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Abstract

Introduction: Cervical cancer ranks as the second most frequent cancer among women in 
Malaysia. Although a cervical screening program has been introduced since 1960s and is 
provided free of charge in all government health facilities, the coverage and adherence rate to 
recommendation among Malaysian women remains low.

Objectives: To determine the proportion of non-adherence to Pap smear screening guidelines and 
its associated factors among women attending a health clinic in Malaysia.

Method: A cross sectional study involving 316 women aged 20 to 65 years who had undergone 
a Pap smear. Universal sampling method was applied to select participants among women 
who attended the selected health clinic from January 2013 to May 2013. A self-administered 
questionnaire was used to obtain the socio-demographic characteristics, socio-health data and 
perceptions about cervical cancer and Pap smear screening. The data was analysed using descriptive 
statistics and multiple logistic regression.

Result: The proportion of non-adherence to Pap smear screening was 90.5%. Age, marital status, 
duration of marriage, education level, employment, household income and number of children were not 
significantly associated with non-adherence. Perceived severity, perceived susceptibility, perceived benefit, 
perceived barrier and cues to action did not show significant association with non-adherence to Pap 
smear screening.

Conclusion: Non-adherence to Pap smear screening was high among Malaysian women. Measures 
should be taken to increase Pap smear screening coverage in our country. Other factors beyond 
Health Belief Model that influence Pap smear screening practice among Malaysian women should 
be explored.
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Introduction

Cervical cancer is one of the most important 
health issues among women. It is the fourth 
leading cancer in women worldwide and the 
second most common cancer among women 
in Malaysia.1,2 The number of cervical cancer 
patients in Malaysia in 2003 was 1557, which 
accounted for 12.9% of total female cancers. 
Moreover, the average annual hospital admission 
for cervical cancer was 2000 to 3000 cases per 
year, with the majority of them presenting with 
a FIGO stage II or higher 3. 

Despite all these alarming facts, cervical cancer 
is a preventable disease when proper screening, 

treatment, and follow up is conducted. A 
Papanicolaou (Pap) smear test, which was 
introduced in the 1940s, has the ability to 
detect cervical cancer at the pre-invasive stage.4 
The extensive use of this test has produced 
a tremendous reduction in cervical cancer 
incidence and invasive disease in Western 
countries.5 Subsequently, the National Cancer 
Institute of the United States reported that 
women who have not been screened for cervical 
cancer were three to ten times at greater risk 
of developing invasive cervical cancer.6 Risk 
also increases with long lapses following the 
last normal Pap test or with longer screening 
intervals. As reported by Benedet et al., women 
who do not have Pap smear screening and those 
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whose interval between smears is more than 
3 years are at the highest risk for developing 
cervical cancer.7 

A cervical cancer screening program has been 
in place in Malaysia since the 1960s.8 The 
Ministry of Health Malaysia recommends Pap 
smear screening for all women between the 
ages of 20 and 65 years old who are, or who 
have been, sexually active. If two consecutive 
yearly tests are negative, subsequent screening 
can be done every three years.9 The focus 
groups for the program are women who receive 
family planning help or attend maternal and 
child health clinic.8 Although the test is widely 
available and given for free at public health 
clinics, this program has failed to achieve 
satisfactory screening coverage and a reduction 
in incidences of cervical cancer due to its 
opportunistic nature10,11. In the last five years, 
Pap smear coverage in Malaysia remains around 
22% of estimated eligible women.12 Whereas, 
among cervical cancer patients diagnosed at 
eight major hospitals in Malaysia, 48% reported 
never had a Pap test, while 95% did not have the 
test within the last three years.3 

One of the common theoretical models used to 
understand patients’ practices towards preventive 
behavior is the Health Belief Model (HBM). It 
is a conceptual model that focuses on peoples’ 
perceptions about their illness, beliefs and 
actions related to prevention of the disease, and 
how it affects their health.13 It was created by 
psychologists at the United States Public Health 
Service in the 1950s to understand why people 
could not accept disease preventive activities.13 
The model covers five domains, which are; 
perceived susceptibility, perceived severity, 
perceived benefit, perceived barrier, and cues to 
action. Figure 1 describes these five domains to 
distinguish features of each domain. It has been 
extensively used as a conceptual framework in 
many health behavior studies to understand 
individual health beliefs and intervene in cancer 
screening behaviors.14,15 HBM was also used in a 
local study by Baskaran et al. at the outpatient 
department of one public university hospital 
in Kuala Lumpur to determine the correlation 
between demographic data and perceived 
susceptibility, perceived benefit, and perceived 
barriers for cervical cancer screening.16 

Figure 1: Key domains in the Health Belief Model13

Perceived susceptibility:
This is the perception of one’s own personal risk of developing a particular condition, and it 
involves a subjective evaluation of risk.
Perceived severity:
One’s belief of how serious a condition and its sequel are. This is the degree to which the 
person attributes negative medical, clinical, or social consequences to being diagnosed with an 
illness. 
Perceived benefits:
One’s belief in the efficacy of the advised action to reduce risk or seriousness of impact. It is 
the belief about the effectiveness of different actions.
Perceived barriers:
One’s beliefs about the tangible and psychological cost of the advised action and the
potential negative aspects of a particular action 
Cues to action:
Strategies that people carry out to activate the preventive action, like publicity or bodily 
events. 

Cervical cancer screening is a formidable 
challenge in Malaysia. Lack of knowledge and 
incorrect beliefs about Pap smear screening 
are among the contributing factors to poor 
screening uptake.10,17,18 Therefore, the purpose 
of this study is to determine the non-adherence 
rate of Pap smear screening guidelines in 
Malaysia, evaluate the women’s perceptions 
about cervical cancer and Pap smear screening, 
and assess the association between their beliefs 
and Pap smear screening practice.

Methods 

This was a cross-sectional study conducted 
from January to May 2013 at Klinik Kesihatan 
Bandar Kota Bharu, in Kelantan, Malaysia. 
The sample size was calculated using the 
single proportion formula with an assumption 
of 40.3% non-adherence.19 A final sample 
size was adjusted to 334 after factoring in a 
30% non-response rate. This study used the 
convenience sampling method in view of the 
feasibility of obtaining an adequate sample. 
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All women who attended this clinic during 
the data collection period and fulfilled the 
inclusion criteria were invited to join the 
study. They were recruited by nurses who 
had undergone briefing and training for data 
collection. There were four points of data 
collection, which were the outpatient unit, 
maternal and child unit, extended scope 
clinic, and chronic disease unit, with one 
appointed nurse at each point. The inclusion 
criteria were women between the ages of 
20 and 65 years old, who had Pap smear 
screening at least once and for whom the first 
Pap smear test was done in 2008 or earlier. 
Women who had history of cervical cancer 
were excluded from this study. The year 2008 
was decided as the cut-off point in order to 
identify women who fulfilled the definition 
of adherence. In this study, ‘adherence’ was 
defined according to Malaysian cervical 
cancer screening guidelines, which were that 
the interval between the first Pap test and the 
second Pap test should be one year, and that 
the interval between subsequent tests after 
the second consecutive test should be every 
three years.9 For example, a woman who had 
her first Pap test in 2008 should have had the 
second test in 2009 and the third test in 2012 
if the first two tests were normal. Therefore, 
this woman would be considered adherent. 
Women who did not follow this schedule 
would be considered non-adherent. 

During the data collection period, the purpose 
and conduct of the study was explained to 
the participants, and the confidentiality 
of the data was assured. One set of self-
administered questionnaires, which consisted 
of sociodemographic data, socio-health data, 
and an HBM questionnaire, was given to 
each participant. Socio-health data provided 
information about the years when the Pap test 
were done to assess adherence to Pap smear 
screening guidelines.

The HBM questionnaire was developed based 
on the HBM theory to assess beliefs related to 
cervical cancer and Pap smear screening. Based 
on literature reviews on factors influencing Pap 
smear screening practice, 50 initial items were 
identified and grouped into the five domains 
of the HBM. All items were constructed in 
the Malay language because the majority of 
the targeted population was Malay. Series 
of discussions with three Family Medicine 
Specialists were carried out to ensure good 
content validity and comprehensiveness of the 
questions. The questions were also reviewed by 
15 medical officers and nurses for face validity. 
A pilot study was conducted at five health 
clinics in Kelantan, which involved 50 women 
who attended the clinics during this period. 
The data was analyzed for internal consistency 
using Cronbach’s alpha and exploratory factor 
analysis to evaluate the construct validity. 
Five items were eliminated due to low factor 
loading, which were ‘abnormal Pap test 
leads to cancer cervix,’ ‘possibility of getting 
abnormal Pap test when the previous test 
was normal,’ benefit from regular Pap test,’ 
‘Pap test was not done at closed area,’ and 
‘get individual invitation to do the test.’ The 
final questionnaire consisted of 45 items with 
Cronbach alpha and factors loading, as seen 
in Table 1. The questions were scored using 
a 4-point Likert Scale, except for the ‘cues to 
action’ domain. For the perceived severity, 
susceptibility, and benefit domains, the scoring 
was 4 for ‘strongly agree,’ 3 for ‘agree,’ 2 for 
‘disagree,’ and 1 for ‘strongly disagree.’ The 
scoring was reversed for the perceived barrier 
domain. Cues to action was scored with 1 
for ‘Yes,’ and 0 for ‘No’ and ‘Not applicable.’ 
The scoring is explained in Table 1. The mean 
score for each domain was calculated for 
comparison.

Table 1: Health Belief Model Questionnaire validation and scoring for each domain

Domains Initial
items

Final 
items

Factor 
loading

Cronbach 
alpha

Minimum 
score

Maximum 
score

Perceived severity 10 9 0.47 – 0.79 0.80 9 36

Perceived 
susceptibility

9 8 0.50 – 0.88 0.82 8 32

Perceived benefit 7 6 0.57 – 0.84 0.94 6 24

Perceived barrier 17 16 0.48 – 0.83 0.91 16 64

Cues to action 7 6 0.59 – 0.77 0.77 0 6
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Data entry and analysis were done using 
the SPSS software for Windows Version 20. 
All variables with p-value less than 0.25 on 
bivariate analysis and clinical importance were 
included in the multivariate analysis. The 
significance level for multivariate analysis was 
set at 0.05 with 95% confident intervals.

This study obtained approval from the ethical 
committee of the University Sains Malaysia 
(USMKK/PPP/JEPeM[252.4.(1.3)]) and the 

Malaysia National Medical Research Register 
(NMRR-12-1009-12471).

Results 

A total of 334 eligible women were offered 
a chance to participate in this study. 
However, only 316 women agreed, giving a 
response rate of 94.6%. Socio-demographic 
characteristics of the participants are shown in 
Table 2. 

Table 2. Socio-demographic characteristic of the participants (n=316)
Characteristic n (%) Mean (SD)a

Age 41.2 (9.21)
Marital status

Married 305 (96.5)
Widow 11 (3.5)
Duration of marriage 17.8 (9.18)
Education level 

None 4 (1.3)
Primary 14 (4.4)
Secondary 206 (65.2)
Diploma 79 (25.0)
Degree/Masters/PhD 13 (4.1)
Occupation

Employed 205 (64.9)
Unemployed 111 (35.1)
Household income

<RM1000 142 (44.9)
RM1000 – RM5000 155 (49.1)
>RM5000 19 (6.0)
No. of children		  3.9 (1.85)

a 	 Standard deviation

Of the 316 participants, 286 women were found to be non-adherent to screening guidelines, 
resulting in a prevalence of 90.5%, while 132 women (41.8%) reported having a Pap smear test 
within the last 3 years (Table 3).

Table 3: Prevalence of non-adherence to Pap smear screening, and recent Pap test within 3 years 
(n=316)

Outcome n (%)

Adherence to Pap smear screening guidelines

Did not adhere 286 (90.5)

Adhered 30 (9.5)

Have had a Pap test within 3 years

Yes 132 (41.8)

No 184 (58.2)



14

ORIGINAL ARTICLE

Malaysian Family Physician 2018; Volume 13, Number 1

Health Belief Model domains

The mean scores for all HBM domains do not 
show a significant difference between the group 
that adhered and the group that did not, as 
shown in Table 4. The largest difference is in the 
‘perceived susceptibility’ domain, with merely a 
1.04 point difference between the two groups. 

‘Perceived severity’ and ‘perceived benefit’ 
have the same difference, 0.41, while ‘cues to 
action’ has a difference of 0.15. In all the afore 
mentioned domains, the group that adhered 
scored higher. In comparison, the difference of 
scores of the two groups for ‘perceived barrier’ 
is 0.08 with the non-adhering group scoring 
higher than the group that adhered. 

Table 4. Mean total score for Health Belief Model domains between the group that adhered and the 
non-adhering group (n=316)

Domains
Mean (SD)a

95% CI p valuebNon-adhering
(n=286) 

adhering
(n=30) 

Perceived severity 27.19 (3.70) 27.60 (3.52) -0.98, 1.80 0.564
Perceived susceptibility 24.09 (2.92) 25.13 (2.37) -0.04, 2.13 0.060
Perceived benefit 19.92 (2.45) 20.33 (2.63) -0.52, 1.35 0.380
Perceived barrier 34.95 (7.69) 34.87 (8.22) -3.00, 2.84 0.957
Cues to action 4.05 (1.53) 4.20 (1.35) -0.42, 0.73 0.596

a 	 Standard deviation
b 	 Independent t-test

Simple logistic regression analysis is shown in Table 5. Multivariate analysis reveals no significant 
association between sociodemographic variables and HBM domains with non-adherence to Pap 
smear screening. 

Table 5: Association between socio-demographic factors and non-adherence to Pap smear 
screening by Simple Logistic Regression

Variables
SLRa

Crude OR (95% CI) p value
Sociodemographic variables
Age 1.00 (0.96,1.04) 0.985
Marital status

Married 1.0
Widow 0.46 (0.09,2.21) 0.329

Duration of marriage 1.01 (0.97,1.06) 0.525
Education level

None/primary 1.0 0.599
Secondary 0.49 (0.06,3.88) 0.501
Tertiary 0.71 (0.08,6.19) 0.760

Occupation 0.93 (0.43,2.03) 0.853
Household income

<RM1000 1.0 0.770
RM1000-RM5000 0.89 (0.41,1.89) 0.735
>RM5000 1.18 (0.22,14.71) 0.577

No. of children 0.98 (0.80,1.20) 0.828

Health Belief Model domains
Perceived severity 0.97 (0.87,1.08) 0.563
Perceived susceptibility 0.89 (0.79,1.01) 0.062
Perceived benefit 0.94 (0.81,1.09) 0.379
Perceived barrier 1.00 (0.95,1.05) 0.956
Cues to action 0.99 (0.98,1.01) 0.553

a 	 Simple logistic regression
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Discussion 

This study revealed a very high rate of non-
adherence to Pap smear screening among 
Malaysian women (90.5%). Although there is 
no previous local study on screening adherence 
to compare with, the high non-adherence rate 
was expected as the screening coverage in our 
country is very low.10,12 An annual report by 
the Malaysia Ministry of Health revealed that 
national cervical screening coverage remained at 
22% from 2010 to 2013 despite the availability 
of the test since 1960s.12 Meanwhile, a much 
lower non-adherence rate of 16% to 30% was 
observed in developed countries, where the 
screening coverage is much higher than in their 
developing counterparts, such as Malaysia.20-22 
Previous survey in 57 countries by the World 
Health Organization reported only 19% 
screening coverage in developing countries as 
compared to 63% in developed countries.22 
This huge difference in screening coverage 
might be an important contributing factor to 
the low adherence in developing countries, 
including Malaysia.
    
All socio-demographic variables tested in our 
study failed to show any significant association 
with Pap smear screening adherence. Previous 
studies also showed conflicting results in 
terms of association between age with Pap 
smear screening adherence.20,21,23 Nelson et 
al. and Shelton et al. failed to demonstrate 
any association between age and adherence to 
cervical cancer screening in their studies.20,21 In 
comparison, a systematic review by Limmer et 
al. reported that there were seven studies that 
concluded that younger women were more 
adherent, and that there were other studies 
that showed higher adherence among older 
women.23 The inconsistency in study findings 
might be due to heterogenocity in the age of 
the study population and difference cut-off 
point s used in classifying age groups. 

Marital status was not a significant determinant 
to screening adherence in our study. Similarly, 
in a previous study by Shelton et al. among 
immigrants to the United States, it was reported 
that there was an inconsistent association 
between marital status with adherence across 
four sub-groups of the immigrants.21 The 
study also showed that the influence of 
marriage on the social role and perception of a 
women might be different across regions and 
ethnicities. While being married was frequently 
found as a significant associated factor for 
cervical cancer screening uptake among 

Malaysian women,17,24 it might not influence 
the adherence to the screening guideline, as 
evidenced in our study.

Although it was not demonstrated in our 
study, prior studies showed socioeconomic 
indicators, such as education level, income 
,and employment, influenced Pap smear 
screening uptake and adherence.23,25 Several 
local studies also revealed that education level 
and employment status were associated with 
a tendency for screening among Malaysian 
women.3,16 However, intentions may not 
always translate into practice. Women with 
higher socioeconomic status might come in 
for a Pap test, but they might not adhere to the 
recommended schedule, as demonstrated in our 
study. Hence, continuous health promotions 
about Pap smear screening need to be regularly 
emphasized to all eligible women, regardless 
of socioeconomic background, to ensure 
adherence.

HBM is a conceptual model used to explore 
the relationship between health beliefs and 
health behaviours. This model has been used 
extensively in various health-related behaviour 
studies, such as compliance with breast cancer 
screening and predicting dietary habits.26,27 The 
use of the HBM in understanding the factors 
influencing cervical cancer screening practices 
has been reported in many studies.15,28,29 but 
a limited number of studies used this model 
to look at the association with cervical cancer 
screening adherence. The present study used 
HBM as the framework to explore the factors 
influencing non-adherence to cervical cancer 
screening in our population, but our findings 
showed contradicting results from HBM 
principles. We found that the adherence to 
cervical cancer screening in our population 
was not influenced by any of the five domains 
of the HBM. Similarly, a study among Thai 
women also failed to show a relationship 
between perceived threat (which included 
perceived susceptibility and severity), perceived 
benefit, and cues to action with cervical 
cancer screening adherence.30 However, the 
former study reported a significant association 
between ‘perceived barrier’ and cervical 
cancer screening adherence, which was not 
evident in our study.30 On the other hand, 
Shelton et al. showed inconsistent association 
between barriers with cervical cancer screening 
adherence across four sub-groups of immigrants 
in their study.21 This discrepancy in the results 
could be due to the barriers of concern in 
one population being different from those in 
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other populations. Moreover, as reported by 
Abdullah et al. in their study, the perceived 
barrier faced by Malaysian women who did not 
undergo a Pap smear or did not repeat the test 
as scheduled was minimal.29 Thus, there must 
be other factors apart from perceived barriers 
that hinder the women from undergoing or 
maintaining cervical cancer screening. 

In addition, as preventive behaviour is a 
complex process, factors influencing screening 
habits need to be studied from various angles. 
Although HBM is useful for describing reasons 
for problem from the perspective of patients’ 
beliefs, our study and a few more studies failed 
to demonstrate significant association between 
HBM domains and non-adherence to Pap 
smear screening.21,30 This shows that people’s 
perceptions do not necessarily translate into 
practice. Moreover, HBM theory focuses on 
individuals as one unit of change, whereas 
health behaviours are effects of various levels 
of influence, such as intrapersonal influence, 
institutional factors, community factors, and 
public policy.31 For example, ‘subjective norms,’ 
which are social standards and motivations to 
comply with those norms, are studied in the 
Theory of Planned Behaviour, but not covered 
in HBM.32 Therefore, addressing issues of non-
adherence in Pap smear screening might require 
more than one theory, since there may be no 
single theory which is suitable for all cases. 
Hence, further study is required to explore 
other possible factors contributing to non-
adherence to Pap smear screening guidelines.

Limitations

Like any other study, this study is not exempt 
from limitations. Firstly, a cross-sectional study 
utilizing convenience sampling might lead to 

bias, thus decreasing the potential to generalize 
the results to other populations. Furthermore, 
the data relied on self-reported practices of 
Pap smear screening, which might be over- or 
under-reported by the participants. Finally, 
this study only explored women’s perception 
based on HBM. There may be other important 
factors that influence screening habits which 
are not covered in this model, such as system 
factors and social norms. 

Recommendation 
	
As clearly demonstrated in this study, the 
proportion of non-adherence to Pap smear 
screening among Malaysian women is high. 
Therefore, Pap smear screening programs 
should be more proactive in order to increase 
the screening coverage in Malaysia. More 
quality indicators for screening monitoring 
are also required in our system. The number 
of Pap smear samples alone is not an adequate 
indicator with which to monitor screening 
coverage. A more precise indicator, such as 
‘percentage of eligible women in the target 
population who have Pap smears’ and 
‘percentage of eligible women who repeat the 
test after 3 years of negative Pap smear results,’ 
may be more meaningful in monitoring Pap 
smear screening coverage in our country. On 
the other hand, other factors beyond the HBM 
that influence Pap smear screening uptake in 
our population must be explored. 

Acknowledgements

We would like to thank the Director General of 
Health Malaysia for his permission to publish 
this article. Our gratitude also goes to all of the 
participants, health clinic staff, and others who 
lassisted with  this study.

References

1.	 Ferlay J, Soerjomataram I, Ervik M, et al. 
GLOBOCAN 2012 v1.0, Cancer Incidence 
and Mortality Worldwide: IARC CancerBase 
No. 11 [Internet]. Lyon, France: International 
Agency for Research on Cancer. Available at: 
http://globocan.iarc.fr/Pages/fact_sheets_
population.aspx. Accessed 15th January 2017.

2.	 Yong CM. Clinical Practice Guidelines 
Management of Cervical Cancer (Second 
Edition): Ministry of Health Malaysia; 2015.

3.	 Othman NH, Devi BC, Halimah Y. Cervical 
cancer screening: Patients’ understanding 
in major hospitals in Malaysia. Asian Pacific 
Journal of Cancer Prevention : APJCP. Oct-Dec 
2009;10(4):569-574.

4.	 Sharma A, Menon U. Screening for 
gynaecological cancers. European Journal 
of Surgical Oncology : The Journal of the 
European Society of Surgical Oncology and 
the British Association of Surgical Oncology. 
2006;32(8):818-824.

5.	 Devesa SS, Silverman DT, Young JL, Jr., et 
al. Cancer incidence and mortality trends 
among whites in the United States, 1947-84. 
Journal of the National Cancer Institute. Oct 
1987;79(4):701-770.

6.	 Bethesda. PDQ® Screening and Prevention 
Editorial Board. PDQ Cervical Cancer 
Screening. National Cancer Institute. March 4, 
2016. Available at: http://www.cancer.gov/types/
cervical/hp/cervical-screening-pdq Accessed 
15th January 2017.



17

ORIGINAL ARTICLE

Malaysian Family Physician 2018; Volume 13, Number 1

References

7.	 Benedet JL, Bender H, Jones H, 3rd, Ngan HY, 
Pecorelli S. FIGO staging classifications and 
clinical practice guidelines in the management 
of gynecologic cancers. FIGO Committee on 
Gynecologic Oncology. International Journal of 
Gynaecology and Obstetrics: The Official Organ of 
the International Federation of Gynaecology and 
Obstetrics. Aug 2000;70(2):209-262.

8.	 Annual Report 2000: Division of Family Health 
Development, Ministry of Health Malaysia; 
2001.

9.	 Clinical Practice Guidelines Management of 
Cancer Cervix: Ministry Of Health Malaysia; 
2003.

10.	 Zaridah S. A review of cervical cancer research 
in Malaysia. The Medical Journal of Malaysia. 
Aug 2014;69 Suppl A:33-41.

11.	 Othman NH. Cancer of the cervix - From bleak 
past to bright future; A review, with an emphasis 
on cancer of the cervix in Malaysia. Malaysian 
Journal of Medical Sciences. 2002;9(No. 2):13-
26.

12.	 Hasnah S, Chin PY, Lokman Hakim S, 
Jeyaindran S, Maimunah AH. Annual Report 
2013 Ministry of Health: Ministry of Health 
Malaysia; 2013.

13.	 Rosenstock IM, Strecher VJ, Becker MH. 
Social Learning Theory and the Health Belief 
Model. Health Education & Behavior. June 1, 
1988;15(2):175-183.

14.	 Allahverdipour H, Emami A. Perceptions 
of Cervical Cancer Threat, Benefits, and 
Barriers of Papanicolaou Smear Screening 
Programs for Women in Iran. Women & 
Health.2008;47(3):23-37.

15.	 Ibekwe CM, Hoque ME, Ntuli-Ngcobo B. 
Perceived benefits of cervical cancer screening 
among women attending Mahalapye District 
Hospital, Botswana. Asian Pacific Journal of 
Cancer Prevention : APJCP. 2010;11(4):1021-
1027.

16.	 Baskaran P, Subramanian P, Rahman RA, 
Ping WL, Mohd Taib NA, Rosli R. Perceived 
susceptibility, and cervical cancer screening 
benefits and barriers in Malaysian women 
visiting outpatient clinics. Asian Pacific Journal of 
CancerPrevention : APJCP. 2013;14(12):7693-
7699.

17.	 Chee H, Rashidah S, Shamsuddin K, Intan 
O. Factors related to the practice of breast self 
examination (BSE) and Pap smear screening 
among Malaysian women workers in selected 
electronics factories. BMC Women’s Health. 
2003;3(1):3.

18.	 Wong LP WY, Low WY, Khoo EM, Shuib R. 
Cervical Cancer Screening Attitudes and Beliefs 
of Malaysian Women Who Have Never had a 
Pap Smear: A Qualitative Study. International 
Journal of Behavioral Medicine. 2008;15: 
289–292. 

19.	 Ministry of Health Malaysia The Third National 
Health and Morbidity Survey (NHMS III) 
2006, Volume 2: Institute for Public Health 
(IPH); 2008.

20.	 Nelson W, Moser RP, Gaffey A, Waldron 
W. Adherence to cervical cancer screening 
guidelines for U.S. women aged 25-64: data 
from the 2005 Health Information National 
Trends Survey (HINTS). Journal of Women’s 
Health (2002). Nov 2009;18(11):1759-1768.

21.	 Shelton RC, Jandorf L, Thelemaque L, King 
S, Erwin DO. Sociocultural determinants of 
breast and cervical cancer screening adherence: 
An examination of variation among immigrant 
Latinas by country of origin. Journal of 
Health Care for the Poor and Underserved. Nov 
2012;23(4):1768-1792.

22.	 Gakidou E, Nordhagen S, Obermeyer Z. 
Coverage of Cervical Cancer Screening in 
57 Countries: Low Average Levels and Large 
Inequalities. PLoS Med. 2008;5(6):e132.

23.	 Limmer K, LoBiondo-Wood G, Dains J. 
Predictors of cervical cancer screening adherence 
in the United States: A systematic review. 
Journal of the Advanced Practitioner in Oncology. 
Jan 2014;5(1):31-41.

24.	 Gan DE, Dahlui M. Cervical screening 
uptake and its predictors among rural women 
in Malaysia. Singapore Medical Journal. Mar 
2013;54(3):163-168.

25.	 Paskett ED, McLaughlin JM, Reiter PL, et al. 
Psychosocial predictors of adherence to risk-
appropriate cervical cancer screening guidelines: 
A cross sectional study of women in Ohio 
Appalachia participating in the Community 
Awareness Resources and Education (CARE) 
project. Preventive Medicine. Jan-Feb 2010;50(1-
2):74-80.

26.	 Austin LT, Ahmad F, McNally M-J, Stewart 
DE. Breast and cervical cancer screening in 
Hispanic women: A literature review using 
the health belief model. Women’s Health Issues. 
2002;12(3):122-128.

27.	 Nejad LM, Wertheim EH, Greenwood K. 
Comparison of the Health Belief Model and the 
Theory of Planned Behavior in the Prediction of 
Dieting and Fasting Behavior. Vol 1; 2005.

28.	 Bayu H, Berhe Y, Mulat A, Alemu A. Cervical 
Cancer Screening Service Uptake and Associated 
Factors among Age Eligible Women in Mekelle 
Zone, Northern Ethiopia, 2015: A Community 
Based Study Using Health Belief Model. PLOS 
ONE. 2016;11(3):e0149908.

29.	 Abdullah NN, Al-Kubaisy W, Mokhtar MM. 
Health Behaviour Regarding Cervical Cancer 
Screening Among Urban Women in Malaysia. 
Procedia - Social and Behavioral Sciences. 
2013;85(0):110-117.

30.	 Visanuyothin S, Chompikul J, Mongkolchati 
A. Determinants of cervical cancer screening 
adherence in urban areas of Nakhon Ratchasima 
Province, Thailand. Journal of Infection and 
Public Health. Nov-Dec 2015;8(6):543-552.

31.	 McLeroy KR BD, Steckler A, Glanz K. An 
ecological perspective on health promotion 
programs. Health Education Quarterly. 
1988;15:351-377.

32.	 Barbara K, Rimer KG. Theory at a Glance: A 
Guide For Health Promotion Practice (Second 
Edition): U.S. Department of Health and 
Human Services, National Institutes of Health; 
2005.




