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Abstract— Cervical cancer turned into a reason of extreme
mortality even though it is preventable. The expansion rate of
cervical cancer is at alarming rate internationally, including
both developed (e.g. New Zealand) and developing (e.g.
Bangladesh) countries. This study considers survey data
collected from Chittagong Medical College Hospital in
Bangladesh and other secondary data from open sources.
Studies have uncovered that younger women aged from 25 to
34 tend not to react to cervical screening program. Without
regular cervical cancer screening, the early changes that could
progress to cervical cancer suffering would not be picked up.
This study aims to address these concerns by proposing a
cervical screening intervention program to encourage women
of all age group to participate in the screening program. The
intervention could contribute to the health sector by
decreasing the cervical cancer mortality rate and associated
cost. The preliminary investigation shows that about 96%
screening take-up following such intervention program
suggesting that a proper intrinsic motivated cervical cancer
intervention program is required.
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L. INTRODUCTION

Cancer is anticipated to be an inexorably imperative
reason for morbidity and mortality in the following
couple of decades, in all parts of the world [1]. Cervical
cancer is the second most common female tumor
worldwide [2] which forms in tissues of a cervix i.e. the
lower part of a person’s uterus [3]. Early pap smear test
may prevent mortality but not all women are willing to
receive it in the appropriate time interval [4]. Data from
the US National Center for health statistics in 2017
reveals that only 69% percent had pap smear tests in last
three years. Women below 18 years were not interested in
pap smear test [5]. The determined changes in population
socioeconomic in the following two decades imply that
regardless of the possibility that current worldwide
disease rates stay unaltered, the evaluated rate of 12.7
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million new cancer cases in 2008 will ascend to 21.4
million by 2030 [6].

There are 1.3 to 1.5 million cancer patients in
Bangladesh, with around 200,000 patients recently
diagnosed to have cancer every year [7]. In the coming
years, the expansion in populace and lifespan will bring
an increment in the quantity of cancer patients in
Bangladesh. At the point when consolidated with
populace maturing, the expansion in cancer commonness
is unavoidable. Keeping pace with the request will require
a noteworthy government sense of duty regarding disease
aversion and remedial administrations in the coming
years.

In New Zealand, around 160 women develop cervical
cancer every year — and around 50 die from it. Every year
there are 25,000 strange Pap smear test results among
New Zealand women while normal three-yearly cervical
cancer tests are prescribed for all women matured 20 to
70 who have ever been sexually active [8]. Without
cervical cancer screening, around one out of 90 women
would develop cervical cancer and one out of 200 may
die from it while with cervical cancer screening, around
one out of 570 would develop cervical cancer and one out
of 1280 may die from it [9].

Cervical cancer could be exceedingly preventable in
many nations because of a wide accessibility of the
screening test and immunization to avert human
papilloma infection (HPV) disease. HPV is the primary
cause of cervical cancer and has been recognized in 90 -
100% of cervical cancer growth incidents [10]. In any
case, women are hesitant and reluctant to these cervical
screening tests. An individualized intervention framework
or structure for proposing cervical cancer screening may
urge women to participate in the cervical test and along
these lines, the death rate might be lessened.



II.  PROBLEM

A few studies suggested that the purpose behind lack
of participation in the screening programs could be due to
the absence of adequate data or sufficient knowledge or
motivation about the cause of this form of cancer.
Although numerous community programs and research
have been led to urge women to participate at cervical
screening programs, often they respond late and therefore
desire treatment when the cancer is far advanced,
bringing poor outcomes. These generalized cervical
cancer screening programs are subsequently not
completely used and neglect to accomplish the goal of
empowering early detection. Hence, the proposed study
aims to analyze factors in an intervention program that
fulfills individual needs.

A. An estimation of the sample size

A cross-sectional study was conducted during February-
April 2009 in rural areas of Dadri Tehsil in Uttar Pradesh.
For an expected frequency of 40% of cervical cancer
awareness in the community with 5% absolute allowable
error, 95% confidence level, and an anticipated 20% non-
response level a sample size of 200 was found adequate

[11].
B. Previous work

Utilizing the Garrard (1999) Matrix strategy approach
[12], a modified framework was outlined and utilized as a
literature study as appeared in Table 1. The method
comprised of clear cut segments in which information
identified with the author, year of publication, category and
issues to cervical cancer counteractive action benefit use.
After careful perusing of the article, information identified
related cervical cancer issues and were entered into a matrix
containing columns reflecting the issue categories. The data
description is discussed next.

III. DATA DESCRIPTION

For this study, a total of 600 pamphlets/ questionnaires
have been distributed throughout the region around the
study site and another 400 within the area of the control site
in Bangladesh. However, a total of 300 participants
responded to the questionnaires so far; 200 from the study
site and another 100 from the control site. There was a total
of nine questions set in this study. The data are multivariate
without any missing value (since the questionnaire is filled
by medical doctors and yet not very sensitive personal
question involved here). We asked several questions to the
participants and the answers were recorded by medical
doctors on a weekly basis. The study questionnaire
distributed in the period of two months.
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Table 1: Summary of literature review from 2012 and 2017.
References Issues identified

[13] Cervical cancer knowledge had a
significantly negative relationship with
barriers to cervical cancer screening.
Awareness and HPV  vaccination.
Concerns about the future fertility of the
vaccinated girls.
Age, income, and awareness and cervical
cancer prevention services utilization
among Batswana women.
Cervical cancer remains a significant
cause of mortality in low-income
countries.
American  Cancer  Society
guidelines  suggest  that
screening at the age of 21 or 32.
The burden from disease remains
important because of the difficulty in
implementing in developing countries
due to poverty, lack of healthcare
infrastructures and trained practitioners.

[15]

[16]

[18]

[19] (ACS)

initiating

(20]

Primary HPV screening with partial
genotyping would be more effective and
less costly than the current cytology-
based screening program in New
Zealand.

Estimate the cost of comprehensive
primary and secondary cervical cancer
preventions in low- and middle-income
countries.

A. Data collection

Collecting data about cervical cancer is extremely hard as
women are reluctant to reveal the information [23].
However, our data collection process was successful due to
the involvement of medical doctor and our approach to the
women. For data collection, we have distributed the
questionnaire and cervical cancer awareness pamphlet. We
asked participants to fill up their name, age, pap smear tests
status and request them to participate in cervical cancer
awareness programs under the supervision of a medical
doctor. The questionnaire and details of the participant
remain unrevealed to the public but with a participant
identity number (Appendix A - Table 2).

IV. DATA ANALYSIS TOOLS

Microsoft Excel has been used to keep the record of data
and Special Package for Social Scientist (SPSS) has been
employed to analysis the data for this study.



V. AGE CHARACTERISTICS OF PARTICIPANTS IN
CERVICAL CANCER TAKEUP

The age distribution of the participants in intervention
and control areas in the take-up of cervical cancer are
appeared in Figure 1. The figure uncovers that 3% of the
participants were beneath age 21 years, 32% were in the age
scope of 21-30 years and 38% were between 31-40 years.
Moreover, around 20% of the ladies examined were in the
age scope of 41-50 years, 6% in the scope of 51-60 years
and 1% for the members who were over 60 years. It can
likewise be noticed that 93% of the members were in the
conceptive or reproductive age 15-49 years.
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Fig. 1. Age of participants in the uptake of cervical cancer screening.

VI. PAP SMEAR TEST UPTAKE AT THE STUDY SITE

The consequence of the Pap smear take-up by women in
the study sites in the pre-intervention and amid intervention
periods by age groups of women is shown in Fig. 2. The
proportion of the number of take-up for each age group to
the aggregate in the two-time frames was communicated as
a percentage.

Age 21 to 40 years reacted more than some other age
groups to the requirements for cervical cancer screening
(48% amid the intervention time frame, and 37% for the
pre-mediation period). The pattern of reaction falls with
expanding age. Females over 60 years old once in a while
turned out to the call for standard cervical cancer screening.
In both the pre-intervention and amid intervention the take-
up the example is comparable. Likewise, the total take-up of
Pap spread test was higher during the time of intervention
(200) than in the pre-intervention period (150).
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Fig. 2. Percentage Pap Smear Uptake in the study site

Fig. 2 illustrates the percentage of cervical cancer
screening take-up by age at the study site.

A. Takeup of Pap smear test at the Study Site by week

The results of Pap smear test take-up by weeks at the
study site is appeared in Figure 3. The trends of Pap smear
take-up at the study site throughout the weeks indicates
sustained increments in take-up in the intervention weeks
more than in the pre-intervention weeks. Similar to the
previous analysis, the ratio of the number of take-up for
every week to the aggregate (n=200) was expressed as
percentage. Starting from the beginning of intervention
there was an enduring maintained ascent from 10% in the
first week to 17% in the eighth week. This pattern of
consistent ascent in take-up varies from the fluctuating take-
up pattern experienced in the pre-intervention week (two
months). This is illustrated in Fig. 3.

pap smear test by weeks
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Fig. 3. Uptake of Pap smear test by week at the study site

VII. CONCLUSION

A few studies that have been led on cervical cancer
screening, uncovered distinctive levels of boundaries to
inspire women to participate in the screening program. In
any case, just a few had an obliged examination concerning
the viewpoints that advance reception of cervical cancer
screening conduct by individual woman. None has
concentrated on the individualized intervention for cervical
cancer screening which may help women to distinguish the
danger of having cervical cancer. This study is an endeavor




to support the information reservoir from cervical cancer
that will help women (in any countries) in forming attitudes,
beliefs, and values responsible for satisfactory cervical
cancer screening lifestyle.
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