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Abstract

Background
Lung cancer is a common malignancy and an important cause of cancer-related mortality. Institution-
al data from Eastern Nepal are limited.

Materials and Methods
A descriptive hospital-based cross-sectional study was conducted in the Clinical Oncology depart-
ment of Nobel Medical College Teaching Hospital, Biratnagar, Nepal. Records of 50 confirmed lung 
cancer patients registered from January 2023 to December 2023 were reviewed. Data were retrieved 
from the oncology registry and hospital medical records and analyzed using descriptive statistics.

Results
The mean age was 63.6 ± 11.3 years, with a median age of 68 years (range 27-79 years). Males and 
females were equally represented (25 each, 50.0%). Stage IV disease was observed in 30 (60.0%) 
patients and Stage III disease in 20 (40.0%) patients. Adenocarcinoma was the most common histo-
logical subtype (22, 44.0%), followed by squamous cell carcinoma (16, 32.0%) and small cell carci-
noma (4, 8.0%). Smoking history was present in 35 (70.0%) patients.

Conclusion
Lung cancer patients attending Nobel Medical College Teaching Hospital predominantly presented 
at advanced stages, and adenocarcinoma was the leading histological subtype. 
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Introduction
Lung cancer is one of the most frequently di-
agnosed malignancies and remains a leading 
cause of cancer-related mortality worldwide [1-
3]. Its high mortality is largely related to aggres-
sive tumor biology, delayed symptom recogni-
tion, and diagnosis at advanced stages.
In Nepal, the burden of cancer is increasing with 
the epidemiological transition toward non-com-
municable diseases [4-7]. Lung cancer remains 
among the major cancers reported nationally, 
especially among males. In Eastern Nepal, in-
stitutional data describing stage at presentation, 
smoking status, and histological pattern are still 
limited, although such information is useful for 
planning early detection and referral services.
This study aimed to describe the clinicopatho-
logical profile, including smoking status, histo-
logical subtype, and stage at presentation, of 
lung cancer patients attending Nobel Medical 
College Teaching Hospital in Eastern Nepal.

Materials and Methods
This descriptive hospital-based cross-sectional 
study was conducted in the Clinical Oncology 
Department of Nobel Medical College Teaching 
Hospital, Biratnagar, Morang, Nepal. The study 
reviewed records of lung cancer patients reg-
istered from January 2023 to December 2023. 
Ethical approval was obtained from the Institu-
tional Review Committee of Nobel Medical Col-
lege Teaching Hospital (Ref No: 27/2024; May 
4, 2024), and patient confidentiality was strictly 
maintained. Patients of all age groups and both 
sexes with histologically and/or radiologically 
confirmed lung cancer were included. Patients 
with incomplete medical records and suspected 
cases without confirmation were excluded. Be-
cause this was a complete-record review of all 
eligible patients registered during the defined 
study period, no separate sample size calcula-
tion was performed. Census sampling was used, 
and the final sample size was 50 patients after 
applying the inclusion and exclusion criteria.
Data were retrieved from the Clinical Oncology 
registry and hospital medical record section us-
ing a structured data collection proforma. Vari-
ables included age, sex, residence, smoking 
status, histological type, and stage at presenta-
tion. Histological type was categorized as ade-
nocarcinoma, squamous cell carcinoma, small 

cell carcinoma, or others/uncategorized based 
on pathology reports. Staging was document-
ed according to the American Joint Committee 
on Cancer tumor, node, and metastasis staging 
system [8]. Data were entered in Microsoft Excel 
and analyzed using descriptive statistics. Cate-
gorical variables were summarized as frequen-
cy and percentage, while continuous variables 
were summarized as mean ± standard deviation 
and median with range.

Results
A total of 50 lung cancer patients were included. 
The mean age was 63.6 ± 11.3 years, and the 
median age was 68 years (range 27-79 years). 
Male and female patients were equal in number 
(25 each, 50.0%). Most patients were aged 60-
79 years (35, 70.0%). All patients presented with 
advanced-stage disease (Stage III or Stage IV).

Table 1: Baseline Characteristics of Lung Cancer Pa-
tients (n=50)

Characteristic Frequency/
Value

Percent-
age (%)

Age, years (mean ± SD) 63.6 ± 11.3 -
Age, years (median, range) 68 (27-79) -
<40 years 1 2.0
40-59 years 14 28.0
60-79 years 35 70.0
>=80 years 0 0.0
Male 25 50.0
Female 25 50.0
Male:Female ratio 1:1 -
Recorded residence in Nepal 42 84.0
Recorded residence outside 
Nepal (India)

6 12.0

Residence not recorded 2 4.0

Table 2: Stage Distribution of Lung Cancer Patients 
(n=50)

Stage Frequency (n) Percentage (%)
Stage IV 30 60.0
Stage III 20 40.0
Total 50 100.0

Table 3: Histological Distribution of Lung Cancer Pa-
tients (n=50)

Histology Frequency 
(n)

Percentage 
(%)

Adenocarcinoma 22 44.0
Squamous cell carcinoma 16 32.0
Small cell carcinoma 4 8.0
Others/Uncategorized 8 16.0
Total 50 100.0
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Table 4: Smoking Status Distribution of Lung Cancer 
Patients (n=50)
Smoking Status Frequency (n) Percentage (%)
Smoker 35 70.0
Non-smoker 15 30.0
Total 50 100.0

Table 5: Smoking Status by Histological Subtype (n=50)

Histology Smoker n 
(%)

Non-smoker 
n (%)

Total n 
(%)

Adenocarcinoma 11 (50.0) 11 (50.0) 22 (44.0)
Squamous cell carci-
noma

16 (100.0) 0 (0.0) 16 (32.0)

Small cell carcinoma 4 (100.0) 0 (0.0) 4 (8.0)
Others/Uncategorized 4 (50.0) 4 (50.0) 8 (16.0)
Total 35 (70.0) 15 (30.0) 50 (100.0)

Discussion
This descriptive cross-sectional study provides 
an overview of lung cancer patients attending a 
tertiary care teaching hospital in Eastern Nepal. 
Patients had a mean age of 63.6 years, and both 
sexes were equally represented. The major find-
ing was advanced-stage presentation in all in-
cluded cases, with Stage IV disease accounting 
for 30 (60.0%) patients. This highlights a sub-
stantial burden of late-stage presentation and 
suggests barriers to early detection and timely 
referral. Late-stage presentation of lung cancer 
is commonly reported in low- and middle-income 
countries. Several factors may contribute to de-
layed diagnosis, including limited awareness 
of early symptoms, delayed health-seeking be-
havior, limited access to diagnostic imaging and 
pathology services, and financial constraints. In 
Nepal, geographic barriers and limited special-
ized oncology services may further delay diag-
nosis and treatment initiation.
Smoking history was present in 35 (70.0%) pa-
tients, supporting the continued importance of 
tobacco exposure in the local lung cancer bur-
den [9, 10]. In the histology-specific analysis, 
all patients with squamous cell carcinoma and 
small cell carcinoma were smokers, while ade-
nocarcinoma occurred equally among smokers 
and non-smokers. Household air pollution from 
biomass fuel combustion is also common in 
rural Nepal and may contribute to lung cancer 
risk among never-smokers [11]. These findings 
support tobacco control, smoking cessation pro-
grams, and measures to reduce indoor air pol-
lution. Adenocarcinoma was the most common 
histological subtype, followed by squamous cell 
carcinoma and small cell carcinoma. This pat-

tern is consistent with global trends in which 
adenocarcinoma has become the leading his-
tological type of lung cancer [12]. Squamous 
cell carcinoma remains strongly associated with 
tobacco exposure and continues to account for 
a substantial proportion of cases in developing 
settings.
The absence of early-stage lung cancer in this 
cohort suggests limited early diagnostic path-
ways and lack of organized screening. Low-
dose computed tomography screening has been 
shown to reduce lung cancer mortality among 
high-risk populations; however, implementa-
tion in resource-limited settings such as Nepal 
remains challenging [13]. Strengthening early 
symptom recognition, referral pathways, imag-
ing access, and biopsy services may help shift 
diagnosis toward earlier stages [14].
This study was hospital-based and may not rep-
resent the population-level pattern of lung can-
cer in Nepal. The sample size was small for a 
12-month period, which may reflect low oncolo-
gy registry enrollment, referral to other centers, 
and incomplete capture of all lung cancer cases. 
The address variable was recorded as locality 
rather than a standardized urban/rural classifi-
cation, and occupational exposure history could 
not be analyzed due to incomplete documenta-
tion. Furthermore, radiotherapy services were 
not available at Nobel Medical College Teach-
ing Hospital during the study period, which may 
have influenced referral patterns and treatment 
pathways.

Conclusion
Lung cancer patients attending Nobel Medi-
cal College Teaching Hospital predominantly 
presented with advanced-stage disease, with 
Stage IV disease being the most common stage 
at diagnosis. Adenocarcinoma was the leading 
histological subtype followed by squamous cell 
carcinoma. A high proportion of patients had a 
smoking history, highlighting tobacco use as a 
major contributing factor to lung cancer burden 
in Eastern Nepal. Strengthening tobacco control 
policies, smoking cessation programs, public 
awareness initiatives, and early diagnostic ser-
vices may help reduce late-stage presentation 
and improve patient outcomes.
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