accepted: 08 February 2026 Published: 12 February 2026

Abstract
Introduction: In January 2025, Kampala Metropolitan Area (KMA) in central Uganda had approximately 60% of the national
Mpox burden. In Mpox, like other similar infectious diseases, stigma can persist long after clinical recovery among survivors,
leading to social isolation and psychological distress. We determined the prevalence of stigma and associated factors among
Mpox survivors in KMA.
Methods: We conducted a cross-sectional study in February 2025 among laboratory-confirmed Mpox survivors in KMA,
central Uganda. Eligible participants had been treated and discharged from the Mpox treatment unit during August 2024–
January 2025. Data on demographics, Mpox-related characteristics, and stigma were collected using interviewer-administered
questionnaires, including an Mpox stigma scale adapted from the HIV Berger Stigma Scale. Scores ≥30 were considered
indicative of stigma. Modified Poisson regression was used to identify factors associated with stigma.
Results: We enrolled 346 Mpox survivors, of whom 197 (57%) were male. The median age was 30 years (IQR, 25-36).
Most (66%) were hospitalised for 1–7 days. The prevalence of stigma was 25% (n=87, 95%CI: 21%–30%), with concerns
about public attitude (46%) and disclosure concerns (45%) being the most common. Males had a lower prevalence of stigma
compared to females (aPR=0.57, 95% CI: 0.39–0.84). Longer hospital stays were associated with increased stigma: 8–14 days
(aPR=1.7, 95% CI: 1.1–2.5) and >14 days (aPR=2.5, 95% CI: 1.3–4.5). Among females, being married was associated with
lower prevalence of stigma (aPR=0.48, 95% CI: 0.26–0.87). Among males, hospitalisation for >14 days (aPR=2.9, 95% CI:
1.3–6.5) was associated with increased prevalence of stigma.
Conclusions: Approximately one in four Mpox survivors experienced stigma, with a higher prevalence among females and
those with prolonged hospitalisations. Marriage was protective among females, whereas prolonged hospitalisation was a key
driver among males. The most common concerns were about disclosure and the public’s attitude towards Mpox. Efforts to
reduce stigma could prioritize public education and provision of psychosocial support, especially for survivors with extended
hospital stays. Gender-sensitive programs may address the unique stigma experiences of different sexes.
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Introduction
Stigma is the negative association between a person or
group of people who share certain characteristics and or a
specific disease [1]. Stigma associated with infectious
diseases has long been recognised as a major barrier to
effective public health response and survivor wellbeing [2].
During infectious disease outbreaks, including Ebola and
COVID-19, survivors often experience discrimination,
social exclusion, and limited access to healthcare services
[3,4,5]. These experiences compromise mental health and
hinder reintegration into communities [2]. In the context of
mpox, stigma has been driven by public anxiety,
misinformation, particularly through media reporting and
the presence of physically visible lesions that may leave
permanent scars, provoking discriminatory attitudes [6].
Although mpox is endemic in some African regions, its
spread in Western countries was linked to sexual behaviour
among men who have sex with men, fueling stigma and
discrimination [7, 8, 9].

Sub-Saharan Africa has repeatedly experienced
stigma-prone outbreaks [10]. Uganda, in particular, has
faced outbreaks such as Ebola and COVID-19, during
which survivors reported widespread stigmatisation [3,11].
Additionally, during the Ebola epidemic, survivors were
frequently subjected to community rejection, livelihood
disruptions, and psychological distress [12]. In the same
Ebola outbreak, Uganda implemented measures in
partnership with organizations to support survivor
reintegration through livelihood restoration, community
sensitization, and psychosocial support [13,14]. While
these approaches alleviated stigma for some, they
inadvertently exacerbated it for others [3].

On July 24, 2024, Uganda confirmed its first cases of mpox
and subsequently reported a steady increase in case
numbers, hospital admissions, and recoveries over the
study period [15]. By the end of January 2025, KMA, in
central Uganda, had approximately 60% of the total
national mpox burden [16, 17]. Understanding the
dynamics and consequences of stigma among mpox
survivors is critical for designing effective public health
interventions and fostering supportive environments for
affected individuals [2]. To inform Uganda’s mpox
outbreak response and contribute to stigma-reduction
strategies, we determined the prevalence and associated
factors of stigma among survivors of mpox in KMA, the
central region of the country.

Methods
Study design and setting

We conducted a cross-sectional study among mpox
survivors who were diagnosed and discharged from the
mpox treatment unit in KMA from August 2024 to January
2025. By the end of January 2025, Uganda had close to
2,500 mpox cases and 16 deaths [16]. We selected KMA

because it contributed approximately 60% of the national
caseload [17]. KMA is Uganda’s central and most
populous urban zone, made up of Kampala City, Wakiso,
and Mukono Districts [18]. Kampala City hosts
approximately 1.7 million residents, but its daytime
population exceeds 2.5 million due to commuting. Wakiso
District, with about 3.4 million people, is Uganda’s most
populous and fastest-growing district. Mukono has a
population of roughly 929,000 people and presents a mix
of urban and rural characteristics [19]. KMA is Uganda’s
urban and economic hub, but grapples with challenges
such as unregulated urban growth, high infectious disease
risk, and unequal access to healthcare [18, 20].

Study population

We calculated the sample size using the Kish Leslie
formula (1965), at a 95% confidence level and a prevalence
of 50% due to the absence of previous data on mpox
stigma in Uganda:

nadj = 𝑛
1−non-response rate

where: n=sample size, Z= Z-score for 95% confidence
(1.96), P= estimated prevalence (0.5), d = margin of error
(0.05), giving 384 participants. To account for a potential
10% non-response rate, the sample size was adjusted using
the formula:

Final adjusted sample size

𝑛adj =
𝑛

1 − non-response rate
The final calculated sample size was 427 participants.

From the discharge register at the mpox treatment unit, we
included adult (≥18years) mpox survivors and residents of
KMA who had previously been diagnosed, treated, and had
no known history of mental illness. Individuals with
mental illness may have an altered capacity to accurately
reflect on and report internal experiences, which could bias
or misrepresent stigma levels in the study [21]. We
excluded those who had incomplete or missing phone
contact information. We used stratified random sampling
to ensure proportional representation of mpox survivors
from the three districts in KMA (Kampala, Wakiso, and
Mukono). We enlisted eligible mpox survivors from the
discharge register and made district-specific lists as
sampling frames. We randomly and proportionately
selected participants from each list. All participants
provided informed consent to participate in the study.

Data collection and study variables

Data were collected during February 2025 by a trained
study team of public health officers. Using contact
information from the treatment unit registers and with the
help of the village health team, the study team traced and
visited participants at their homes or workplaces, where
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Figure 1. Selection and sampling of study participants in Kampala Metropolitan Area, August 2024–January 2025

they administered a structured questionnaire in a private
setting.

The data tool contained sociodemographic characteristics,
mpox-related questions and a 24-item stigma scale. The
primary outcome variable was stigma among mpox
survivors, defined as self-reported experiences of
discrimination, social rejection, or reduced opportunities
following illness. For analysis, stigma was categorised as
present or absent. The independent variables included a
range of sociodemographic, clinical, and stigma-related
questions.

Sociodemographic variables were age, sex, marital status,
highest level of education attained, occupation, and place
of residence. Age was grouped into 18–24, 25–34, 35–44,
and ≥45 years by collapsing the standard 5-year age bands
used in the Uganda Demographic and Health Survey [22].
Clinical variables included length of hospital stay and
comorbidities, defined as any chronic or pre-existing
condition in addition to mpox. These included
self-reported or clinically documented conditions such as
hypertension, diabetes mellitus, HIV infection,
tuberculosis, and other long-term illnesses.

We adapted an mpox stigma scale previously used during
the survey of pain and stigma experiences in Baltimore
during the 2022 mpox outbreak [23]. This tool was based
on the validated and abbreviated HIV Berger Stigma Scale,
encompassing four domains: personalised stigma,
disclosure concerns, negative self-image, and public
attitudes [24, 25]. To ensure cultural relevance and
applicability to mpox survivors rather than those with
active disease, four items were removed, including
statements related to sexual orientation, LGBTQ
community perceptions, the stigmatising nature of the term
“monkeypox,” and efforts to conceal infection.

Data management and analysis

Descriptive analysis was done for socio-demographic
characteristics using STATA version 17.0 (StataCorp LLC,
College Station, TX, USA) and presented in frequency
tables. To assess the potential impact of participant
withdrawal on the study findings, we compared the
demographic characteristics of participants who withdrew
with those who completed the study. Descriptive analyses
were conducted for age, sex, and duration of hospitalization
to evaluate whether important differences existed between
the two groups using the Chi-square (χ²) test.

Responses to stigma questions were scored 2 for “strongly
agree” and “agree” responses and 1 for “disagree” and
“strongly disagree”. With a maximum score of 40 and a
minimum of 20, stigma was measured on a scale ranging
from 20 to 40. To create a binary variable, we used a
cut-off score of 30, the midpoint of the possible range.
Scores ≥30 were categorized as ‘stigma: Yes’ (indicating
presence of stigma), and scores <30 as ‘Stigma: No’
(indicating absence of stigma). Modified Poisson
regression was performed to determine factors associated
with stigma.

To assess potential effect modification by sex, we stratified
the dataset by sex and conducted separate modified Poisson
regression models for male and female participants. Within
each stratum, we estimated adjusted prevalence ratios
(aPR) and 95% confidence intervals for the association
between predictor variables and stigma. The same set of
covariates was included in both male and female-specific
models to allow comparability. Stratified estimates were
then examined to identify differences in the magnitude or
direction of associations between the two groups.

Ethics approval and consent to participate

This study was in response to a public health emergency
and was therefore determined to be non-research. The
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Table 1. Sensitivity analysis of the characteristics betweenMpox survivors who completed the study and those who withdrew, Kampala
Metropolitan Area, August 2024–January 2025

Characteristic Completed n=346 (%) Withdrawn n=81 (%) 𝝌2 p-value
Age (years) 2.17 0.54

18–24 70 (20) 20 (25)
25–34 162 (47) 35 (43)
35–44 84 (24) 18 (22)
≥45 30 (9) 8 (10)

Sex 0.12 0.73
Female 149 (43) 33 (41)
Male 197 (57) 48 (59)

Hospital stay (days) 0.66 0.72
1–7 232 (67) 51 (63)
8–14 88 (25) 21 (26)
>14 26 (8) 9 (11)

Ministry of Health (MoH) gave permission to conduct the
study. In agreement with the International Guidelines for
Ethical Review of Epidemiological Studies by the Council
for International Organizations of Medical Sciences (1991)
and the Office of the Associate Director for Science, US
CDC/Uganda, it was determined that this activity was not
human subject research and that its primary intent was
public health practice or disease control activity
(specifically, epidemic or endemic disease control activity).
This activity was reviewed by the US CDC and was
conducted consistent with applicable federal law and CDC
policy. §§See, e.g., 45 C.F.R. part 46, 21 C.F.R. part 56; 42
U.S.C. §241(d); 5 U.S.C. §552a; 44 U.S.C. §3501 et seq.
All experimental protocols were approved by the US CDC
human subjects review board (The National Institute for
Occupational Safety and Health Institutional Review
Board) and were performed in accordance with the
Declaration of Helsinki.

Permission to conduct the study was also granted by the
districts’ health offices. We obtained informed consent
from all the participants who were aged 18 years or older
(legal age in Uganda). Verbal consent was sought for
timely data collection to inform public health action and
minimise physical contact to prevent possible spread of
mpox and other infectious diseases to the study participants
and the investigating team. The investigators informed
participants about the aim of the study and that their
participation was voluntary, free to withdraw from the
study at any time without giving a reason. All the
information provided was handled confidentially. We did
not collect any personal identifying information. We stored
the data in a password-protected computer and only shared
it with the investigation team.

Results
A total of 427 mpox survivors were selected from the
treatment unit discharge list. Forty-seven were excluded
due to incomplete contact information and replaced to
maintain the sample size. Of the eligible participants, 81

Table 2. Socio-demographic characteristics of Mpox survivors in
Kampala Metropolitan Area, August 2024–January 2025

Characteristics (n=346) Frequency (%)
Age (years)

18–24 70 (20)
25–34 162 (47)
35–44 84 (24)
≥45 30 (9)

Sex
Female 149 (43)
Male 197 (57)

Marital status
Single 138 (40)
Married 151 (44)
Separated/Widowed 57 (16)

Education
No formal education/Primary 130 (38)
Secondary 161 (46)
Tertiary 55 (16)

Sex work
No 312 (90)
Yes 34 (10)

Hospital stay (days)
1–7 232 (67)
8–14 88 (25)
>14 26 (8)

Co-morbidities
No 228 (66)
Yes 118 (34)

(19%) withdrew, leaving 346 who completed the study
(81% response rate). Participants were predominantly from
Kampala (67%), followed by Wakiso (29%) and Mukono
(4%) (Figure 1). Those who withdrew were
demographically similar to those who completed the study
(Table 1).
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Figure 2. Responses to questions under each stigma domain among mpox survivors in Kampala Metropolitan Area, August 2024–
January 2025

Sociodemographic and clinical characteristics of
study participants

The median age for the participants was 30 years (IQR=
25–36). Among the 346 participants, 197 (57%) were
males. Most (44%) of the participants were married, 46%
had attained secondary education, and 10% identified as
sex workers. The majority (66%) had spent 1-7 days
admitted to the isolation facility. Most (66%) reported
absence of comorbidities (Table 2).

Prevalence of stigma among study participants

Overall, 87 participants met the predefined threshold for
stigma according to the study criteria, corresponding to a
prevalence of 25% (95% CI: 21%-30%). Most participants
reported concerns about public attitudes (n=158; 46%) and
disclosure concerns (n=156; 45%) (Figure 2).

Factors associated with stigma among study
participants

Males had a lower prevalence of stigma compared to
females (aPR=0.57, 95% CI: 0.39–0.84). The prevalence
of stigma increased with prolonged hospital stay: 8-14 days
(aPR=1.7, 95% CI: 1.10–2.50) and >14 days (aPR=2.5,
95% CI: 1.3–4.5). The rest of the other factors were not
statistically significant (Table 3).

Adjusted prevalence ratios for stigma among female
mpox survivors

Among females, being married was significantly associated
with lower prevalence of stigma (aPR=0.48, 95% CI: 0.26–
0.87) (Table 4).

Adjusted prevalence ratios for stigma among male
mpox survivors

Among males, staying in hospital for more than 14 days
was significantly associated with a higher prevalence of
stigma (aPR=2.9, 95% CI: 1.3–6.5). There was no
significant association between stigma and other variables
(Table 5).

Discussion
This study assessed significant stigma, as defined by a
predefined threshold and its associated factors, among
mpox survivors in central Uganda. Overall, one in four
survivors experienced stigma, primarily driven by external
negative public attitudes. Female survivors and those with
prolonged hospital stays were more likely to report stigma.
Stratified analysis revealed marital status as a determinant
for stigma among females, and length of stay was found to
be a strong determinant among males.

The prevalence of stigma among mpox survivors in our
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Table 3. Factors associated with stigma among Mpox survivors, Kampala Metropolitan Area, August 2024–January 2025

Characteristics Stigma (n=87) (%) No stigma (n=259) (%) cPR (95% CI) aPR (95% CI)
Sex

Female 49 (56) 100 (39) Ref Ref
Male 38 (44) 159 (61) 0.59 (0.41–0.85) 0.57 (0.39–0.84)

Hospital stay (days)
1–7 48 (55) 184 (71) Ref Ref
8–14 29 (33) 59 (23) 1.60 (1.10–2.40) 1.70 (1.10–2.50)
>14 10 (12) 16 (6) 1.90 (1.07–3.20) 2.50 (1.30–4.50)

Age (years)
18–24 18 (21) 52 (20) Ref Ref
25–34 44 (51) 118 (46) 1.06 (0.66–1.70) 1.10 (0.68–1.80)
35–44 21 (24) 63 (24) 0.97 (0.56–1.70) 1.03 (0.58–1.80)
≥45 4 (4) 26 (10) 0.52 (0.19–1.40) 0.51 (0.18–1.50)

Marital status
Single 38 (44) 100 (39) Ref Ref
Married 30 (34) 121 (47) 0.72 (0.47–1.10) 0.76 (0.49–1.20)
Separated/Widowed 19 (22) 38 (14) 1.20 (0.77–1.90) 1.30 (0.78–1.70)

Education
No formal education/Primary 35 (40) 95 (37) Ref Ref
Secondary 38 (44) 123 (47) 0.88 (0.59–1.30) 0.86 (0.59–1.30)
Tertiary 14 (16) 41 (16) 0.95 (0.55–1.60) 1.01 (0.59–1.70)

Sex work
No 80 (56) 232 (90) Ref Ref
Yes 7 (44) 27 (10) 0.80 (0.40–1.60) 0.58 (0.29–1.20)

Co-morbidities
No 53 (61) 175 (68) Ref Ref
Yes 34 (39) 84 (32) 1.20 (0.86–1.80) 0.90 (0.61–1.40)

Table 4. Factors associated with stigma among female survivors, Kampala Metropolitan Area, August 2024–January 2025

Characteristics Stigma n=49 (%) No stigma n=100 (%) cPR (95% CI) aPR (95% CI)
Marital status

Single 24 (39) 37 (61) Ref Ref
Married 10 (20) 39 (80) 0.52 (0.27–0.98) 0.48 (0.26–0.87)
Separated/Widowed 15 (38) 24 (62) 0.98 (0.59–1.62) 1.02 (0.58–1.81)

Sex Work
No 42 (36) 74 (64) Ref Ref
Yes 7 (21) 26 (79) 0.59 (0.29–1.20) 0.53 (0.26–1.08)

Age (years)
18–24 10 (29) 25 (71) Ref Ref
25–34 28 (39) 44 (61) 1.40 (0.75–2.50) 1.50 (0.83–2.70)
35–44 9 (27) 25 (73) 0.93 (0.43–2.00) 1.10 (0.53–2.40)
≥45 2 (25) 6 (75) 0.88 (0.24–3.30) 1.10 (0.26–4.60)

Length of stay (days)
1–7 29 (28) 75 (72) Ref Ref
8–14 18 (44) 23 (56) 1.60 (0.99–2.50) 1.60 (0.99–2.70)
>14 2 (50) 2 (50) 1.80 (0.64–5.03) 1.40 (0.58–3.40)

Comorbidities
No 31 (30) 71 (70) Ref Ref
Yes 18 (38) 29 (62) 1.30 (0.79–2.01) 0.88 (0.54–1.50)

Education level
No formal education/Primary 23 (35) 42 (65) Ref Ref
Secondary 19 (27) 51 (73) 0.77 (0.46–1.30) 0.72 (0.45–1.20)
Tertiary 7 (50) 7 (50) 1.41 (0.76–2.60) 1.12 (0.58–2.10)
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Table 5. Factors associated with stigma among male survivors, Kampala Metropolitan Area, August 2024–January 2025

Characteristics Stigma n=38 (%) No stigma n=159 (%) cPR (95% CI) aPR (95% CI)
Length of stay (days)

1–7 19 (15) 109 (85) Ref Ref
8–14 11 (23) 36 (77) 1.60 (0.81–3.07) 1.80 (0.85–3.70)
>14 8 (36) 14 (64) 2.40 (1.20–4.90) 2.90 (1.30–6.50)

Sex work
No 38 (19) 158 (81) Ref Ref
Yes 0 (0) 1 (100) NA NA

Age (years)
18–24 8 (23) 27 (77) Ref Ref
25–34 16 (18) 74 (82) 0.78 (0.37–1.70) 0.81 (0.34–1.80)
35–44 12 (24) 38 (76) 1.05 (0.48–2.30) 0.97 (0.38–2.50)
≥45 2 (9) 20 (91) 0.40 (0.09–1.20) 0.28 (0.07–1.10)

Comorbidities
No 22 (17) 104 (83) Ref Ref
Yes 16 (22) 55 (78) 1.30 (0.73–2.30) 0.82 (0.47–1.60)

Education level
No/Primary 12 (18) 53 (82) Ref Ref
Secondary 19 (21) 72 (79) 1.10 (0.59–2.20) 1.10 (0.58–2.01)
Tertiary 7 (17) 34 (83) 0.92 (0.40–2.20) 0.96 (0.44–2.30)

Marital status
Single 14 (18) 63 (82) Ref Ref
Married 20 (20) 82 (80) 1.08 (0.58–2.00) 1.10 (0.55–2.30)
Separated/Widowed 4 (22) 14 (78) 1.20 (0.40–3.30) 1.90 (0.64–5.70)

study was substantial, implying that stigma remains a
significant consequence of infectious disease outbreaks
even after clinical recovery. This aligns with evidence
from other settings. In Nigeria, nearly half of mpox
survivors reported stigma-related experiences such as
social exclusion and discrimination following the
2017–2018 outbreak [26]. Similarly, during the 2022 mpox
outbreak, survey data from the United States revealed that
individuals with confirmed mpox infection perceived some
levels of stigma [23]. These findings demonstrate that
stigma is not only common among mpox survivors but may
also persist for an unknown duration beyond illness
recovery. To our knowledge, this is the first study assessing
stigma specifically among mpox survivors in Uganda.
Previous studies on disease outbreaks in the country,
including Ebola virus disease and COVID-19, have
similarly highlighted stigma experiences among survivors
[3, 27]. This underscores the importance of integrating
stigma mitigation strategies into outbreak response efforts
to improve the well-being of both individuals with active
disease and survivors [8, 28].

The most commonly reported concerns among survivors
related to negative public attitudes, including being treated
as outcasts and experiencing impacts on employment. This
aligns with other studies in which survivors reported
rejection and discrimination by those around them [29, 30].
These experiences also reflect findings from previous
research showing that visible symptoms, fear of contagion,
and misinformation contribute to public stigma and social
exclusion [4, 7, 31]. Such experiences can hinder recovery

and community reintegration of survivors [29, 32].
Consequently, public health interventions could address
both individual support and community-level education to
dispel myths, reduce prejudice, and foster inclusive
attitudes [4].

Our study revealed that females experienced a higher
prevalence of stigma compared to males. This finding
aligns with evidence from previous research showing that
gender significantly influences the perception and
experience of stigma in health-related contexts. Women
often bear a disproportionate burden of social
consequences following illness due to pre-existing gender
inequities, cultural norms, and caregiving expectations
within households and communities [33, 34]. In outbreaks
of emerging and re-emerging infectious diseases, gender
experiences of stigma have been consistently documented.
For example, studies conducted during the Ebola virus
disease epidemics in West Africa and the Democratic
Republic of Congo demonstrated that women were more
likely to be stigmatized, often due to their central role as
caregivers, which increased their exposure and community
suspicion [35, 36]. Similarly, during the COVID-19
pandemic, women frequently reported greater psychosocial
distress and stigmatization, compounded by social roles
and economic vulnerabilities [37, 38].

Several mechanisms may explain the higher stigma
observed among females in our study. First, women in
many African settings face entrenched cultural stereotypes
that exacerbate discrimination when they are associated
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with infectious diseases [39]. Second, economic
dependence and lower decision-making power can limit
their ability to resist or cope with stigmatizing behaviors
[40]. Third, women may also be more visible in health-care
seeking and isolation facilities, which can inadvertently
expose them to labeling within their communities [41].

Hospitalization has been shown to increase vulnerability to
stigma across various infectious diseases. Prolonged
hospital stays may be interpreted as markers of disease
severity or infectiousness, amplifying fear and
discrimination within communities [42, 43]. These
interpretations are supported by studies from the
COVID-19 and Ebola outbreaks, which demonstrated that
longer duration of quarantine or hospitalization was
strongly associated with stigma and social rejection [3, 29,
37, 44].

Stratified analysis revealed important sex-specific patterns.
Among females, being married was protective against
stigma, while among males, prolonged hospitalization was
the strongest predictor. These differential predictors
suggest effect modification by sex, which is consistent with
literature indicating that men and women experience
stigma differently due to gender norms, roles, and social
expectations [45, 46].

Among women only, marriage appeared to buffer stigma
likely due to increased social support and perceived social
legitimacy. Similar findings have been observed in HIV
and mental health research, where married individuals
often reported lower levels of perceived stigma due to
familial and community acceptance [5, 47]. This protective
effect may reflect Uganda’s sociocultural context, in which
marital status can shape how health conditions are
interpreted and socially responded to [48].

In contrast, among men, extended hospitalization was
associated with stigma. This may be due to the complex
interplay between gender roles, illness experience, and
societal expectations that men remain strong and
self-reliant. In the Ugandan context, cultural expectations
often dictate that men embody resilience and self-reliance,
and an extended period of illness may contradict these
norms, thereby exposing them to judgment and
stigmatization [49, 50]. In our study, it is plausible that
longer hospitalization among men amplified visibility of
their illness, reinforcing perceptions of weakness or
contagion, which in turn heightened experiences of stigma.
Similar findings have been described among people living
with HIV, where men undergoing repeated or prolonged
treatment encounters reported intensified stigma compared
to their female counterparts [42]. The sex differences in
stigma experiences imply the incorporation of a gendered
approach to stigma.

Implications of the study

Our findings have practical implications for outbreak
response. Interventions targeting stigma reduction should
prioritise psychosocial support for men with prolonged
hospital stays, particularly addressing cultural narratives
that associate illness with diminished masculinity.
Moreover, integrating stigma screening into hospital
discharge planning may help identify at-risk groups early
and link them to community reintegration programs. By
acknowledging sex as an important determinant of stigma,
public health responses can become more responsive and
equitable in supporting survivors of emerging infectious
diseases. Further studies could assess the trajectory of
stigma over time through longitudinal follow-up of
survivors, and to explore how prolonged hospitalization
mediates stigma among men. Validation of brief stigma
measurement tools tailored to the Ugandan context could
strengthen monitoring and ensure stigma is tracked as a
routine program indicator. Such evidence would inform
sustainable stigma-mitigation policies that support
equitable access to care and survivor wellbeing.

Study limitations

One of the main limitations was reliance on participants’
self-reports, which may have brought about information
bias where participants may underreport their negative
experiences and give information that does not accurately
reflect their true feelings. To mitigate this, we ensured
confidentiality and privacy during interviews and trained
data collectors to create a safe, nonjudgmental
environment. The exclusion of individuals with a history
of mental illness and those with incomplete or missing
phone contact information may have affected the study
findings, as these groups may also experience stigma,
potentially leading to an underestimation of the prevalence
and associated factors for stigma. These exclusions were
necessary to ensure reliable self-reporting and
completeness of data. By applying these criteria
consistently, the study minimised information bias and
enhanced internal validity, allowing robust estimation of
factors associated with stigma among clinically stable
mpox survivors.

Conclusions
Approximately one in four Mpox survivors experienced
stigma, with higher prevalence among females and those
with prolonged hospitalization. Stratified analysis revealed
distinct gendered patterns: marriage was protective against
stigma among females, whereas prolonged hospitalization
was a key driver among males. Survivors also reported
significant concerns about disclosure and negative public
attitudes toward Mpox. These findings highlight the need
for psychosocial support and community-based stigma
reduction strategies during and after recovery. Further
studies are recommended to evaluate the long-term impact
of stigma among survivors.
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What is already known about this topic

• Stigma affects health-seeking behaviour and
adherence to care among sufferers and survivors of
infectious diseases

• Limited evidence exists on the burden and
determinants of stigma among mpox survivors,
especially in sub-Saharan Africa.

• Previous studies on stigma have focused mainly
on HIV, tuberculosis and Ebola, mpox-related
stigma remains poorly documented and inadequately
addressed.

What This Study Adds

• Provides the first quantitative study on stigma levels
among mpox survivors in central Uganda.

• Identifies key determinants of stigma, including sex,
severity of illness, prolonged hospitalization and
community perceptions that can inform interventions.

• Highlights gender variations in stigma, showing that
females experience higher stigma than males.

• Generates evidence to guide integration of
psychosocial support into mpox case management
and post-recovery follow-up programs.
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