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Abstract

Breast cancer remains one of the leading causes of cancer-related mortality in
Bangladesh. Although low-cost screening methods, such as Clinical Breast Examination (CBE),
have been introduced with a focus on rural populations, where approximately 70% of the
population resides, screening participation among rural women remains critically low. Given the
limited research on rural women’s decision-making regarding cancer screening, this study aimed
to examine how the socio-cultural environment and health knowledge shape women’s attitudes,
social and familial influences, and perceived confidence in seeking preventive care, and how

these factors, in turn, influence their intention to participate in screening.

Ten rural women were interviewed to explore their lived experiences, focusing on socio-
cultural stigma, health beliefs, decision-making confidence, and the influence of family and
community support. The findings indicate that women’s attitudes toward preventive cancer
screening, as well as the support they receive from family and society, are strongly shaped by
cultural taboos and social norms surrounding breast health. Many participants had a limited
understanding of preventive screening, and their perceived risk of breast cancer and perceived
benefits of screening significantly influenced their attitudes. Additionally, social influences
rooted in stigma, limited health knowledge, lack of formal health communication, and women’s

restricted autonomy over health decisions emerged as key barriers.

A key finding of this study is that, although structural and logistical barriers exist,
participants did not perceive them as the primary obstacles. Instead, perceived risk, perceived
benefits, the need for spousal permission, and the availability of female healthcare providers

emerged as the most influential factors shaping future screening intentions.



This study contributes to the application of the Theory of Planned Behavior (TPB) in a
restrictive sociocultural context by showing that, while subjective norms, particularly spousal
influence, directly shape behavioral intentions, TPB constructs alone do not fully explain
women’s screening behavior. Instead, these constructs are influenced by broader socio-cultural
conditions and gaps in health communication. The study also offers participant-informed
implications, highlighting the need for culturally sensitive and context-specific health

communication strategies to improve screening participation among rural women.
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Chapter 1 - Introduction

Every minute, four females are diagnosed with breast cancer worldwide, and one female
dies from it (Kim et al., 2025). In 2022, around 2.3 million new cases of breast cancer were
found globally, with 670,000 deaths from female breast cancer, making BC the leading cancer
diagnosis and cause of cancer-related death (Bray et al., 2024). Although countries worldwide
are implementing various strategies to control the prevalence of breast cancer and cancer-related
death, regional differences in age structure, risk factors, and healthcare infrastructure shape
disease severity and outcome in each context. For instance, while breast cancer is more prevalent
in women aged 60 to 70 years in Western countries, the peak range in Asia usually falls between
40 and 50 years (Leong et al., 2010). Asian countries account for nearly 1 million of the 2.3
million breast cancer cases reported in 2022 and 47.3% of related deaths (Fu et al., 2025). It is
also the most common cancer in 43 out of 47 Asian countries and the leading cause of death
among females in 32 of them (Fu et al., 2025), highlighting the significant disease burden in
Asian countries compared to that in Western countries (Arnold et al., 2022).

Bangladesh, a lower-middle-income country in South Asia, is facing a rising burden of
breast cancer. In the past five years, the incidence of breast cancer has continued to increase,
accounting for 32.8% of female cancer cases, with 150,781 new cases in 2023 alone, and causing
69% of cancer-related deaths (Islam, 2023; Shamsi, 2021). The high mortality rate is exacerbated
by late-stage diagnosis, with 90% of the cases being diagnosed at stage III-IV (Story et al.,
2012), which can be attributed to limited awareness and inadequate knowledge about available
cancer screening methods like CBE (Clinical Breast Examination), BSE (Breast Self-

Examination), or mammograms (Alam et al., 2021).



Despite national efforts to expand access to screening, particularly through Clinical
Breast Examination (CBE), by establishing CBE centers in 271 Upazila Health Complexes
(UHCs) across all districts to ensure access to screening for women in low-resource settings
(Sarker et al., 2018), participation in screening, especially among rural women, remains low,
with recent studies reporting engagement rates <1% (Azim et al., 2025). Given that
approximately 70% of the population resides in rural areas, understanding the factors influencing
women’s screening behavior is essential.

While existing research has primarily focused on urban or hospital-based samples and
quantitative assessments of awareness and knowledge (Alam et al., 2021; Amin et al., 2020; Hasi
et al., 2025), there remains a gap in the deeper exploration of the contextual and psychological
factors that can influence rural women’s participation in preventative breast cancer screening.
Increasingly, contemporary studies highlight communicative and relational environments,
including how information is accessed, interpreted, and socially negotiated (Srinath et al., 2023).
In the context of rural Bangladesh, communication surrounding breast health is shaped by
cultural taboos, limited formal messaging, and reliance on informal networks, all of which
influence women’s understanding of disease risk and preventive care. Therefore, this study will
adopt a qualitative approach to explore these contextual and communicative factors that motivate
rural women’s intention to participate in preventative breast cancer screening (CBE/MMG) using
the theory of planned behavior (Ajzen, 1991), a behavioral theory that explains people's
decision-making to engage in a certain behavior.

Problem Statement

Women in Bangladesh, despite having overall positive attitudes towards preventative

breast cancer screening, rarely participate. This disconnect between their attitude towards



preventative screening and actual behavior of participation suggests that other factors beyond
might actively limit screening behavior.

While a majority of people in Bangladesh reside in rural areas, significant healthcare
access disparities exist between urban and rural parts (Ahmed et al., 2015; Hugq et al., 2024).
Some studies have found that rural women are approximately three times less likely to
participate in screening than their urban counterparts (Hoq et al., 2023). Not only are factors like
logistical and access differences putting rural women at a higher health risk, but their care-
seeking behaviors are also influenced by complex sociocultural and communicative
environments that they have to navigate. Women frequently lack the vocabulary, social
permission, and safe spaces necessary to discuss breast-related concerns. Discussions about
breast health are often constrained by stigma, defined as a socially constructed process that
associates certain health topics with shame, secrecy, and social judgment, limiting open dialogue
and discouraging care-seeking. In some areas, uttering the word "breast" in public is forbidden or
frowned upon. Additionally, very few studies conducted in Bangladesh have included the actual
voices of marginalized rural women (Azim et al., 2025), underscoring the need for further
exploration of how their lived experiences in rural settings impact their decision-making process.

At the same time, gaps in health communication contribute to limited health literacy.
Many women are unaware that breast cancer can develop without symptoms and that screening
is a preventive measure rather than a response to illness. Instead, knowledge is often shaped by
informal sources such as community narratives, interpersonal communication, and emerging
digital platforms, which may reinforce misconceptions. These socio-cultural and communication
challenges can directly influence key determinants of behavioral intention, as women’s feelings

towards participating in breast cancer screening can be shaped by perceived risk and benefits of



preventative screening, often informed by incomplete or inaccurate information. Their idea of
feeling supported/pressured by the family and the society to get screened can be influenced by
family and societal expectations of women in that specific context and their position in the
household, where decisions are frequently mediated by spouses or elders. Similarly, their
perceived ability and confidence to seek preventative care can be constrained not only by
logistical barriers but also by limited autonomy and restricted communication within households.

While existing research in Bangladesh has largely focused on awareness levels and
structural barriers using quantitative approaches, there has been a limited exploration of how the
context and communication norms in a society influence women’s decision-making process.
Therefore, to understand the lack of participation in preventative screening, this study extended
beyond the physical miles to the clinic and explored how the sociocultural and health
communicative factors influenced women’s cognitive evaluation and shaped their intention and
actual screening participation. Guided by the Theory of Planned Behavior (Ajzen, 1991), this
study integrated these sociocultural and communicative factors to explain women’s cognitive
factors, like attitudes toward screening, subjective norms, and perceived behavioral control,
which affected their intention to engage in breast cancer screening.

To explore this process, this study was developed around the following questions:

RQ1: How do individual, sociocultural, and systemic factors collectively shape rural
Bangladeshi women’s decisions to engage in preventative cancer screening?

RQ2. Based on their lived experiences, what community-informed strategies do these

women suggest to overcome existing barriers and improve screening uptake?



Justification of the Study

With the rising prevalence of breast cancer in Bangladesh and a significant female
population living in rural areas, establishing CBE centers locally or having access to other
screening methods like mammograms is not enough to solve the crisis. Listening to the voices of
the women themselves is needed to understand the true barriers that they are facing before
deciding to participate in the screening and identify future pathways to address those barriers.

Attending breast cancer screenings is a behavioral decision that requires women to
cognitively evaluate various external factors and barriers; however, very few studies have
employed a behavioral communication theory to explore how women think about these barriers
that they face in a specific context. Introducing the Theory of Planned Behavior allowed this
study to explain the complexity of the human decision-making process while acknowledging the
rigid, silenced reality of rural Bangladesh. Previous studies in other conservative socio-economic
countries showed that rural women's attitudes, subjective norms, and perceived behavioral
control heavily influenced their intention for breast cancer screening participation (Keshavarzi et
al., 2022; Sun et al., 2022). Unfortunately, in Bangladesh, very few studies have focused on
women’s cognitive pathways in the decision-making process from a contextual and
communication perspective. With a staggering <1% screening rate (Azim et al., 2025), this study
tried to address that critical need by shedding light on those deep-rooted sociocultural and
communicative factors that negatively influence women’s feelings towards preventative
screening, their lack of support from their family and society, and their limited control over their
own health decisions, which all combinedly influenced their lack of participation.

Additionally, most prior breast cancer studies were cross-sectional, survey-based, and

conducted primarily in hospitals or university settings. Surveys can easily capture that a woman



didn’t go to a clinic because it was "too far" or "too expensive," but they fail to capture the fear
of mentioning breast issues to a mother-in-law or the avoidance of breast health discussion with
the husband because he won't understand, which were broadly discussed in this study validating

the need for this deeper qualitative exploration that this study adopted.

Purpose of the Study

The purpose of this study was to examine how sociocultural and health communication
factors influence rural Bangladeshi women’s decision-making process of forming an intention to

participate in preventive breast cancer screening.

To understand the process of forming the intention to participate, this study was guided
by the Theory of Planned Behavior (Ajzen, 1991), that provided a framework to understand how
rural women felt about participating in preventative breast cancer screening (Attitude), how they
thought the people in their family and society would react to their decision to participate
(Subjective Norms), and how capable and confident they felt to go for screening if they wanted
to that (Perceived Behavioral Control). The theory is particularly relevant in this study because it
accounts for both individual beliefs and social influences, which can also be shaped by external
contextual and communication factors, all of which are central to decision-making in a

conservative, collectivist, and patriarchal society like Bangladesh.

Since rural areas in Bangladesh share overall similar socio-cultural demographics, to
achieve this purpose, this study employed a qualitative research design using semi-structured, in-
depth interviews with 10 rural women from villages in Senbag Upazila, Bangladesh. While
initially starting with purposive sampling, a snowball sampling method was used mostly to

recruit participants, allowing access to women whose voices are often underrepresented in



research. The qualitative approach enabled an in-depth exploration of participants’ lived
experiences, focusing on how communication environments, cultural stigma, and social

relationships influence their perceptions and decisions regarding breast cancer screening.

Significance of the Study

This study contributes to both theoretical and practical understanding of health behavior
in low-resource, socioculturally restrictive settings. Theoretically, it extends the application of
the Theory of Planned Behavior by integrating the sociocultural and health communication
perspective, demonstrating how the existing societal norms and communication strategies shape
attitudes, subjective norms, and perceived behavioral control. By focusing on rural Bangladeshi
women, the study also highlights the limitations of applying behavioral theories without

considering broader sociocultural and communicative contexts.

From a practical standpoint, the study provides insights into why breast cancer screening
participation remains extremely low despite the availability of services. Rather than attributing
nonparticipation solely to structural barriers, the findings emphasize the role of stigma,
misinformation, and communication constraints in shaping behavior. These insights are valuable
for policymakers, healthcare providers, and non-governmental organizations seeking to design

culturally appropriate and communication-centered interventions to improve screening uptake.

In short, by centering the voices of rural women, this study contributes to a more
inclusive understanding of health behavior, highlighting the importance of context-specific

health communication strategies that address both informational and sociocultural barriers.



Organization of the Thesis

This thesis is organized into five chapters. Chapter 1 introduces the study, including the
background, problem statement, justification, purpose, and significance of the study. Chapter 2
presents a comprehensive review of the literature, focusing on breast cancer screening, health
communication, and theoretical frameworks relevant to understanding health behavior. Chapter 3
outlines the research methodology, including the study design, participant recruitment, data
collection procedures, and analytical approach. Chapter 4 presents the findings derived from the
qualitative analysis of participant interviews. Finally, Chapter 5 discusses the findings in relation
to existing literature and theory, highlights practical implications, and offers recommendations

for future research.



Chapter 2 - Literature Review

Overview of Breast Cancer and Screening Across the World

Screening is considered one of the key preventative measures, as early detection is
important to reduce breast cancer-related mortality, giving patients more treatment options and a
longer prognosis. While developed countries have appropriate methods of cancer screening, like
mammography or MRI, facilitating early diagnosis and reduced mortality rates, low-income
countries continue to struggle, facing a greater mortality rate. In the following sections, a
detailed overview of the related literature is provided to understand global screening behavior,
followed by an examination of trends in existing research on breast cancer and screening in
Bangladesh, specifically highlighting the gaps regarding cultural stigma and communication.

Globally, High HDI (Human Development Index) countries like the US, Belgium, and
Sweden, which have high dimensions of human development in areas like healthy life,
knowledge, and a decent standard of living, employ various screening methods to ensure early
diagnosis of breast cancer, leading to a significant decrease in mortality rates in those countries.
On the other hand, most medium to low HDI countries (i.e., Colombia, Brazil, Mexico) struggle
to establish proper screening access and face the risk of increasing disease burden and mortality
rates. By 2050, new breast cancer cases and deaths will increase by 38% and 68%, respectively,
disproportionately impacting medium to low-HDI countries, which illustrates the urgent need for
increased awareness, early diagnosis, and access to treatment (Kim et al., 2025).

While Asia has a significant share of breast cancer statistically (Fu et al., 2025), the
burden is not equally shared by all Asian countries. Developed and high-income Asian countries
like Japan and Korea report a higher incidence attributed to their comprehensive breast cancer

screening methods that enable early detection and higher survival rates. Conversely, low and



middle-income (LMICs) Asian countries face higher mortality rates linked to limited access to
screening and treatment (Hong et al., 2021; Ohuchi et al., 2016). Additionally, factors such as
reproductive patterns, breastfeeding durations, and dietary changes contribute to variations in
incidence and mortality rates of breast cancer across Asia (Song et al., 2022).

Region-wise, in South Asia, most countries are low- and middle-income countries
(LMICs), with a mortality-to-incidence ratio twice that of the East Asia and Pacific sub-region
(Lim et al., 2022). These LMICs in South Asia face challenges due to limited resources and
inadequate infrastructure (Amin et al., 2020; Gupta et al., 2015), resulting in insufficient cancer
screening programs and, in turn, late diagnosis and poor survival rates (Fu et al., 2025).

Being one of the LMICs in South Asia with a high breast cancer prevalence, Bangladesh
adopted clinical breast examination (CBE) as the primary screening method country-wide to
facilitate screening accessibility for women in low-resource settings (Sarker et al., 2018).
Though the effectiveness of CBE as a screening test is controversial, considering the limited
resources, the World Health Organization (WHO) recommends CBE over mammography in
LMICs (Ngan et al., 2020). However, this nationwide screening implementation has not
confirmed the screening utilization among women. Studies found out that while most women
knew about screening, the main reason for not participating was the lack of symptoms and
inadequate knowledge about its function (Islam et al., 2016). This highlights a massive health
communication failure: women simply do not know that asymptomatic screening is necessary. In
terms of including rural women in their natural settings, a recent study conducted in a village in
Jessore division examined rural women’s attitudes and screening behaviors and found that a lack
of awareness and education were key factors affecting rural women's screening participation,

with as low as <1% participation (Azim et al., 2025).
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The gaps between screening opportunity and screening utilization suggest that the
problem is not only about access, but also about the wider communication environment that
affects awareness and behavior in Bangladesh, which demands scholarly investigation to move
beyond whether screening services are available towards how information about breast cancer or
preventative cancer screening is shared, understood, and shaped by social and cultural
influences. Health communication helps explain this by examining how people receive and
respond to health information within their communities. Using this approach makes it easier to
see how factors like stigma, cultural norms, informal sources of information, and limited official
messaging influence women’s choices about breast cancer screening, which is why the next

section focuses on defining health communication and its role in preventive health behavior.
Health Communication

Definition of Health Communication

Health communication is a broad academic area that relies on targeted messaging to
shape how people and communities make medical decisions. While scholars offer many different
definitions, they all agree that sharing information is a primary method for improving public
well-being. For instance, major organizations like the Centers for Disease Control and
Prevention describe health communication as the careful study and application of messaging to
guide choices that promote better health (CDC, 2001). Similarly, researchers explain it as a
practical way to prevent disease by changing how people act, using specific techniques to create
environments where human health can thrive (Freimuth, Linnan, & Potter, 2000; Maibach &
Holtgrave, 1995). At its core, the main objective is to expand public knowledge, shift personal
attitudes, and remove harmful habits to elevate the overall physical condition of the target

audience (Muturi, 2005; CDC, 2011a).

11



Furthermore, modern experts point out that effective health messaging is much more than
just handing out facts. It is actually a deeply interactive process focused on mutual understanding
and shared meaning (Pearson & Nelson, 1991). This requires a balanced, two-way conversation
where ideas are traded equally to create a foundation of shared knowledge and agreement
(Exchange, 2005, as cited in Schiavo, 2013, p.9). Therefore, health communication tries to teach
people about physical risks while also giving them the tools to fight off negative social pressures
(Campbell & Scott, 2012). Finally, as highlighted in public health goals, this type of strategic
messaging is critical for reaching health equity. It ensures that medical information is
welcoming, inclusive, and easy to grasp for everyone, especially for marginalized groups who
often lack access to these resources (Schiavo, 2013; U.S. Department of Health and Human

Services, 2012b).

Applicability of Health Communication
The practical use of health communication extends across a wide variety of areas, such as

public wellness, medical care delivery, and community development. For many years,
government health departments, charitable organizations, and private businesses have
successfully relied on targeted messaging campaigns to push forward important medical,
corporate, and social objectives. This field is highly effective because it borrows foundational
concepts from a diverse range of academic areas, including psychology, sociology, marketing,
and the behavioral sciences (Bernhardt, 2004; Institute of Medicine, 2003b; Kreps, Query, &
Bonaguro, 2007; World Health Organization [WHO], 2003). By combining these different
perspectives, health communication becomes a primary driver for the types of personal, social,
and organizational shifts that are absolutely necessary to improve public health results (Schiavo,

2013).
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Furthermore, the real-world application of these strategies must always account for the
broader environment where people actually live. A person's capacity to take up and maintain
healthy habits is not just based on the medical facts they know. It is heavily influenced by
structural realities, such as their financial situation, their community support networks, and their
overall ability to easily access reliable information (Glanz et al., 2015; Schiavo, 2013). Because
these outside forces are so powerful, any communication program must be built on a deep and
thorough understanding of the specific people it aims to help. To be truly practical and effective,
campaigns have to carefully map out the unique personal beliefs, cultural expectations, and

everyday obstacles that the target audience faces.

Health Communication Strategies and Campaigns

To achieve the best possible results, health communication initiatives rely on a variety of
overlapping methods. Leading global health groups, like the World Health Organization and the
Centers for Disease Control and Prevention, strongly advise against relying on just a single
method. Instead, they promote comprehensive strategies that combine multiple channels of
communication. This approach includes using television and radio, encouraging personal
conversations, organizing local community events, and utilizing professional medical networks
to reach the public (Bernhardt, 2004; Schiavo, 2013; WHO, 2003). By blending these different
techniques, campaigns become much stronger because they repeat the same healthy message
across various parts of daily life and social settings (Wakefield et al., 2010). Experts broadly
agree that one communication method is never powerful enough to change the habits of a large

and diverse population.

Beyond just using multiple channels, creating a successful campaign requires a deep

focus on the specific audience. Planners achieve this through a widely accepted practice known
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as audience segmentation. This method involves taking a massive population and dividing it into
much smaller groups based on shared characteristics, such as their age, local traditions, daily
habits, and personal concerns (Schiavo, 2013). Once these smaller groups are clearly defined,
health professionals can design targeted messages that directly speak to those unique needs. The
designers of these campaigns must carefully weigh the social and cultural realities that shape
how a community receives and understands new information. If a program ignores these local
details and tries to use a generic message for everyone, it will almost certainly fail to improve

public knowledge or change any physical behaviors (Schiavo, 2013).

Role of Health Communication in Breast Cancer Prevention

Health communication is not a neutral conduit for transmitting clinical information. It is a
purposeful, theoretically grounded practice that shapes how individuals understand risk, evaluate
options, and decide whether to engage in protective health behaviors such as breast cancer
screening. Kreps and Sivaram (2008) argue that strategic health communication campaigns that
use multiple channels can effectively disseminate information about breast health risks to
vulnerable populations and encourage the adoption of health-promoting behaviors. However,
they emphasize that such campaigns must be designed using persuasive strategies grounded in
local social, cultural, and economic contexts. This highlights an important principle in breast
cancer communication literature, that communication is most effective when it is contextually

tailored rather than universally standardized (Kreps & Sivaram, 2008).

The intent-to-action gap and the role of communication
A persistent challenge in breast cancer communication is the gap between intention and
action. Knowledge and positive attitudes toward screening do not always translate into actual

participation. This issue is well recognized in the Theory of Planned Behavior and is equally
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relevant in communication research. Effective health communication must therefore go beyond
raising awareness and shaping attitudes. It must also address the practical and structural barriers
that prevent women from accessing screening services. Kreps and Sivaram (2008) note that
communication strategies should span the entire continuum of care, from early detection and
diagnosis to treatment and survivorship. A breakdown in communication at any stage can
interrupt the pathway from intention to behavior. As a result, communication must address not
only why women should be screened, but also how, where, and under what conditions they can

act.

Cultural tailoring and targeting

The literature consistently supports the importance of culturally tailored communication
in promoting breast cancer screening. Culturally tailored messages are designed to reflect the
beliefs, values, barriers, and social norms of specific populations rather than relying on
generalized messaging. Evidence shows that messages aligned with cultural values are more
effective in influencing behavior, and that matching communication to a group’s cultural identity
can be an efficient strategy for audience segmentation in cancer communication (Huang & Shen,
2016). Cultural tailoring is particularly important in breast cancer communication because the
breast carries different symbolic meanings across contexts, including associations with
femininity, sexuality, motherhood, and modesty. These meanings influence how screening

messages are interpreted and whether they are accepted or resisted.

Interpersonal communication and patient navigation
Interpersonal communication plays a critical role in promoting breast cancer screening.
Communication between patients and healthcare providers, as well as interactions within

community networks, can strongly influence decision-making. Research on patient navigation in
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breast cancer care shows that building trust and maintaining patient-centered communication are
among the most impactful aspects of the navigator relationship, as recognized by patients,
navigators, and administrators (Gallups et al., 2023). Community health workers and lay
navigators, who are often trusted members of the community, are especially effective in bridging
gaps between health systems and underserved populations. They provide information, support,
and encouragement, helping women navigate screening services. This approach is particularly
valuable in contexts where institutional mistrust, language barriers, or geographic isolation limit
access to care. Interpersonal communication in these settings reinforces social influence and
normative pressures, which are key mechanisms in shaping behavior (Gallups et al., 2023; Krok-

Schoen et al., 2016).

Multi-channel communication strategies

Effective breast cancer communication strategies typically rely on multiple
communication channels rather than a single approach. Social media and health literacy
campaigns have shown promise in encouraging women to seek screening services, particularly
among populations with digital access. At the same time, traditional channels such as radio and
interpersonal communication remain essential for reaching economically disadvantaged groups
who may have limited access to digital platforms. The effectiveness of any communication
strategy depends on how well it aligns with the target population’s media use, literacy levels, and

social environment (Plescia & White, 2013).

Bangladesh and Breast Cancer Communication

Bangladesh presents a particularly instructive case of the gap between the availability of
breast cancer screening infrastructure and the uptake of preventive screening. To address the

growing burden of breast cancer in low-resource settings, Bangladesh adopted Clinical Breast
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Examination as the primary national screening method, to improve screening accessibility for
women, particularly those living in rural communities (Sarker et al., 2018). To support this
effort, the national government established more than five hundred screening centers across the
country by 2020; however, the effectiveness of these programs has rarely been systematically
evaluated (Chowdhury et al., 2024). Despite this investment in physical infrastructure, screening
participation remains extremely low, with national rates around one percent and recent rural

estimates below one percent due to unreliable services and limited public awareness (Azim et al.,

2025).

While distance and cost remain important barriers, the limited uptake of screening also
reflects a deeper breakdown in health communication shaped by cultural stigma, gender norms,
and limited preventive health literacy. In South Asian contexts, femininity is often socially
constructed around emotional caregiving, physical modesty, and silence, reinforcing expectations
that women should avoid open discussion of their bodies and reproductive health concerns
(Aurat Foundation & USAID, 2016, as cited in Agha, 2019). Because the breast is closely
connected to womanhood, motherhood, sexuality, and modesty, breast cancer may be
experienced not only as a medical threat but also as a threat to feminine identity and social
respectability. These meanings contribute to a culture of silence in which women may avoid
discussing breast symptoms, seeking screening, or consulting healthcare providers due to fear of

embarrassment, stigma, and social rejection (Noman et al., 2020).

The silence around the female body
One of the most significant barriers is the cultural silence surrounding women’s bodies.
Discussions about breast health are often constrained by stigma, modesty norms, and social

discomfort, creating an environment where even well-designed health messages struggle to gain
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legitimacy (The Business Standard, 2025; Arsal, 2025). In this context, breast cancer is not
perceived solely as a medical issue but as a culturally sensitive topic tied to identity, femininity,

and social expectations (Hamid & Roy, 2025).

Gender inequality and decision-making autonomy

Gender inequality further complicates this communication environment. Women’s
limited autonomy in healthcare decision-making means that screening is not simply an individual
choice but a negotiation within household power structures. Evidence from national survey data
shows that only a small proportion of women can independently make decisions about their
healthcare, requiring approval from male family members (Kundu et al., 2024). Qualitative
research also highlights the role of family support, resource control, and stigma in shaping

women’s ability to seek screening (Steiness et al., 2018).

Stigma and Cultural Taboos

Stigma and cultural taboos remain central barriers to effective communication. Modesty
norms, fear of social judgment, and reluctance to discuss breast-related issues discourage both
information seeking and healthcare utilization. These patterns are reinforced by misconceptions
about cancer and limited open communication within families and communities, often beginning

early in life (Alam et al., 2026; Steiness et al., 2018).

The symptom-only paradigm
Another critical issue is the persistence of a symptom-based understanding of screening.
Many women believe that breast examinations are only necessary when symptoms are present,
reflecting a fundamental misunderstanding of preventive care (Amin et al., 2024). Many women
assume that breast examination is necessary only when pain, lumps, or other symptoms appear.

Islam et al. (2016) found that even when women were aware of screening, many had never
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undergone breast examination because they did not perceive screening as necessary in the
absence of symptoms. This perception significantly reduces the perceived relevance of screening

messages for healthy individuals and limits the reach of preventive communication.

Urban-rural and educational inequities in reach

Urban-rural and educational disparities further exacerbate communication challenges.
Awareness of screening practices is significantly higher among urban women, while rural
women face limited access to both healthcare services and reliable information (Hoq et al.,
2024). Research consistently identifies fear, shyness, lack of knowledge, and weak awareness
programs as major barriers, pointing to failures in both message design and communication reach

(Amin et al., 2020).

Informal communication networks also play a dominant role in shaping health
perceptions. Even as internet access expands, interpersonal discussions within families and
communities remain the primary source of information. These networks often spread
misinformation, fear, and fatalistic beliefs, further discouraging screening behavior (Islam et al.,

2016; Noman et al., 2020).

Introducing Health Communication Factors in BC Screening
Communication plays a central role in shaping behavioral intentions and influencing
whether those intentions translate into action. The development of effective interventions
requires increasing social support, fostering community engagement, and making it easier for
individuals to adopt and sustain new health behaviors. As discussed in the previous section, to
understand the underutilization of breast cancer screening in Bangladesh, it is necessary to
examine key communication factors that influence women’s decision-making and how

communication can improve them. Existing research has largely relied on quantitative methods
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to measure knowledge, awareness, and perceived barriers (Alam et al., 2021; Amin et al., 2020).
While these studies identify important trends, they often fail to capture the deeper cultural
meanings and communication dynamics that shape behavior. This study, therefore, adopted a

qualitative approach to explore these processes in greater depth.

Health communication literature emphasizes several core determinants of behavior,
including knowledge, perceptions, attitudes, and social norms. These factors influence how
individuals interpret health information and make decisions. Understanding audience
characteristics, including beliefs, perceived barriers, and cultural expectations, is essential for

designing effective communication strategies (Schiavo, 2013).

Communication channels also play a critical role in determining access to information
and its credibility. While interpersonal communication and traditional media have historically
shaped public knowledge, social media and digital platforms are increasingly influential. Media
exposure can reinforce or challenge existing beliefs, significantly shaping health perceptions and
behaviors (Wakefield et al., 2010). Understanding how women navigate both formal and

informal communication channels is therefore essential.

Finally, structural factors such as access to healthcare services and communication
infrastructure influence whether individuals can act on the information they receive. Examining
variables such as knowledge, perceived risk, perceived benefits, attitudes, cultural normes,
societal norms, and communication channels provides a comprehensive framework for
understanding health behavior. These factors are widely recognized in health communication and
behavior change research and form the foundation for this study’s analysis of breast cancer

screening intentions among rural women in Bangladesh.
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What can culturally grounded communication offer?

The limitations of existing communication approaches highlight the need for culturally
grounded strategies. Experimental work in Bangladesh demonstrates the potential of such
approaches. For example, Raisa et al. (2023) developed a culturally embedded “pot song”
intervention based on traditional folk art to promote breast health awareness. This approach
shows that effective communication in this context requires deep engagement with local beliefs,
values, and communication practices. It also underscores the limitations of applying Western
communication models without adaptation, particularly in settings where assumptions about

individual autonomy and open discussion do not hold (Raisa et al., 2023).

In summary, breast cancer communication in Bangladesh has been limited not because
women are unwilling to protect their health, but because the communication environment is
shaped by stigma, gender inequality, cultural silence, and structural inequities. Addressing these
barriers requires moving beyond information dissemination toward culturally responsive,
context-specific communication strategies that engage social systems, leverage appropriate

communication channels, and support access to screening services.

Theoretical Framework
Existing Theories Used in Health Communication Research for Preventive Cancer
Screening
Understanding why individuals participate in preventive cancer screening requires
theoretical frameworks that can explain the psychological, social, and structural factors shaping
behavior. Over time, health behavior research has drawn on a range of theoretical models to
explain screening participation. Model-based meta-analytic research shows that at least fourteen

theories have been applied in the cancer screening domain, with the Health Belief Model being
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the most frequently used, followed by the Theory of Reasoned Action and its extension, the
Theory of Planned Behavior (Feng et al., 2021).

This section reviews three widely used frameworks in cancer screening communication research:
the Health Belief Model, the Transtheoretical Model, and Social Cognitive Theory. It then

introduces the Theory of Planned Behavior as the utilized framework for this study.

The Health Belief Model (HBM)

The Health Belief Model is widely regarded as one of the foundational theories in cancer
screening research. It consists of six primary constructs: perceived susceptibility, perceived
severity, perceived benefits, perceived barriers, self-efficacy, and cues to action (Alyafei &
Easton-Carr, 2024). Originally developed in the 1950s in response to low participation in a free
tuberculosis screening program, the model has since been applied to a wide range of preventive

health behaviors.

The HBM suggests that individuals are more likely to take preventive action when they
believe they are personally at risk of a serious health condition, perceive benefits in taking
action, and face minimal barriers to doing so (Feng et al., 2021). In breast cancer screening
research, the model has been widely applied to examine how women’s perceptions of
susceptibility, severity, benefits, and barriers influence their attitudes, intentions, and behaviors
related to breast self-examination and mammography (Alamer, 2024). Its strength lies in its
focus on threat perception, particularly how understanding personal risk can motivate preventive
behavior. Both the HBM and the Theory of Planned Behavior have shown positive explanatory

value for mammography screening participation (Ritchie et al., 2021).

Despite its widespread use, the HBM has several limitations. It focuses primarily on

individual cognition and does not adequately account for social norms, peer influence, or
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structural constraints. This is particularly problematic in collectivist and resource-constrained
settings, where screening decisions are often shaped by family expectations, gender roles, and
access limitations. The model also lacks a clear mechanism linking attitudes to behavioral
intention, leaving a gap between cognitive perception and actual behavior. Comparative research
in South India found that screening intention was better explained by the Theory of Planned
Behavior than the HBM, highlighting the importance of incorporating social and contextual

factors (Dsouza et al., 2022).

The Transtheoretical Model (TTM)

The Transtheoretical Model offers a different perspective by conceptualizing behavior
change as a process that occurs over time. Rather than viewing behavior as a single decision, the
model identifies five stages of change: precontemplation, contemplation, preparation, action, and
maintenance (Trauth et al., 2023). This framework allows researchers to assess an individual’s

readiness to engage in screening and to design stage-specific communication strategies.

In the context of cancer screening, the TTM highlights the importance of tailoring
communication to a woman’s stage of readiness. For example, individuals in the
precontemplation stage may require awareness-building interventions, while those in the
contemplation stage may benefit from information that helps them evaluate the benefits and
barriers of screening. A review of TTM applications found that stage-based interventions are
particularly effective for mammography, although evidence for other types of cancer screening

remains limited (Spencer et al., 2005).

A central concept within the TTM is decisional balance, which refers to how individuals
weigh the advantages and disadvantages of a behavior. Research on Chinese American women

found that screening behavior was strongly associated with decisional balance, suggesting that
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communication strategies should address both perceived benefits and concerns (Strong & Liang,
2009). However, the model has been criticized for assuming a linear progression through stages
and for lacking sensitivity to external constraints such as cost, access, or social approval, which

can limit behavior regardless of readiness stage.

Social Cognitive Theory (SCT)

Social Cognitive Theory, developed by Bandura (1997), introduces self-efficacy as a
central determinant of health behavior. Self-efficacy refers to an individual’s confidence in their
ability to perform a behavior and overcome obstacles. In the context of breast cancer screening,
this includes a woman’s confidence in accessing services, navigating healthcare systems, and

managing emotional and social barriers.

SCT emphasizes that behavior is influenced not only by personal beliefs but also by
social and environmental factors. Observational learning is a key component, suggesting that
individuals are more likely to adopt behaviors when they observe others doing so. In breast
cancer screening, this means that seeing peers or community members participate in screening

can increase motivation and reduce uncertainty.

SCT has often been used in combination with other frameworks, particularly the Health
Belief Model and the Theory of Planned Behavior. For example, research in Malaysia found that
perceived benefits and knowledge, informed by HBM and SCT constructs, were among the
strongest predictors of screening intention (Chin et al., 2019). The concept of self-efficacy in
SCT closely aligns with perceived behavioral control in TPB, making it a useful complementary

framework.
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However, SCT has limitations similar to the HBM. While it incorporates environmental
influences, it still focuses largely on individual-level processes and does not fully account for
broader structural and cultural factors such as gender norms, social expectations, and power

dynamics (Burke et al., 2009).

The Theory of Planned Behavior

Overview

Participating in breast cancer screening is a behavioral aspect, and understanding rural
women's intention to participate in the context of Bangladesh benefits greatly from the Theory of
Planned Behavior (TPB). This is a widely used and validated theory, especially in the health
context, for predicting or changing health behaviors, i.e., cancer screening practices, as well as
identifying unique barriers and facilitators (Sun et al., 2022).

TPB is a modification of Ajzen and Fishbein's Theory of Reasoned Action (TRA), which
has three main constructs that include attitudes, subjective norms, and perceived behavioral
control (PBC). This theory posits behavior as a planned action driven by a person's evaluation of
the behavior (attitude), perceived social support/pressure regarding that behavior (subjective
norms), and the person's ability to engage in that behavior (perceived behavioral control) (Ajzen,
1991). The uniqueness of TPB lies in its ability to be adjusted to suit various cultural contexts,
which is crucial in Bangladesh’s diverse and complex socio-cultural landscape.

TPB in BC Research

The Theory of Planned Behavior has been widely used in understanding cancer screening
intentions, ranging from cervical cancer to breast cancer among women from diverse
demographics (Roncancio et al., 2013; Tolma et al., 2006). While other behavioral theories

discussed previously are also extensively used to predict behavioral intentions, studies that used
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both found that TPB had a more significant predictive power in cancer screening behaviors than
HBM (Wang et al., 2019). The Theory of Planned Behavior has been widely used in breast
cancer screening research across diverse geographical contexts, including Asia, the Middle East,
and Western countries. It has been applied to multiple screening behaviors such as
mammography, breast self-examination, and clinical breast examination. Location-wise, TPB
plays out differently in forming screening intentions. For women in the US and UK, attitude
significantly affects the intention, while subjective norm and PBC have a low to medium effect
on intention for cancer screening, pointing to the minimal effect of normative pressure on
women in these contexts when they consider preventative screening (Cooke & French, 2008).
Whereas, in a rigid socio-cultural structure and low economic context like rural areas in Asia,
subjective norms and perceived behavioral control significantly influence rural women's
intention to participate in breast cancer screening (Keshavarzi et al., 2022; Sun et al., 2022).
Regardless, its continued use reflects its ability to incorporate five constructs (Attitudes,
Subjective Norms, Perceived Behavioral Control, Intention, and Actual Behavior) to reflect the
decision-making process from both individual and social dimensions, making it especially useful
for studying preventive health behaviors in culturally diverse populations (An & Vincent, 2022).
Attitudes
Attitude plays a central role within this framework, reflecting how individuals evaluate the
behavior. Research has shown that positive attitudes toward screening are associated with a
higher likelihood of participation. Studies in Iran have demonstrated that educational
interventions based on the Theory of Planned Behavior can significantly improve attitudes
toward screening and increase participation (Kamyab et al., 2024). At the same time, research

has also identified a gap between positive attitudes and actual behavior, indicating that favorable
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perceptions alone are not sufficient to ensure screening uptake (Khani Jeihooni et al., 2023).
Studies conducted in China similarly show that negative attitudes toward health check-ups can
reduce screening participation, while positive attitudes are strongly associated with intention
(Sun et al., 2022; Li & Li, 2021). Longitudinal research in Nepal suggests that attitudes may
remain stable over time following interventions, highlighting their importance as a durable
component of behavior change (Dhakal et al., 2023).

Subjective Norms
This construct captures the influence of social pressure on behavior. Evidence shows that family
members, healthcare providers, and peers play a critical role in shaping screening decisions. In
studies conducted in China, perceived social expectations have been identified as a key driver of
screening intention among both women and healthcare providers (Sun et al., 2022; Zhao et al.,
2025). Healthcare professionals are often among the most trusted sources of information, and
their recommendations can significantly increase screening participation (Khani Jeihooni et al.,
2023). Social influence from family and friends also contributes to shaping attitudes and
intentions. However, research suggests that the effect of subjective norms may weaken over time
without continued reinforcement, highlighting the importance of sustained communication
strategies (Dhakal et al., 2023).

Perceived Behavioral Control
This reflects an individual’s perception of how easy or difficult it is to perform the behavior.
This includes both internal factors such as confidence and knowledge, and external factors, such
as access to services, time constraints, and social barriers. Research in China has shown that both
logistical challenges and cultural factors, including discomfort with male healthcare providers,

can influence perceived control (Sun et al., 2022). Studies in Nepal highlight the extent to which
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structural barriers can limit women’s ability to access screening, even when attitudes are positive
(Dhakal et al., 2023). Research involving healthcare providers also demonstrates the importance
of perceived control, showing that factors such as time constraints and resource availability
influence their ability to support screening decisions (Légaré et al., 2015; Khani Jeihooni et al.,
2023).

Intention
This represents the motivational component of the framework and reflects an individual’s
readiness to act. It is widely recognized as the most immediate predictor of behavior. Research
consistently shows that stronger intention is associated with a higher likelihood of screening
participation (Khani Jeithooni et al., 2023). However, the gap between intention and behavior
remains a key challenge, as many individuals who intend to screen do not follow through due to
structural or contextual barriers (Kebede et al., 2023). Studies across different countries,
including Korea and Malaysia, demonstrate that intention is shaped by attitudes, social norms,
and perceived control, reinforcing the interconnected nature of these constructs (Chin &
Mansori, 2019; Kim et al., 2010; Son et al., 2009).

Behavior
Finally, behavior refers to the actual performance of screening, such as attending a clinical
examination or undergoing mammography. Research confirms that intention is a strong predictor
of behavior, but it is not the only factor. Demographic characteristics, prior health experiences,
and access to healthcare services also influence whether individuals act on their intentions (Griva
et al., 2013). Intervention studies have shown that programs based on the Theory of Planned
Behavior can improve both intention and actual screening behavior, demonstrating the practical

value of the framework (Kamyab et al., 2024; Zheng et al., 2024). Variation in screening
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practices across populations further highlights the importance of contextual factors such as
cultural norms, healthcare access, and education in shaping behavior (Kedebe et al., 2023).
Why does TPB fit in this study?

The selection of a theoretical framework must be guided by both conceptual relevance
and empirical support. For research examining breast cancer screening behavior, particularly in
socially and culturally complex contexts such as Bangladesh, the Theory of Planned Behavior
offers a comprehensive and practical framework. It brings together individual beliefs, social
influences, and perceived control in a way that aligns closely with how screening decisions are
actually made in real-world settings.

Its strengths are compared to other behavioral models

One of the key strengths of the Theory of Planned Behavior is its ability to address a
limitation found in earlier models. The Health Belief Model and stage-based approaches largely
frame health behavior as the result of individual cognition, focusing on personal perceptions of
risk and benefits. This perspective does not fully capture the social nature of decision-making,
particularly in collectivist or patriarchal societies. The Theory of Planned Behavior extends this
perspective by explicitly incorporating subjective norms, recognizing that individuals are
influenced not only by their own attitudes but also by their perception of social expectations. In
many contexts, including Bangladesh, decisions about screening are shaped by family members,
community expectations, and healthcare providers, making the inclusion of social influence
essential for understanding behavior (Nickerson, 2023).

Empirical research supports the strength of this framework. The Theory of Planned
Behavior has consistently demonstrated strong predictive value for health-related behaviors,

including cancer screening. Its structure allows it to capture multiple dimensions of decision-
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making, including how individuals evaluate a behavior, how they perceive social expectations,
and how capable they feel of performing the behavior. Compared to earlier models, it provides a
more complete understanding of the factors that influence screening participation.

Subjective norms are especially critical in Asian and South Asian contexts

The role of subjective norms is particularly important in Asian and South Asian contexts.
Studies conducted among rural Chinese women have shown that perceived social expectations
can be the most influential factor in shaping screening intention, even more than individual
attitudes or perceived control (Sun et al., 2022). Similar patterns have been observed across other
Asian contexts, where family influence, community expectations, and social obligations play a
central role in health decision-making. These findings highlight the importance of using a
framework that can capture social pressures and collective influences, rather than relying solely
on individual-level explanations.

The TPB accounts for barriers to action, not just barriers to intention

Another key advantage of the Theory of Planned Behavior is its ability to address the gap
between intention and action. Many women may express positive attitudes toward screening but
still fail to participate due to practical or structural barriers. The concept of perceived behavioral
control captures both internal confidence and external constraints, including access to services,
time, cost, and social discomfort. This makes the framework particularly relevant in low-
resource settings, where barriers such as distance, financial limitations, fear, and lack of access to

female healthcare providers can prevent women from acting on their intentions (Kamyab et al.,

2024).
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The TPB's constructs are modifiable and intervention-friendly

An additional strength of the framework is that its core components are modifiable.
Attitudes can be influenced through persuasive communication, subjective norms can be shaped
by engaging social networks and trusted community figures, and perceived behavioral control
can be improved by reducing structural barriers and increasing access to services. Because of
this, the Theory of Planned Behavior is not only useful for explaining behavior but also for
designing effective interventions. It has been widely applied across different health contexts,
including studies involving both patients and healthcare providers, demonstrating its flexibility
and practical relevance (Zhao et al., 2025)

Meta-analytic evidence supports the TPB's predictive validity for cancer screening

The framework is also supported by a strong body of empirical evidence. Research across
different types of cancer screening has shown that the Theory of Planned Behavior can
effectively predict both intention and actual behavior (Cooke & French, 2008). Studies focusing
specifically on breast cancer screening have similarly found that the framework provides strong
explanatory value, particularly in understanding screening intention (Ritchie et al., 2021). This
consistent evidence base strengthens the justification for using the Theory of Planned Behavior
as the primary framework for this study.

Limitations and how the research addresses them

Despite its strengths, the Theory of Planned Behavior is not without limitations. Some
studies have suggested that subjective norms may be less influential in certain contexts,
particularly in individualistic societies, and that the model may not fully capture factors such as
habits, emotions, or past experiences. Other critiques highlight the need for further research to

evaluate its practical effectiveness in promoting screening behaviors in real-world settings (An &
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Vincent, 2022). These limitations are important but also provide an opportunity for further
investigation. By applying the Theory of Planned Behavior within the specific socio-cultural
context of Bangladesh, where social influence and structural constraints are particularly strong,
this study contributes to the ongoing evaluation of the model’s applicability across different

settings.
Research Gap

The existing literature on breast cancer screening in Bangladesh highlights several
important gaps. First, most studies rely on quantitative approaches that measure levels of
knowledge, awareness, and perceived barriers but do not capture the lived experiences of rural
women or the sociocultural contexts in which screening decisions are made. As a result, the
everyday realities, meanings, and communication dynamics that shape women’s health behavior
remain underexplored.

Second, there is limited attention to the role of health communication in shaping
knowledge, attitudes, and behavior. While previous research identifies factors such as lack of
awareness, fear, and embarrassment, it often treats these as isolated variables rather than
outcomes of broader communication environments characterized by stigma, silence, and limited
access to reliable information.

Third, few studies in the Bangladeshi context have applied theoretical frameworks that
integrate both individual-level cognition and social influence. Although models such as the
Health Belief Model have been widely used, they do not fully account for the role of social
norms, communication constraints, and perceived control in shaping behavior, particularly in

collectivist and patriarchal settings.

32



This study addresses these gaps by adopting a qualitative, communication-centered
approach to examine how sociocultural and communication factors shape breast cancer screening
intentions among rural women. By integrating the Theory of Planned Behavior with a health
communication perspective, the study moves beyond individual-level explanations to provide a
more comprehensive understanding of how attitudes, social norms, and perceived control are
formed and negotiated within specific cultural and communicative contexts.

Conceptual Framework: Integrating TPB with a Sociocultural and Communication
Lens

Building on the Theory of Planned Behavior, this study conceptualizes health
communication as a broader contextual layer that influences and shapes the core constructs of the
model. Specifically, sociocultural and communicative factors such as cultural stigma, the culture
of silence surrounding women’s bodies, limited formal health messaging, and women’s health
beliefs are treated as overarching influences that interact with and reinforce attitudes, subjective
norms, and perceived behavioral control. Rather than functioning as separate variables, these
communication factors shape how each construct is experienced and interpreted in the local

context.

Within this framework, the traditional constructs of the Theory of Planned Behavior are

operationalized as follows:

Attitude (evaluation of the behavior)

Attitude reflects a woman’s overall evaluation of breast cancer screening. In this context,
however, such evaluations are shaped by limited access to accurate health information and the
absence of preventive health messaging. When women are not informed that breast cancer can be

asymptomatic, their understanding is often shaped by informal narratives, including fear-based
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community stories. As a result, preventive screening may be perceived as unnecessary or

associated with fear and uncertainty.

Subjective norms (perceived social pressure)

Subjective norms refer to the perceived expectations of significant others regarding
screening behavior. In rural Bangladeshi settings, these norms are strongly influenced by cultural
taboos surrounding the female body. The association of breast-related discussions with shame
and modesty creates a social environment in which seeking breast care may be viewed as
inappropriate. Consequently, normative pressures may discourage women from discussing or

pursuing screening.

Perceived behavioral control (ability to act)

Perceived behavioral control reflects a woman’s perceived ability to access and
participate in screening. In this context, control is shaped not only by structural barriers such as
cost and distance but also by communication constraints within households. When women feel
unable to communicate their health needs to family members or cannot negotiate financial and

logistical support, their perceived and actual capacity to engage in screening is reduced

Chapter Summary & Research Questions

As demonstrated in the preceding review, while global screening practices have
significantly reduced breast cancer mortality in developed nations, LMICs like Bangladesh
continue to struggle with late-stage diagnosis. The existing literature heavily relies on
quantitative methods and hospital-based surveys to identify logistical barriers, generalized “lack
of awareness”, or individual embarrassment as the primary reasons for extremely low screening

participation. However, this surface-level diagnosis is insufficient for capturing the lived realities
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of rural Bangladeshi women. The literature consistently fails to explore the deeply entrenched
sociocultural and communicative factors that might influence women’s cognitive evaluation of a

health behavior, which in turn affects actual behavior.

By integrating health communication-centered factors with the Theory of Planned
Behavior, this study sought to move beyond simply identifying that barriers exist and instead
investigate how rural Bangladeshi women’s structural, communicative environment, and cultural
experiences actively construct negative attitudes, unsupportive norms, and a lack of behavioral
control. To fill these critical gaps in the literature and explore how rural Bangladeshi women
form their screening intentions within this highly restrictive context that can lead to future

culturally appropriate strategies, the following research questions guided this study:

RQ1: How do individual, sociocultural, and systemic factors collectively shape rural

Bangladeshi women’s decisions to engage in preventative cancer screening?

RQ2: Based on their lived experiences, what community-informed strategies do these

women suggest to overcome existing barriers and improve screening uptake?
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Chapter 3 - Methodology

Qualitative Approach

This study employed a qualitative approach using semi-structured in-depth interviews to
explore the sociocultural and communicative factors influencing rural women’s decisions about
breast cancer screening in Bangladesh. A qualitative design was appropriate because screening
decisions are complex and shaped by multiple interacting factors that cannot be fully captured
through surveys or numerical measures (Lau et al., 2022). Women’s health behaviors are
influenced by sociocultural expectations, including norms that prioritize their roles as daughters,
wives, and mothers over their own health, as well as concerns about modesty, privacy, and
cultural taboos surrounding the female body. In Bangladesh and similar South Asian contexts,
barriers to screening operate across multiple levels, including individual, family, community,
healthcare system, and broader societal structures. These include stigma, reluctance to
communicate, financial concerns, and limited support systems, all of which are deeply embedded

in everyday social interactions.

In addition, modesty norms and concerns about interacting with male healthcare
providers can lead to discomfort, mistrust, and avoidance of screening, particularly in Muslim
communities. Women’s decisions are also shaped by family dynamics, as husbands and male
relatives often influence or control access to healthcare, making screening a relational rather than
purely individual decision. These layered and context-specific dynamics require a method that
allows women to express their experiences, concerns, and decision-making processes in their

own words.
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Semi-structured in-depth interviews were therefore selected as the primary data collection
method, as they provide flexibility to explore participants’ perspectives, allow for probing of
sensitive topics, and enable the emergence of unanticipated themes. This approach is particularly
suitable for studying stigmatized issues such as breast cancer, where open and conversational
formats can help build trust and encourage candid discussion. Given that previous research in
Bangladesh has been largely quantitative and hospital-based, there is a clear need for
contextually grounded qualitative research. This study responds to that need by centering the
voices of rural women to better understand the barriers to screening and to inform culturally

appropriate health communication strategies.

Ethical Consideration

Following approval from the Institutional Review Board (#IRB 13462), participant
recruitment was initiated by a local female contact. All protocols were strictly adhered to protect
participant confidentiality and ensure data privacy, reflecting a strong commitment to ethical
standards. Participation was entirely voluntary, and individuals were informed about the purpose
of the study prior to providing verbal consent, as approved by the IRB. Participants were free to
decline or withdraw at any time without penalty or loss of benefits. Interviews lasted
approximately 60 to 90 minutes, and this time commitment was communicated in advance.
Although participants received a small incentive of $4, they were not informed of this
beforehand; it was provided afterward as a token of appreciation for their time and contribution,
funded solely by the primary researcher. The study was classified as minimal risk, meaning that

any potential risks were no greater than those encountered in everyday life.
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Research Design

This study was exploratory in nature, utilizing semi-structured in-depth interviews to
understand the decision-making process of rural women as they thought about participating in
available preventative breast cancer screening. The target population of this study was women
living in the villages under Senbag Upazila, and a local female contact initiated participant
recruitment. The initial sampling was purposive, which later transformed into snowball
sampling. The interviews were conducted via WhatsApp video call, which was recorded with an
audio device, transcribed and translated before analyzing the data thematically to identify
findings.

Sampling Strategy and Sample Size

Purposive sampling, which quickly evolved into snowball sampling, was used to recruit
10 women for interviews. The sample was limited to the Senbag Upazila in Chattogram
Division, Bangladesh. Rather than focusing on data saturation, this study was guided by the
concept of information power to ensure the generation of trustworthy findings. Given the
context-specific nature of the research, which focused exclusively on rural women, a relatively
small sample was deemed appropriate, as participants provided rich, in-depth responses to the
research questions (Malterud et al., 2016). Furthermore, the use of in-depth interviews supports
the adequacy of a smaller sample size; as noted by McCracken (1988), a sample of
approximately eight participants can be sufficient for a qualitative research study.

The initial purposive recruitment was facilitated by a local female contact, who identified
and recruited the first participant following a brief eligibility screening. This screening consisted

of two criteria: participants were required to report awareness of breast cancer screening and no
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prior participation in such screening. Upon meeting these criteria, the first participant was
recruited and provided with the primary researcher’s WhatsApp contact information.

Following the initial interview, recruitment progressed organically through a snowball
sampling process. The first participant, along with subsequent participants who completed the
interview within their home settings, began voluntarily sharing information about the study with
neighbors and female relatives. As a result of this informal community-based dissemination,
further involvement from the local contact was not required. Interested individuals were
provided with the researcher’s WhatsApp number and contacted the researcher independently.

Participants were then recruited based on their willingness to participate in a 60-90-
minute in-depth interview. This process continued until a final sample of ten participants was
reached.

Inclusion Criteria

Only women aged 18 and above were recruited for the study. Eligibility was restricted to
participants who were aware of clinical breast examination (CBE) or other breast cancer
screening methods but had never undergone any form of screening. This criterion was essential
for exploring women’s decision-making processes regarding non-participation in preventive
screening despite prior awareness about screening.

In addition, participants were required to have access to a stable internet connection and a
private space within their home to facilitate a 60—90-minute in-depth interview without
interruption.

Exclusion Criteria

Women aged under 18 were excluded from the study. In addition, women who had

previously undergone any form of breast cancer screening, as well as those with no awareness of
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breast cancer screening methods, were not eligible for recruitment. Excluding participants
without prior awareness was essential, as the formation of intention to engage in a health
behavior requires at least a basic level of knowledge or awareness of that behavior. This criterion
enabled the study to more effectively examine decision-making processes among women who
were aware of screening but had not acted upon that knowledge.

Participants’ Profile

This section provides a brief demographic overview of the ten women who participated
in this study. To humanize the data and support interpretation, each participant has been assigned
a culturally appropriate pseudonym. Information on their age, living arrangements, educational
background, and daily responsibilities offers important context for understanding their
healthcare-related decision-making.

Table 1

Demographic Characteristics of Participants

. . Marital . . . Family
Participant Age Status Children Education  Occupation Structure
Maria 24 Married 2 SSC Housewife Nuclear (4

members)
. . Joint (7
Amena 23 Married 2 HSC Housewife
members)
Shila 29 Married 4 HSC Housewife Joint (11
members)
Munni 29 Married 2 Bachelor’s Housewife Joint (7
degree members)
Anowara 53  Widowed 3 Master’s High school Nuclear
degree teacher
Sonali 44  Widowed 0 Master’s High school Joint
degree teacher
Taslima 30 Married 2 HSC Housewife ~ 20mt(11
members)
Rupa 24 Divorced 0 Bachelor’s  Kindergarten Joint (6
degree teacher members)
Kohinoor 42  Widowed 3 HSC (some Housewife Nuclear
college)
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Joint (6

Mitali 22  Married 1 HSC Housewife
members)

Note. SSC = Secondary School Certificate (equivalent to U.S. 10th grade); HSC = Higher Secondary
School Certificate (equivalent to U.S. high school diploma). All participant names are pseudonyms.

Overall, these profiles indicate that, regardless of educational attainment, most women in
these rural contexts bear primary responsibility for household management and caregiving. This
shared reality significantly shapes their autonomy and capacity to seek healthcare.

Data Collection

The interviews were conducted in the Bengali language by the primary researcher via
WhatsApp video call. Given the cultural sensitivity surrounding breast health in Bangladesh and
the nuanced, context-dependent barriers experienced by rural women, in-depth interviews were
considered the most appropriate method for data collection. This method provided a flexible,
interactive setting in which participants could gradually build comfort as they discussed sensitive
issues. It also enabled the primary researcher to probe responses, seek clarification, and capture
rich, detailed accounts of lived experiences that would be difficult to obtain through more
structured data-collection methods.

WhatsApp was selected as the interview platform due to its widespread use and
accessibility in Bangladesh, as well as participants’ familiarity with the application. This
platform also allowed participants to take part in the interview from the comfort of their homes,
since they already knew and used the application. To facilitate participation from the comfort of
their homes, participants were provided with the researcher’s WhatsApp contact number and
initiated the video calls using their own mobile devices. The researcher conducted interviews via

laptop and recorded the sessions as audio using a personal mobile phone.
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All participants completed the interviews from the privacy of their own homes,
scheduling calls at times convenient to them and using their own internet connections. This
approach enabled participants to remain in a familiar, secure environment, supporting open
discussion of sensitive topics while eliminating the logistical and financial burden of travel.

At the beginning of each interview, the researcher explained the purpose of the study and
the interview procedure to ensure participants fully understood their involvement and could
provide informed consent. Participants were informed that the interviews would be audio-
recorded, that they could withdraw at any time without penalty, and that they could decline to
answer any questions they found uncomfortable. Given that all interviews were conducted
virtually and that the participant population included individuals with varying levels of
education, verbal informed consent was obtained before proceeding and recording the interview
in accordance with Institutional Review Board approval.

Following consent, interviews were audio-recorded using the researcher’s personal
mobile phone, positioned near the laptop. All recordings were stored exclusively on the
researcher’s password-protected device, which the researcher accessed, thereby ensuring data
security and confidentiality.

Interview Protocol
An interview protocol was developed to answer research questions, informed by TPB
constructs and other factors such as beliefs, information sources, knowledge, and communication
barriers, to better understand the decision-making process. At the beginning of the interview, all
participants were asked to answer demographic questions about age, gender, marital status,

children (if any), and professional status. The questions from interview protocol are below:
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Demographic and Everyday Life: Questions related to marital status, children, education,
family size, and daily routine and workload.

General Health and Care Seeking: Questions related to women’s general health concerns
and care-seeking behavior

Women’s Health and Breast Health: Questions related to how women’s health or breast
health is talked about in the community. Women’s knowledge about breast cancer and
symptoms. Their personal and family experiences related to breast cancer.

Awareness, Information Sources, and Preferences: Questions related to breast cancer
screening methods/procedures. Health information sources that women use for their
health or breast health, and the trust and comfort they have in those sources.

Attitudes Toward Breast Cancer Screening: Questions related to women’s feelings
towards breast cancer screening participation. Perceived usefulness of breast cancer
screening. Their knowledge and feelings about the procedure itself, and their preference
about male/female health care worker and the effect it might have on their screening
intention.

Social Support, Norms, and Communication: Questions related to women’s perceived
social support about participating in breast cancer screening, including support from
loved ones, family members, and the community. Women’s comfort level about talking
about breast health concerns, or cancer screening thoughts, with people in their family
and community.

Perceived Capability, Barriers, and Reasons for Nonparticipation: Questions related to
women’s confidence in participating in breast cancer screening on their own. Factors that

might boost or decrease that confidence. The main reasons that have caused them not to
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participate in breast cancer screening to date are. The barriers they might face if they
attempt to go for screening.

8. Recommendations and Future Intentions: Women'’s ideas about practical steps that might
improve screening participation among rural women. Women'’s intention to participate in
breast cancer screening in the near future

Data Analysis
This study utilized Thematic Analysis (TA), as outlined by Braun and Clarke (2006,
2013), to analyze the interview data. Thematic Analysis is one of the most widely used
approaches in qualitative research and is characterized as a flexible yet systematic method for
identifying, analyzing, and reporting patterns of meaning within data. It is an iterative process of
sense-making that involves moving back and forth between the dataset and emerging
interpretations rather than following a strictly linear procedure. Braun and Clarke describe this
process as consisting of six interconnected phases, which guide the organization and
interpretation of qualitative data from initial familiarization through to the development and
refinement of final themes.
Phases in reflexive thematic analysis
1. Familiarization: First, I organized the translated data into text units, accumulating all
responses from participants under specific interview questions. Following Agar's
(1980) advice, the primary researcher first "immersed" in the details by reading the
transcripts in their entirety several times. This helped the researcher to get a sense of
the interviews before breaking them into smaller parts.
2. Coding: During the reading phase, the researcher wrote "memos"—short phrases,

ideas, or key concepts- directly on the transcripts to identify major organizing ideas.
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The researcher then began formal coding by aggregating text segments that shared
common meanings using two types of labels: vivo codes, which used the exact words
of the participants, and author-composed labels that best described the information.

3. Generation of initial themes: After the coding was complete, the researcher began
classifying the codes into broad units of information, or themes, according to the
research questions/theoretical constructs. This way, two major themes were generated
deductively to explain the research questions of this study. Each theme consisted of
several codes/subthemes, aggregated to either directly answer the research question or
illustrate a common idea that emerged from the data.

4. Reviewing themes: The researcher then reviewed the themes and subthemes against
the original Bengali and English data to ensure they accurately reflected the
participants' stories.

5. Refining and defining the themes: This phase involved refining themes built upon a
strong core concept or essence and giving them names. The researcher identified two
general themes that addressed the research questions, ensuring they captured the
specific socio-cultural and communicative realities of rural Bangladesh.

6. Writing-up: Finally, this phase involved creating a coherent story to meet the study’s
objectives. As a final step, the data was interpreted in the discussion section. This
interpretation was offered in light of relevant literature and the researcher’s own
contextual knowledge,

Translation Process
After conducting and recording all interviews, the primary researcher manually

transcribed them in Bengali. The transcripts were then translated into English using an Al-

45



assisted tool (NotebookLM). To ensure accuracy, the researcher conducted a detailed, line-by-
line verification of the translated text against both the original Bengali transcripts and the audio
recordings. This process ensured that participants’ meanings, tone, and narrative voice were
preserved.

The translation process was treated as a critical methodological step. As a native Bengali
speaker familiar with the study context, the researcher acted as both translator and quality
controller, ensuring that cultural nuances and context-specific meanings were accurately
conveyed. In cases where Bengali terms, particularly those related to culturally embedded
concepts such as shame or modesty, lacked direct English equivalents, the closest possible
phrasing was used. This limitation is acknowledged as a structural constraint of the study.

The use of Al-assisted translation was primarily driven by practical considerations. Given
the large volume of interview data and the absence of external funding, employing a professional
human translator was not financially feasible. However, regardless of the translation method,
manual verification by the researcher would have remained necessary to ensure contextual and
linguistic accuracy. NotebookLM was also selected for its privacy features, which allowed the
researcher to disable data retention and ensure that sensitive interview data was not stored or
used beyond the scope of the study.

The use of Al tools for transcription and translation is increasingly recognized in
qualitative research. Marshall and Naff (2024) suggest that while researchers are generally
comfortable using Al for procedural tasks such as translation, analytical processes still require
human interpretation. Accordingly, in this study, Al was used solely for translation, while all
coding and thematic analysis were conducted manually to maintain interpretive rigor.

Data Validation and Trustworthiness
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In qualitative research, data validation is crucial to ensure the trustworthiness and
transferability of the data. In this study, validation required careful consideration as the data were
collected in a language other than English, and there was only one primary researcher
responsible for both data collection and analysis. Therefore, several data validation strategies
were implemented throughout the study:

Rich, Thick Description

To ensure the transferability of the findings, a detailed description of the participants and
the study setting was provided. This allows readers to contextualize the data and determine
whether findings can be applied to other environments "because of shared characteristics"
(Erlandson et al., 1993, p. 32). The findings described comprehensive participant profiles,
detailing their household structures, educational backgrounds, and daily domestic burdens.
Furthermore, direct, translated quotes from the participants were heavily embedded throughout
the thematic analysis. Relying on the participants’ exact phrasing minimizes interpretation biases
(Asmussen & Creswell, 1995) and provides the reader with a transparent, authentic view of the
rural Bangladeshi woman’s experience.

As the primary researcher was the sole author transcribing and analyzing the data,
maintaining the "trustworthiness" of the findings was a top priority. Therefore, the researcher
ensured the rigor of the study analysis through several key strategies:

The Audit Trail

The primary researcher maintained a complete "audit trail," which is a step-by-step

record of the research process. This includes the original Bengali audio, the manual

transcriptions, the initial "memos" and codes created on the paper, and the documents showing
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how those codes were grouped into the final themes. This trail provides a transparent view of
how the data were used to reach the conclusion of this study.

Reflexivity

The primary researcher is an insider to the community under study, having grown up in
the same rural environment of Senbag Upazila where the participants reside, and in some cases,
having prior personal familiarity with participants. This positionality significantly shaped both
the recruitment process and the interpretation of data.

This shared background functioned as a key strength of the study. It facilitated rapid
rapport and trust-building, as participants perceived the primary researcher as someone who
understood their lived realities. This was particularly important given the sensitivity and cultural
taboo surrounding discussions of women’s bodies, reproductive health, and family dynamics. As
a result, participants were often more open in sharing experiences they might otherwise have
withheld from an external researcher.

However, this insider position also introduced methodological risks, particularly the
possibility of “assumed shared meaning,” where culturally familiar expressions such as “village
norms” or “family pressure” could be interpreted without adequate clarification. There was also
the risk that the primary researcher’s prior experiences in the same community could shape
interpretation of participants’ narratives.

To address these risks, reflexivity was continuously maintained throughout data
collection and analysis. A reflexive journal was kept documenting the primary researcher’s
emotional responses, assumptions, and personal reflections after each interview. This process
supported ongoing awareness of potential bias and helped separate participants’ accounts from

the primary researcher’s lived experience.
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In addition, structured strategies were used during interviews to ensure interpretive
accuracy. The primary researcher deliberately avoided assuming shared understanding and
consistently used probing questions to elicit clarification when participants referred to culturally
embedded concepts such as “village norms” or “family pressure.” For example, when a
participant described broader household and community dynamics as reasons for not undergoing
screening, the primary researcher asked a clarifying question to confirm whether the main barrier
was the need for permission from her husband and in-laws. The participant confirmed this
interpretation. This iterative clarification process ensured that participants’ intended meanings
were accurately captured rather than inferred.

Overall, the primary researcher maintained a reflexive stance throughout the study,
balancing insider familiarity with a deliberate effort to remain analytically cautious. This
included adopting a learner-oriented posture during interviews, prioritizing participants’
explanations over assumed knowledge, and ensuring that interpretations were consistently
grounded in participants’ own words and meanings.

It is also important to note that although the primary researcher grew up in the study area,
she has not been residing there since 2013. This temporal distance may have helped provide
some degree of analytical detachment, particularly in relation to evolving socio-cultural
dynamics and potential differences in lived experiences between the researcher and participants.

At the same time, this distance also required the primary researcher to remain attentive to
avoiding assumptions about continuity in local practices, ensuring that participants’ accounts

were interpreted in light of their current lived realities rather than past personal experiences.
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Chapter 4 - Findings

This chapter presents the findings from interviews with ten women living in rural areas of
Bangladesh. The purpose of these interviews was to explore how these women perceive their
health and healthcare-seeking behaviors, what they know about breast cancer and screening, and
the communicative, cultural, and societal barriers that shape their participation in preventative
breast cancer screening. Through in-depth conversations, the interviews captured lived
experiences of daily responsibilities, family expectations, a culture of silence surrounding

women’s bodies, and perceptions of the healthcare system.

As discussed in Chapter 3, participants came from diverse educational backgrounds,
ranging from secondary school certificates to master’s degrees. Some lived in nuclear families,
while lived in large joint households with up to 11 members. While a few participants worked
outside the home as teachers, the majority were housewives who carried primary responsibility

for household management and childcare.

Grounded in the core constructs of the Theory of Planned Behavior (TPB), this chapter
addresses RQ1 by unpacking the individual, sociocultural, and systemic factors that collectively
shape screening decisions through four sequential themes; the factors shaping women’s attitudes
towards preventative screening, the influence of family and society’s expectations on subjective
norms, the emotional and logistical barriers affecting women’s perceived control, and the key
factors influencing future intention to participate. Finally, transitioning from theoretical
diagnosis to practical application, the chapter directly answers RQ2 through two targeted themes
exploring participants’ community-informed strategies for interventions: first, by examining how

to destigmatize breast health through proactive, interpersonal communication, and second, by
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detailing the need to reduce psychological and logistical barriers through accessible health

resources.

Analytically, these themes show that within the Theory of Planned Behavior, attitude,
subjective norms, and perceived behavioral control do not operate independently. Instead, they
are deeply shaped by a broader communicative environment that reinforces a culture of silence,

which constrains women’s ability to even consider screening as a viable option.

RQ1: How do individual, sociocultural, and systemic factors collectively
shape rural Bangladeshi women’s decisions to engage in preventative
screening?
Attitude Is Influenced by Silence Around Women’s Bodies, Knowledge about BC
Symptoms and Screening
This theme explains how women’s attitudes toward preventive screening are shaped not
only by their awareness of breast cancer symptoms and screening but also by the strong social
silence surrounding female health issues. Although many women express a generally positive
view of preventive screening, their willingness to participate differs significantly due to cultural

taboos around women’s health and the perception that undergoing screening may compromise

“modesty,” particularly when male health workers are involved.

From an early age, women are socialized to conceal normal aspects of their bodies,
including menstruation, followed later by pregnancy-related changes, and eventually breast-
related concerns. This is not a single or isolated experience but a cumulative process of learned
silence. Over time, this repeated expectation to hide bodily experiences normalizes non-

disclosure of health concerns, as women seek to avoid gossip, judgement, and social ridicule. By
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the time preventive screening becomes relevant, many women have developed a habitual pattern
of concealment. This makes the idea of “showing the body” during screening feel like a violation
of lifelong norms of modesty, which in turn negatively shapes their attitude toward screening

participation.

Hiding Normal Female Health Issues

In rural Bangladesh, there is a strong cultural expectation that women remain silent about
their bodies. The interviews show that long before a woman considers serious conditions such as
breast cancer, she is taught to conceal normal bodily experiences. Every day, female health

issues are often kept private and are associated with shame.

This sense of shame begins with routine health needs. One participant, a full-time
housewife and mother of two, described how difficult it is to talk about even basic bodily

functions.

In the village, people feel a lot of hesitation when it comes to talking about women's
health. People in the village don’t even want to talk normally about periods, nor do they
want to go to a shop to buy sanitary pads. And they absolutely do not want to talk about

breasts at all (Munni, 29).

This quote is significant as it illustrates the foundation of the issue within rural
Bangladeshi culture. If purchasing a simple sanitary pad is already considered shameful and
something that must be hidden from an early age, then discussing breast health or seeking a

preventive breast cancer check-up becomes even more difficult for women.

As women grow older, this expectation of concealment extends to other life events.

Women are often expected to hide even natural processes such as pregnancy, sometimes even
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from their own parents. Maria (24), a mother of two, described the emotional strain of this
experience: “During my pregnancy, I felt ashamed to even sit in front of my father. If my
pregnancy bump was even slightly visible, people would say harsh and hurtful things.” The
response to a visible pregnancy highlights how deeply embedded social rules are around

women’s bodies in the community.

As aresult, women learn to prioritize appearing “modest” and maintaining family
comfort by avoiding visibility of bodily changes over their own sense of bodily safety. If a
woman is made to feel ashamed of her pregnancy in front of her own family, she is effectively
taught that her body can become a source of social judgment. For women like Maria, exposing
the breast to a health worker, even for a potentially life-saving screening, therefore feels like a
violation of a lifelong expectation of concealment. In this sense, the discomfort associated with
screening is not only about the procedure itself, but also about breaking deeply ingrained patterns

of silence and secrecy surrounding the female body.

The Cultural Taboo of Breast Health
As basic reproductive health is already heavily concealed, the topic of breast health is
almost entirely off-limits in rural Bangladesh communities. The data show that breasts are
predominantly viewed as private and sexualized body parts, rather than as normal parts of human
anatomy that may require medical attention. This strong taboo makes discussions about breast

health and cancer screening feel nearly impossible in everyday life.

Almost all participants made it clear that conversations about breasts simply do not take
place in normal social settings. Because the community does not openly or seriously engage with
the topic, women who experience symptoms such as pain or lumps often find themselves with

nowhere to seek support. Instead of reassurance, responses within the community are often
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dismissive or mocking. As Maria (24) explained: “If someone does have a breast-related issue,
people often laugh about it or don’t take it seriously.” This fear of ridicule leads women to

suppress concerns and remain silent about potential symptoms.

The silence surrounding breast health means that the concept of preventive screening is
largely absent from community understanding. If the word “breast” itself cannot be spoken
without shame, then discussing medical testing for it becomes even more difficult. Maria (24)
further summarized this reality: “Generally, no one in the village understands what screening is,
so it isn’t a topic of conversation.” This demonstrates that the absence of screening is deeply
rooted in a cultural environment that enforces silence and shame around women’s bodies,

prioritizing modesty and avoidance of discussion over proactive health-seeking behavior.

The idea of “Modesty”

The “lifetime of hiding” also directly shapes how women feel about the actual process of
screening. The idea of exposing “private parts” to a stranger causes significant emotional
discomfort, which lowers women'’s attitudes towards the screening procedure. While all
participants recognize the benefits of preventive screening and agree that women should be
screened, and many also express support for other women who choose to do so, their personal
attitudes towards the procedure itself are strongly influenced by deeply internalized ideas of

modesty.

Maria (24) expressed this clearly: “The idea of screening makes me feel very shy and
embarrassed... the thought of a male worker being present makes me feel extremely
uncomfortable. It is very embarrassing.” For many women, the presence of a male healthcare

worker becomes a “deal-breaker.”
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This highlights how protecting modesty is often prioritized over seeking medical care.
This is not because women do not value their health, but because the cumulative experience of
concealment over many years makes physical exposure feel like a moral violation of what it
means to be a “modest” woman. As Taslima (30) noted, “Village women feel shy, and if they are
married, the village people will say even nastier things if they attend such examinations for

breasts.”

Most participants also emphasized a strong need to avoid exposing their bodies to male
healthcare providers, even in clinical settings. Cultural expectations around modesty, therefore,
create a significant barrier within the context of breast cancer screening. For the vast majority of
women interviewed, the idea of a male doctor performing a breast examination is entirely

unacceptable.

The fear of male healthcare providers looking at or touching their bodies generates
intense anxiety. Mitali (22) stated: “Many girls do not want to get their breasts examined,
thinking that a doctor will look at or touch their breasts.” For some women, this is not simply a
preference but a firm boundary that leads them to withdraw from necessary medical care. Shila
(29) shared another example of this decision in practice: “It is extremely important to me that the

health worker is a woman because I don’t want to show my private body parts to just anyone.”

For most participants, the presence of a female healthcare worker is an essential
requirement for considering breast screening at all. Women emphasized the need to feel
protected from shame and judgment. Maria (24) noted: “If the health worker is a woman, it isn’t
as bad, but the thought of a male worker being present makes me feel extremely uncomfortable.
It is very embarrassing.” Similarly, Amena (23) stated: “For breast screening, I would want only

a female doctor or a female health worker to be present.” Overall, most rural women expect

55



healthcare services to accommodate these cultural boundaries, and without female providers,

many indicated they would simply refuse to participate in screening.

Misconceptions about breast cancer symptoms and risk factors

Participants demonstrated some awareness of breast cancer symptoms, which are
primarily related to pain, lumps, and lesions, often acquired through social media or
interpersonal communication. However, severe misconceptions emerged regarding its causes.
Narratives shared by neighbors and relatives contributed to deeply rooted misunderstandings.
These accounts fostered a specific and distressing belief among many young married women that

pregnancy and breastfeeding are direct causes of breast cancer.

Breastfeeding is commonly associated with physiological changes, including breast
tenderness and discomfort. However, some participants interpreted normal breastfeeding-related
pain or breast changes as potential indicators of cancer, particularly when they had observed
others being diagnosed during similar life stages. Maria (24) described an experience that shaped
her perception and fear: “I heard from a paternal aunt of mine that she was experiencing pain in

her breast. She went to the doctor, and they found a tumor, which eventually turned into cancer.”

As such narratives circulate rapidly within communities, particularly in rural settings,
they appear to heighten anxiety among young mothers. Amena (23) expressed a similar belief,
stating: “As far as I think, cancer symptoms can appear during pregnancy and breastfeeding.”
These perceptions were further reinforced by experiences of illness and death among relatives as

one participant recounted:
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My cousin, who died used to have pain in her nipples after having her baby. Then she
went to the doctor, got screened, and found out she was suffering from breast cancer.

After that, her breast had to be removed, and she died within a year (Taslima, 30)

Similarly, another participant, Maria (24), while talking about her experience with a
relative noticing symptoms during breastfeeding, added: “She underwent breast screening after
the pain started, which is how it was detected, and she is currently undergoing treatment.”
Overall, many participants’ accounts of breast cancer within their families or social circles
involved cases in which symptoms were first noticed during pregnancy or breastfeeding and
subsequently led to diagnosis. This temporal association contributed to the belief that childbirth
or breastfeeding can trigger the disease. Another misconception identified concerned breast
asymmetry. Amena (23) noted that she had read on Google that uneven breast size appears

smaller or larger than the other, may be abnormal, and indicative of breast cancer.

These misconceptions about breast cancer symptoms may discourage women from
seeking preventive screening, particularly when no noticeable abnormalities are experienced

during pregnancy or breastfeeding, or when they do not perceive breast asymmetry.

Lack of knowledge about the screening process

An important finding from the interviews is that while all participants were aware of the
severity and potentially fatal nature of breast cancer, they lacked knowledge regarding how to
access screening services and how the screening process is conducted. Screening was commonly
understood only in terms of mammography; some participants were aware of breast self-
examination (BSE), but none had heard of clinical breast examination (CBE). As Kohinoor (42)
said, “As far as I know about breast cancer screening, there is a machine, and it has to be done

using that. [ saw this on TV, but I don't have a complete idea of what the process is like.”
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Although such accounts reflect close and direct exposure to the disease and healthcare
system, participants still reported a lack of understanding of what actually occurs during breast
cancer screening. Munni (29) stated, “I have no idea what happens during a breast cancer
screening or how it is done. But I do know screening should be done if any symptoms appear. |
saw this on social media as well.” Similarly, Maria (24), whose aunt had been diagnosed with
breast cancer, explained, “I am aware that you have to see a doctor for screening, but I don’t

know exactly what happens during the procedure step by step.”

These accounts suggest that even when women observe family members undergoing
diagnosis and treatment, this exposure alone is insufficient to build procedural knowledge about
screening, particularly when explicit explanations are not provided or discussed within families
or communities. This lack of awareness about screening procedures also influenced participants’
willingness to undergo screening. Some participants noted that once they became aware that
screening is not an invasive or frightening procedure, their fear decreased, and they expressed

willingness to seek screening in the future.

Intention to participate in preventative screening is shaped by family, social
expectations, and communication constraints

This theme explores the role of subjective norms in shaping women’s intentions to
participate in preventive cancer screening, with particular attention to the influence of significant
others, family members, and broader social expectations.

Lack of perceived support from the husbands

A major challenge for rural women, particularly married housewives, is the perceived
lack of support from husbands for preventive healthcare. Participants commonly reported that

while husbands tend to be supportive when there are severe or clearly symptomatic health issues
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and would encourage seeking medical care, they are unlikely to support requests for preventive

cancer screening in the absence of symptoms.

Participants explained this lack of support from two main perspectives. First, they
suggested that husbands are less responsive to preventive healthcare needs when women are
asymptomatic. In such cases, screening may be perceived as unnecessary, potentially leading to
what is viewed as a waste of money and time without a guaranteed outcome. Maria (24)
highlighted this reality: “He wouldn't support the idea of me going for a screening unless there
was a clear, physical problem or symptom.” Similarly, Mitali (22), despite her strong family
history of breast cancer, described a lack of acceptance from her husband: “It is hard to make my
husband understand because he thinks that just because my mother had breast cancer, it doesn't

mean I will have it too.”

Second, participants reported difficulties communicating the importance of preventive
screening to their husbands, particularly because husbands themselves had limited awareness and
perceived a lack of patience or time to engage in such discussions. As a result, conversations
about preventive health are often avoided. Amena (23) explained: “I don't normally talk about
these things with my husband because he is usually busy, and taking the time to explain it all to

him is very time-consuming.”

Pressure to maintain the image of a “healthy” bride

An additional and notable finding from the interviews is that women do not anticipate
support from female members within their in-laws’ household and may, in some cases,
experience hostility. This indicates that barriers to healthcare-seeking are not solely shaped by
male authority but are also reinforced by women who actively participate in maintaining norms

of silence around health issues.
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In rural Bangladesh, it is common for women to enter a joint family household after
marriage, living with their father-in-law, mother-in-law, sisters-in-law, and brothers-in-law.
Within this setting, female in-laws often become sources of judgment rather than support, where
a bride is frequently evaluated based on her ability to work and remain “uncomplicated.”
Disclosing health concerns, particularly those related to sensitive issues such as breast health,

may be interpreted as a sign of being “weak” or “unsuitable” for the household.

Shila (29) described how health-related concerns are often met with hostility in her in-
laws’ household: “In the village, if married women are heard to have health problems, they have
to hear harsh words at their in-laws' house; for this reason too, women do not talk about their
own health problems.” This expectation to appear as a “suitable” and “silent” bride creates an
environment in which illness and healthcare-seeking behaviors are suppressed to avoid
judgment. Maria (24) further emphasized that this enforcement of silence can be overt and
mocking: “The elders tease you if they hear about any ‘womanly’ physical problems; even other

women laugh and mock you.”

This form of “moral policing” reinforces expectations that brides remain silent and
compliant within the household, which in turn discourages women from disclosing health
concerns. As a result, speaking about breast-related issues is perceived not only as embarrassing
but also as a violation of familial expectations, potentially leading to reduced support for seeking

preventive screening.

Due to this fear of ridicule, married women carefully select whom they confide in
regarding health matters. Most participants reported avoiding discussions of female health within

their in-laws’ households. As one participant explained:
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If I wanted to talk about breast health or screening, I would feel much more comfortable
sharing those thoughts with my mother or my sister than with my husband. I would not

feel comfortable at all discussing this with anyone at my in-laws’ house (Maria, 24)

On the same note, another woman, who lives in a large household, added:

I can talk openly about breast health with the people from my father’s house [my maiden
family], but at my in-laws’ house, I only talk to my 'chachato nanod” [husband’s female
cousin]. Other than that, I wouldn’t voluntarily bring these things up with the rest of them

(Taslima, 30)

These accounts illustrate how marriage can disrupt women’s access to supportive and
trusted communication networks. After marriage, women often find themselves in environments
where they feel constrained and unable to freely express health concerns. As Maria (24)
observed: “In Bangladesh, women face many hurdles regarding their health after marriage; they
often hear stinging remarks and criticism at their in-laws’ house.” This restrictive social
environment, combined with cultural taboos surrounding breast health, contributes to reduced

perceived support for breast cancer screening decisions.

Fear of societal judgment

Given the prevailing cultural taboos surrounding female-specific health issues,
particularly those related to the breast, participants expressed a strong belief that they would not
receive social support if they sought preventive screening. Discussions about breast health were
described as highly restricted, and because such topics are rarely addressed openly, participants
felt that any engagement with breast cancer screening would likely be met with negative social

reactions.
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Participants reported that, within their communities, breast-related health issues are
closely associated with notions of modesty and cultural taboo. As a result, women anticipated
that those who did not interpret screening through this lens might still respond with ridicule,
gossip, or derogatory remarks toward women seeking breast healthcare. This perception of

anticipated judgment reinforces reluctance to engage in preventive screening.

Anowara (53) illustrated the extent of this social sensitivity through an example from her
village: “For example, a 21-year-old neighbor girl of ours had breast cancer and had to have one
breast removed, but no one in her family ever even utters the name of the disease.” This account
reflects not only fear of external gossip and stigma but also the extent to which families may
avoid openly acknowledging breast cancer diagnoses due to concerns about how they will be

perceived within society.

Overall, these findings indicate that anticipated societal judgment and stigma surrounding
breast health contribute significantly to women’s reluctance to seek preventive breast cancer

screening.

Perceived behavioral control is limited by relational and logistical barriers

This theme explores the emotional and practical constraints that shape women’s
perceived control over seeking preventive breast cancer screening. These include limited
financial independence, restricted mobility, lack of transport options, and reliance on under-
resourced local healthcare facilities.

Limited autonomy and mobility among married women

A key barrier to breast cancer screening identified by participants is restricted physical
mobility. In rural contexts, it is generally considered neither socially acceptable nor morally

appropriate for married women to travel long distances alone. As a result, women often depend
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on their husbands or other accompanying persons to reach screening facilities. When such

support is unavailable or withheld, access to screening becomes severely constrained.

Most participants reported that they are either not permitted to visit healthcare facilities
alone or do not feel confident doing so independently. Amena (23) stated: “If I want to get a
cancer screening right now... I do not have the confidence to go get screened by myself; I would

absolutely need someone to go with me.”

Although husbands may, in some cases, grant permission for travel, the continued
expectation of accompaniment remains a structural barrier to screening uptake. Even when
permission is granted, the unavailability of an escort, combined with social expectations
discouraging women from travelling alone, can prevent access to services. One woman described

this constraint as limiting her screening intention:

The only reason I haven’t gotten a breast cancer screening done yet is that there is no one
to take me to the screening center. I want to get a breast screening done, but I would have
to travel to a faraway city to do it, and someone needs to take me, which is why I haven’t

been able to do it yet (Taslima, 30)

This account is particularly significant as it highlights that willingness to undergo
screening exists among participants; however, structural and normative constraints within rural
settings inhibit action. Notably, older women above the age of fifty also reported needing an
escort, although they attributed this primarily to age-related physical vulnerability rather than

social norms governing women’s mobility.

Working women feel more confident
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A distinction emerged between working women and housewives regarding social norms
and perceived behavioral control. Working women reported greater confidence in their ability to

access breast cancer screening compared to housewives.

Participants who were employed indicated that they would receive full support from their
families if they chose to undergo screening, and that they would not require permission from
others to do so. However, it is important to note that the working women in this study were
primarily widowed or divorced. As such, the normative barrier of requiring a husband’s
permission was not applicable in their cases, which may partially explain their greater perceived
autonomy. One woman, who was widowed and working as a school teacher, explained this full

control over their health clearly:

If I decide to get screened tomorrow, I know that I will be able to do it because I have the
money, I can go alone, and I can manage accommodation wherever I go. That is why I

am confident that I can do it (Sonali, 44).

In addition to social support, working women also reported greater perceived ability to
access screening services. Because they engage in paid work outside the home, they reported
reduced domestic workload and fewer constraints on time management and financial
dependence. These factors collectively contributed to a stronger sense of control over healthcare

decisions compared to housewives.

Burden of household responsibilities
Even when married women obtain their husbands' permission, they continue to face a

significant constraint: limited available time. The interviews clearly indicate that, in rural
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settings, women are expected to manage household responsibilities and child-rearing regardless

of their educational background or paid employment.

The substantial daily workload leaves women with minimal opportunity to prioritize their
own health needs. Because their time is largely devoted to caring for children and other family
members, attending personal healthcare becomes difficult. One woman, a mother of two

children, described how these manifest in her daily life:

“I have to dedicate a lot of time to the children. Even though I have been facing many
health issues since getting married and having kids, like hair fall and allergies, which make me

feel bad, I just don’t get the time to go to the doctor (Amena, 23)

If women are unable to seek care for ongoing non-urgent health concerns such as
allergies, the prospect of finding time for preventive cancer screening in the absence of

symptoms becomes even more challenging.

In addition, screening is perceived as time-consuming and requiring advance planning.
Women must organize household responsibilities in their absence and arrange alternative
childcare before attending appointments. Kohinoor (42) noted: “Since this whole thing is time-
consuming, | have to manage everything in advance before I leave.” Similarly, Taslima (30)
highlighted this challenge: “If I want to get screened now, first I have to figure out who my
children will stay with. And I will need permission from my husband and mother-in-law because

I am a married woman.”

These accounts demonstrate that childcare responsibilities and domestic workload
constitute substantial practical barriers that limit women’s perceived ability to engage in

preventive breast cancer screening.
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Lack of knowledge about where to go

Although participants were generally aware of mammography as a form of screening,
they lacked specific knowledge about where breast cancer screening services are available.
Women indicated that they understood screening is typically accessed in larger, distant cities, as
local availability is perceived to be absent. However, none of the participants could identify the

exact facilities or locations where screening is conducted in these urban centers

Some participants explained that accessing screening would require first identifying an
appropriate clinic in the city, often through informal inquiries with local contacts once they
arrive. This reliance on situational guidance reflects uncertainty in navigating the healthcare

system and a lack of clear referral pathways.

Participants also reported limited knowledge regarding how to initiate a screening
appointment. Some suggested that they might first consult a nearby gynecologist to obtain
information or a referral, who would then direct them to the appropriate facility. Anowara (53)
broadly reflected this uncertainty around the process: “I just need to find a good health complex

and schedule the visit on a weekend a little in advance.”

Under-Resourced Local Health Infrastructure

In addition to childcare and logistical constraints such as travel arrangements, participants
identified inadequate local healthcare infrastructure as a significant barrier to screening uptake.
Although every upazila (sub-district) in Bangladesh has a government-funded health complex,

participants noted that these facilities generally lack breast cancer screening services.

Beyond the absence of equipment and services, participants also expressed limited trust

in local healthcare provision. Several indicated that rural clinics are perceived as lacking both
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appropriate diagnostic equipment and sufficiently qualified medical personnel to conduct or
interpret breast cancer screening. Maria (24) summarized this perception, stating: “In villages,

we lack good doctors and healthcare is often neglected.”

As a result, participants felt compelled to travel to larger cities to access screening
services. This requirement increases both financial cost and physical burden, thereby reducing
accessibility and weakening confidence in their ability to complete screening. These findings
suggest that women’s intentions to participate in breast cancer screening are strongly shaped by

structural deficiencies within the rural healthcare system.

Intention for future screening is shaped by perceived risk, benefits, and decision-
making power, and female healthcare workers

This theme explores the key motivators and inhibitors that ultimately shape women’s
intentions to participate in future breast cancer screening. It identifies four central factors
influencing these intentions: perceived risk, perceived benefits, spousal decision-making power,
and the perceived requirement for a female healthcare provider during screening procedures.

Perceived Risk

One of the most striking findings is that even women who have witnessed close family
members die from breast cancer do not necessarily seek screening for themselves. Although
participants were aware of the severity and fatal nature of the disease, this knowledge did not
translate into perceived personal vulnerability. Breast cancer was often understood as something
that happens to “others,” rather than a condition that could affect them personally, particularly in

the absence of symptomes.
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The youngest participant, who is also a mother of one child, provides a powerful
illustration of this disconnect. Her mother died from breast cancer that was diagnosed late due to
a lack of pain. Despite this experience and medical advice for follow-up screening, she has not

undergone screening herself. She explained:

I know a little bit about breast cancer because my mother had it in 2014... As far as |
recall, my mother had a lump in her breast, but there was no pain. At first, we all thought
it would just go away. Later, when it wasn't getting better, my mother went to a doctor...
and cancer was diagnosed... the doctor who treated her told my sister and me to get

checkups... but I haven't done it yet (Mitali, 22)

A major reason for low screening uptake among rural women appears to be this limited
perception of personal risk. Within these communities, healthcare-seeking is typically associated
with the presence of illness or pain. The idea of attending a health facility for screening in the
absence of symptoms is therefore not commonly perceived as necessary. Preventive screening is
not widely understood as a health behavior, as medical attention is generally sought only when

symptoms interfere with daily functioning or caregiving responsibilities.

Participants further linked this perception to broader sociocultural norms around
healthcare use in Bangladesh. Maria (24) noted that preventive care does not align with common
health-seeking behavior: “In Bangladesh, it is not considered ‘normal’ to go to a doctor unless
you are already facing a visible problem.” In this context, the absence of pain, discharge, or
palpable lumps is interpreted as reassurance of good health. Consequently, women often believe
that screening is unnecessary unless symptoms are present. Sonali (44), a highly educated

teacher, summarized this logic: “The reason for not getting a breast screening up until now is that
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I did not have any symptoms or signs. So, I didn't think about it much as it didn’t seem very

necessary.”

This low perceived risk is also reinforced by gaps in knowledge regarding the benefits of
preventive screening. Participants suggested that there is limited awareness that breast cancer can
develop without early symptoms and that early detection can significantly improve outcomes. As
a result, many women delay seeking care until symptoms become severe, at which point the

disease may already be advanced.

However, some accounts suggest that knowledge alone does not necessarily translate into
perceived risk or action. Several participants acknowledged awareness of breast cancer risks but
still prioritized in the absence of symptoms. One woman, who’s also a highly educated

schoolteacher, reflected this contradiction:

There is actually no particular reason behind not getting a breast screening done so far. |
just neglected it out of carelessness since I don’t have any symptoms, even though I know

about its risks and know some people who have died from it (Anowara, 53).

Despite this, several responses at the end of interviews indicated that perceived risk could
become a motivating factor and could dictate the actual behavior when properly realized. For
example, Amena (23) stated: “Now that I know that breast cancer can happen even without

symptoms, I will definitely get screened in the next 2-3 years.”

Perceived Benefits
For a small number of participants, perceived benefits of medical care played a more
dominant role in shaping intentions, positively influencing their willingness to undergo

preventive breast cancer screening. These women emphasized that screening offers reassurance
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and peace of mind, as it reduces uncertainty about potential asymptomatic disease progression
within the breast. For them, the possibility of undetected cancer growth made screening a
desirable and necessary preventive action, and they expressed clear intentions to participate in

the future.

Taslima (30) highlighted this perspective, stating: “Whether the health worker during the
screening is a woman or a man is not an issue for me... saving a life is farz [an absolute

religious/moral duty for Muslim people].”

Several participants also identified early detection and improved treatment outcomes as
key motivators for screening. They viewed screening as a proactive medical service that enables
timely intervention and better health outcomes, which further strengthened their intention to
participate in the near future. Sonali (44) similarly noted: “To me, cancer screening is a part of
medical service needed for me to stay healthy, so it doesn’t matter to me if the health worker is

female or male.”

Dependence on husbands’ permission

The interviews clearly illustrate that, in rural Bangladesh, most women’s access to
healthcare is closely linked to their ability to communicate with and obtain approval from their
families. Decisions regarding breast cancer screening are rarely made independently by women.
Instead, most married women, particularly full-time housewives, lack autonomous decision-
making power over their healthcare and must rely on their husbands for both permission and

financial support.
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Following marriage, responsibility for health-related decision-making often shifts from
parents to husbands. One participant described this transition of decision-making after her

marriage, stating:

Before I was married, my mother and father made all the decisions regarding my health.
After marriage, I have to inform my husband first. Usually, he tells me to wait and see for

a while, and only if the problem persists does he tell me to go to a doctor (Maria, 24).

This account highlights how even when women experience health concerns, their
concerns may be deferred or minimized within marital decision-making structures. Given their
financial dependence and prevailing social norms that emphasize obedience to husbands, women

often have limited scope to act independently.

This requirement for permission becomes particularly restrictive in the context of
preventive screening. Participants noted that husbands often do not perceive the need for
screening in the absence of visible illness or pain. Maria (24) explained: “He wouldn’t support

the idea of me going for a screening unless there was a clear, physical problem or symptom.”

Even when women are aware of breast cancer risks and express a desire to engage in
preventive care, a lack of spousal support can prevent action. This was illustrated by one
participant who, despite having a family history of breast cancer and taking the initiative to go

for screening, could not go, reported:

The main reason I haven’t had a breast cancer screening is not getting permission from
my husband. Since my mother had it, I once took the initiative to get screened, but my
husband forbade me from getting a screening without any symptoms, so I never went

(Mitali, 22).
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This demonstrates how limited autonomy over healthcare decisions can directly obstruct

preventive action.

Overall, many married women reported feeling limited agency in screening decisions.
Maria (24) summarized this dependency succinctly: “I cannot do anything regarding screening
without my husband’s support.” For some participants, husband approval was identified as the

decisive factor influencing whether they would pursue screening in the future.

In contrast, women who are not subject to spousal control reported markedly greater
autonomy. Anowara (53) and Sonali (44), both widowed teachers, and Rupa (24), a divorced
teacher, all of them financially independent, indicated that they do not require permission to seek

healthcare. Anowara clearly stated:

If I want to get a cancer screening done now, I know I can do it without much hassle.
There is no hassle with going, managing the money, or getting permission; it completely

depends on my own will.

This contrast among women in the same rural setting, differing in marital and financial
circumstances, underscores the roles of economic independence and household structure in

shaping healthcare access.

Overall, the findings suggest that husbands function as key “gatekeepers” to preventive
healthcare. Even when women hold positive attitudes toward screening, their intentions are
constrained by subjective norms shaped by spousal influence, and their perceived behavioral

control is reduced due to limited communicative and financial autonomy.

Absolute Need for Female Healthcare Providers
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For most participants, the presence of a female healthcare provider was considered an
essential requirement for them to even contemplate undergoing breast cancer screening. Ensuring
privacy, dignity, and protection from embarrassment was central to their concerns. Rupa (24)
stated firmly: “It is important to me that the health worker during the screening is a woman
because we live in a village, and I will only feel comfortable if there is a female worker present.”
These accounts indicate that, for many rural women, adherence to cultural and modesty norms is
a prerequisite for engaging with screening services, and the absence of female staff may lead to

refusal to participate altogether.

For some participants, future intentions to undergo screening were entirely contingent on
the availability of female healthcare providers throughout the screening process. In these cases,
the presence of a male provider was described as an absolute barrier. Shila (29), a mother of four
living in a 13-member household, recounted withdrawing from a medical procedure due to this
issue: “Once, because there was a male doctor assigned, I left without getting my endoscopy

done.”

For the majority of women interviewed, the idea of a male doctor performing a breast
examination was perceived as unacceptable. Concerns about male providers observing or
physically examining their bodies generated significant discomfort and anxiety. Munni (29)

stated: “During the screening, [ would feel more comfortable if the health worker is a woman.”

Overall, these findings suggest that the gender of healthcare providers is a critical
determinant of acceptability and intention to participate in breast cancer screening, with female

providers being viewed as essential for ensuring dignity, comfort, and cultural acceptability
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RQ2: Based on their lived experiences, what community-informed strategies
do these women suggest to overcome existing barriers and improve screening
uptake?

Having established the complex web of individual, sociocultural, and systemic factors
that inhibit participation in screening, this section now focuses on participants’ recommendations
for intervention (RQ2). When asked how to improve breast cancer screening uptake in rural
Bangladesh, the women provided highly practical, lived-experience-driven strategies. Their
suggestions aimed to dismantle both the deep-seated cultural silence surrounding women’s
bodies and the physical hurdles of the healthcare system. To capture these community-informed
solutions, the following section is organized into two distinct themes. The first theme explores
the need for proactive, interpersonal communication to destigmatize breast health, emphasizing
the critical role of trusted health workers and physicians in initiating dialogue. The second theme
then examines the necessity of accessible health resources, detailing how localized clinic
infrastructure and the strategic use of visual social media can collectively reduce the logistical
and psychological barriers to care.

Destigmatizing breast health through proactive, interpersonal communication

This theme synthesizes participants’ recommendations for overcoming the deep-rooted
cultural silence surrounding breast health. Because women in these rural communities are often
hesitant to initiate conversations about sensitive bodily issues, participants emphasized that
trusted authorities must take the lead in breaking the stigma. Therefore, this theme explores how
interpersonal communication strategies can normalize these discussions and ultimately
encourage screening uptake. First, it examines the need for female health workers to bring breast

health education directly into safe, domestic spaces. Next, it highlights the critical role of
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physicians in proactively initiating these dialogues during routine medical visits. Finally, it
presents evidence that when women are provided with repeated, culturally sensitive exposure to
this information, such as during the research itself, their attitudes can successfully shift from fear

and uncertainty to a proactive willingness to screen.

Bringing Information Home

A key recommendation across all interviews was the need for effective health
information dissemination strategies to increase screening participation among rural women.
Given the practical difficulties of travelling to healthcare facilities and the cultural sensitivity
surrounding discussions of breast health, participants strongly emphasized that health

communication should be delivered directly in the home or community setting.

In rural Bangladesh, female health workers already conduct “courtyard meetings” to
provide education on maternal health and family planning. Participants suggested that this
existing model could be effectively extended to include information on breast cancer risk and the
importance of screening. The use of female facilitators and women-only spaces was seen as
particularly important, as it would create a safe, comfortable environment where women could

listen, learn, and ask questions without embarrassment.

One of the women strongly supported this approach, stating:

There needs to be much more open discussion about breast health. If people understood
the actual benefits of the test, they would be more motivated. So, there should be an outreach
program where female health workers will visit door-to-door to explain these things, and I

believe people would actually listen to them (Maria, 24).

75



However, participants also recognized that deeply rooted cultural silence surrounding
breast-related topics cannot be changed through isolated interventions. They emphasized that
sustained and repeated engagement is necessary to normalize discussions of breast health as one

woman highlighted this clearly:

Doing this information campaign just 1 or 2 times won’t be enough; it has to be a
continuous effort because the habit of talking, or talking openly, about such a sensitive topic will

not change in a short amount of time (Kohinoor, 42).

Overall, participants suggested that consistent community-based outreach by female
health workers could gradually normalize conversations about breast health and make them as

socially acceptable as discussions of other routine health issues.

Proactive patient-provider communication

Most participants also offered recommendations directed at doctors and government
healthcare facilities. Because breast health is considered a sensitive and often embarrassing topic,
women felt that patients are unlikely to initiate discussions themselves. As such, they
emphasized the importance of healthcare providers taking a proactive role in raising the topic
during routine consultations. When doctors introduce the subject first, it reduces the burden on

patients and makes it easier to engage in discussion.

Participants suggested that doctors should actively communicate the importance of
preventive breast cancer screening, even in the absence of patient prompts. They expressed
strong trust in medical authority and believed that doctors' advice is generally accepted without
question. Therefore, if healthcare providers consistently address breast cancer screening during

routine visits, patients are more likely to become informed and take the issue seriously.
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Maria (24) explained the importance of this proactive approach, stating: “I think doctors
should provide this advice directly to patients during regular visits. Also, the behavior of doctors
is crucial; they need to be approachable so we can discuss sensitive issues without hesitation.”
Participants further noted that such communication from doctors could also help women
advocate for screening within their households, as medical advice would carry greater legitimacy

and be more persuasive to husbands and family members.

In addition to interpersonal communication, participants highlighted the need for stronger
institutional visibility of breast cancer screening services in government hospitals. Many reported
a lack of accessible information in local healthcare settings. Maria (24) suggested a simple but

effective intervention: “Use leaflets and put up posters in hospitals.”

Participants believed that visible informational materials within healthcare facilities could
help normalize breast cancer screening, framing it as a routine and necessary medical procedure

rather than a socially sensitive or stigmatized topic.

Repeated exposure changes attitudes

An encouraging finding from the interviews is that participants were not inherently
opposed to breast cancer screening; rather, they lacked adequate information and exposure to
appropriate health communication. All participants noted that before the interview, they had
never received a clear explanation of what screening involves or why it is necessary for
individuals without symptoms. One participant strongly emphasized the importance of

addressing this communication gap:

We need to talk about women’s breast health or screening and spread information,

especially in the villages. I think if these things are explained to village people, they will

77



understand, but there is no one to explain it to them; to my knowledge, you are the first

person to talk about this openly (Shila, 29).

Participants further reported that taking part in the interview itself influenced their
understanding of breast cancer and screening. Many indicated that previously held
misconceptions were clarified once the screening process was explained, particularly regarding
its preventive purpose, safety, and non-invasive nature. This increased understanding contributed

to a shift in their expressed willingness to consider screening in the future.

Several women described moving from uncertainty or confusion toward a greater sense
of confidence and empowerment regarding breast health, as at the end of her interview, one of

the women stated:

I'intend to get screened at least once in the next two to three years. If [ notice any
symptoms, I will go immediately. After participating in this interview today and learning

more, I actually feel a strong desire to go and get screened (Maria, 24).

These accounts suggest that when women are provided with clear, repeated, and
culturally appropriate information, their attitudes toward screening become more positive and
proactive. This indicates that the primary barrier to preventive screening is not solely structural
or financial, but also a persistent lack of accessible, safe, and contextually appropriate

communication about breast health.

Reducing Psychological and Logistical Barriers Through Accessible Health
Resources

While the previous theme addressed the communicative strategies necessary to break the

cultural silence surrounding breast health, participants emphasized that destigmatization alone is
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insufficient without practical access to care. This final theme synthesizes the environmental and
structural solutions proposed by the women to make preventative screening a feasible reality.

Specifically, this theme explores how improving external health resources can
simultaneously alleviate logistical burdens and psychological fears. First, this section examines
the urgent need for well-equipped, localized healthcare facilities to eliminate the prohibitive
costs, travel requirements, and reliance on male escorts associated with seeking care in distant
cities. Second, it highlights an unexpected digitally driven solution: the strategic use of visual
social media platforms as educational tools to demystify medical machinery, familiarize women
with clinical procedures, and ultimately reduce the anxiety of the unknown.

Improving Local Healthcare Resources

Participants emphasized that strengthening local healthcare services would significantly
increase their perceived ability to access breast cancer screening. They explained that if
screening services were available locally, they would not need to travel to distant cities, arrange
male escorts, or allocate an entire day free from household responsibilities, all of which currently

act as barriers.

Most participants strongly believed that government investment in local clinics, including
the provision of qualified healthcare professionals and appropriate diagnostic equipment, would
improve screening uptake. Mitali (22) offered a clear suggestion: “Nearby health centers should
be equipped with good doctors and machinery so that women can easily go there instead of

having to travel to a distant city.” Similarly, another woman noted:

It would be good if there were good screening facilities nearby at a low cost, because it is
not possible for everyone to go far away outside their local area to get screened, and

many won’t want to spend money if they don’t have symptoms (Taslima, 30).
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Adding to that, Maria (24) linked service availability to awareness, stating: “In villages,
we lack good doctors, and healthcare is often neglected. If we had better facilities and screening

available locally, awareness would grow.”

Overall, participants perceived the availability of high-quality local services as a key

enabler of screening behavior by reducing logistical, financial, and social constraints.

Social Media as a Visual Learning Tool
An unexpected finding was the role of social media platforms such as Facebook and
TikTok in shaping women’s understanding of healthcare experiences. While participants did not
fully trust the medical accuracy of online content, they used visual materials to reduce fear of
unfamiliar medical procedures. For many women, healthcare equipment and procedures are
perceived as intimidating, and seeing them explained visually helps normalize the experience
and reduce anxiety by making the unknown more familiar. One of the participants described how

social media helped reduce her fear before undergoing a medical procedure:

I mostly see health-related information on social media. Before doing anything, I check
social media, like Facebook, first to get a general idea. For example, once I had to get an
endoscopy done, I searched on Facebook first to see what it was, and afterwards, my fear

went away... I think posting this kind of content on Facebook will be helpful (Munni, 29).

Participants reported that social media, particularly Facebook, is one of their primary
sources of health-related information. Many use short-form videos on platforms such as
Facebook, TikTok, and YouTube, with Facebook emerging as the most frequently used. Short

videos were preferred because they were accessible during busy daily routines. As Maria (24)
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explained: “I watch a lot of health-related content on TikTok, mostly viral clips, short videos, or

live streams, and I tend to avoid long-form content because I don’t have the patience for it.”

However, participants expressed considerable caution regarding the credibility of online
health information. Although they frequently encounter such content, they rarely fully trust it,
particularly if it does not originate from verified medical sources. Rupa (24) stated: “If I see any
health-related information on social media that's not from a doctor’s official page, I don’t believe
it.” Some participants also noted that exposure to unverified health content can increase anxiety
rather than provide reassurance. Mitali (22) explained: “Even though I see health-related
information on Facebook, I don’t really trust it because when I see it, it makes me think that I

have a lot of problems myself.”

Overall, while social media serves as an important visual learning tool that reduces
procedural fear and increases familiarity, participants ultimately relied on doctors and qualified

healthcare professionals as the most trusted sources for making health-related decisions.

Chapter Summary

This chapter has detailed the lived experiences of rural Bangladeshi women, illuminating
the complex web of factors that shape their participation in preventative breast cancer screening.
By organizing the findings through the lens of Theory of Planned Behavior (RQ1), the data
revealed how deeply entrenched sociocultural norms, particularly a pervasive “culture of
silence,” intersect with severe logistical barriers to inhibit screening intentions. However, the
findings also demonstrated that these barriers are not insurmountable. By centering participants’

voices (RQ2), this chapter highlighted community-informed strategies that emphasize the critical
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need for proactive, interpersonal communication and the development of highly accessible,

localized healthcare resources.

Building upon these findings, Chapter 5 will transition from presenting the data to
interpreting its broader significance. The following chapter will contextualize these findings
within the existing health communication and public health literature and discuss the theoretical
implications of applying the TPB in a rural South Asian context. Finally, Chapter 5 will translate
participants’ insights into practical, actionable recommendations for designing culturally
sensitive health interventions, while also acknowledging the study’s limitations and suggesting

avenues for future research.
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Chapter 5 - Discussion

Breast cancer has escalated into a severe public health crisis in Bangladesh, contributing
significantly to female cancer-related mortality due to a lack of early-stage diagnosis (Hasi et al.,
2025). This late detection is largely attributed to a lack of screening, including Clinical Breast
Examination (CBE), mammography, and Breast Self-Examination (BSE). The primary objective
of this study was to explore the underlying communicative, socio-cultural, and psychological
factors influencing rural Bangladeshi women’s intention to participate in preventative breast
cancer screening.

To explore this, the study used the framework of the Theory of Planned Behavior (TPB),
which treats behavior as a function of the intention to perform (Ajzen, 1991). According to the
TPB, the intention to engage in a health behavior, in this case, breast cancer screening, is
determined by women’s attitudes, subjective norms, and perceived behavioral control (PBC),
making TPB an effective model for explaining screening intentions in clinical contexts (Griva et
al., 2010; Bowie et al., 2003). By applying a communication-centered lens alongside the TPB,
this study illustrates that women’s health behaviors are shaped not only by physical access to
care but by their ability to communicate, interpret, and negotiate health information. Through in-
depth interviews, this research answers its core questions by uncovering how limited health
communication shapes attitudes, how cultural norms enforce subjective pressures, and how a
lack of autonomy over one’s own healthcare undermines perceived behavioral control.

The findings of this study clearly show that the socio-cognitive factors like attitude,
social support, and women’s confidence to engage in preventative screening do shape rural
women’s intention to participate in the screening to a certain extent, but they are also influenced

by the deep-rooted cultural norms, existing knowledge gaps, and ingrained health beliefs. While
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previous literature frequently attributes extremely low screening participation rates, often below
1%, to logistical barriers such as distance, cost, and access limitations (Yaya et al., 2017; Azim
et al., 2025), this study, while supporting this, also challenges the dominant narrative that
removing logistical barriers will greatly increase screening participation.

By illuminating that the primary barrier to cancer screening participation is a profound
communicative void that affects all the factors from women’s attitudes towards screening to their
self-efficacy, this study fills the critical gap explaining why the presence of healthcare
infrastructure alone does not translate into utilization when the target population is culturally

constrained and communicatively isolated.
Theoretical Contribution: Recontextualizing the Theory of Planned Behavior

The overarching theoretical contribution of this study lies in its application and
recontextualization of the Theory of Planned Behavior in highly restrictive, conservative
contexts such as rural Bangladesh. By applying this framework to understand rural women’s
decision-making regarding preventive breast cancer screening, the findings demonstrate not only
the relevance of the theoretical constructs in explaining health behavior, but also how these
constructs are shaped and constrained by cultural norms, stigma surrounding breast health,
women’s knowledge and belief about preventive screening (including perceived vulnerability
and perceived usefulness), and the widespread information gap. This highlights that culturally
safe health communication is a foundational prerequisite for influencing attitudes, subjective
norms, and perceived behavioral control, all of which are necessary for behavior change.
Without the ability to speak, learn, and negotiate, the formation of intention is severely

constrained.
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Traditionally, the Theory of Planned Behavior assumes a baseline level of individual
autonomy, where individuals are able to cognitively evaluate a behavior and form an attitude,
socially assess subjective norms, and independently judge their capacity to act, thereby
establishing perceived behavioral control (Ajzen, 1991). However, this study shows that for rural
women in Bangladesh, this baseline assumption of autonomy does not hold. The constructs do

not operate independently or purely internally in this context.

In an environment where even mentioning “breast” is considered taboo and can lead to
intergenerational conflict or marital tension, women are unable to safely access or process the
information needed to form informed attitudes. Instead, their attitudes are shaped by limited
knowledge drawn from others' experiences. Similarly, they cannot meaningfully assess
subjective norms, as the dominant norms are silence and modesty. Their perceived behavioral
control is also severely constrained, as healthcare decisions are largely controlled by husbands,

and women often lack the communicative agency to negotiate access to care.

As detailed in the following sections, this theoretical argument is supported by the
qualitative data. Once women were provided with a safe and supportive space to learn about
asymptomatic screening, many expressed an immediate shift in intention. This change was not
driven by improved logistics, increased financial resources, or shifts in husbands’ attitudes, but
rather by access to culturally safe communication that clarified perceived risk, benefits, and, for
some women, increased confidence in their ability to obtain permission from husbands who also

lacked accurate knowledge.

These findings suggest that while structural barriers such as cost and healthcare
infrastructure remain important, a fundamental barrier in this context is the systemic restriction

of women’s access to information and safe communication spaces. When this silence is
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disrupted, the capacity to form intentions towards preventive care becomes significantly

stronger.

The Danger of the Knowledge Void and Cultural Stigma on Attitude

The study first sought to understand women’s attitudes towards breast cancer screening
and screening procedure and found that their attitudes towards screening are actually shaped by
the existing cultural taboo around female health and breast cancer topic, their knowledge about
the cancer symptoms and risk factors, their knowledge and feelings about the screening
procedure. The finding here is interesting because, in straightforward terms, all the women
agreed that preventative screening is universally useful for themselves and for other women.
However, when it came to explaining their personal attitudes towards undergoing the screening
procedure, a significant negative shift was observed in relation to the deeply embedded cultural
silence surrounding women’s health, intense stigma related to the female body, and a total lack
of education regarding asymptomatic diseases.

Within the TPB framework, "attitude" refers to an individual's evaluation of a behavior as
favorable or unfavorable. Previous academic literature heavily relies on the assumption that rural
women fail to form positive attitudes toward screening due to a general "lack of awareness" or
low risk perception (Amin et al., 2020; Alam et al., 2021; Azim et al., 2025). However, the
findings of this study have some dissimilarities with the literature’s framing of these women as
passively ignorant, showing that women do think screening is necessary and are also aware of
the disease, however, they think that preventative breast cancer screening is not a viable or
culturally acceptable action while living in a rural setting because of the existing taboo
surrounding female health, particularly “breast”. This explains that a generic "lack of awareness"

or "low risk perception" is a severely incomplete, and perhaps mildly dismissive, explanation for
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their attitudes towards cancer screening. Additionally, the study does not show a difference in
attitudes toward the screening procedure between housewives and working women, which
directly contrasts the previous study by Azim et al. (2025), who found that housewives were
significantly less likely than government workers to hold positive attitudes towards cancer
screening.

For women, their attitude toward preventative screening is actively constructed by a
lifelong conditioning of bodily concealment. Some women in this study shared a highly
traumatic awareness of the disease’s mortality, having watched relatives succumb to breast
cancer; however, they still thought preventative cancer screening was unnecessary for them
because they could not accept the idea of getting their breasts checked by others without any
symptoms. This study reframes this phenomenon not as a fleeting emotion, but as a rigid
"lifecycle of concealment." Long before breast cancer becomes a risk, rural women are taught to
suppress and hide perfectly normal biological functions, from menstruation to pregnancy.
Because the community treats basic reproductive health as a source of public shame, the concept
of exposing the body to a health worker, even for life-saving preventative care, is evaluated as
unnecessary or, for some women, a severe moral violation. The qualitative data reveal that the
negative attitude of getting screened themselves and the screening procedure itself is the
culmination of this lifelong communicative conditioning.

This cultural norm of viewing women’s body parts as something shameful or secretive
also affected women’s idea of “modesty”, which directly affects their attitudes towards cancer
screening. Existing literature frequently points to modesty as a barrier, with Amin et al. (2020)
noting that 64.6% of women felt "embarrassed" telling others about breast cancer or felt "shy"

about uncovering their breasts. Huq et al. (2024) similarly refer to this as a "stigma" faced in
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conservative societies. However, reducing modesty as a barrier severely undersells the
psychological mechanism at play, because here modesty is not just women’s own perception of
shyness or embarrassment, but is also shaped by the culture itself that expects women to
prioritize modesty over everything. That’s why when clinics fail to guarantee female healthcare
workers, this moral boundary is breached, leading to an immediate and absolute rejection of the
procedure. However, the study does not show a difference in attitudes towards screening or the
screening procedure between housewives and working women, contrasting the previous study by
Azim et al. (2025), which found that housewives were significantly less likely than government
workers to hold positive attitudes towards cancer screening.

The danger of the knowledge void regarding BC symptoms and their risk factors also
shapes women’s attitudes towards cancer screening. The absence of formal health
communication can create misconceptions, which can serve as behavioral beliefs that inform
attitudes. Previous study identified that over 90% of women avoid screening due to a lack of
symptoms (Islam et al., 2016), with some adding that it’s because women do not understand the
assessment of asymptomatic disease (Wu et al., 2012). The present study also supports this
literature by showing that this knowledge gap about cancer symptoms, risk factors, and the
concept of preventative screening actively influences women’s attitudes towards the usefulness
of screening. Previous studies show that women primarily recognize lumps and pain as
symptoms of breast cancer (Hasi et al., 2025); they fail to recognize other symptoms like lumps
in the axilla and nipple discharge, which is also observed among the participants in this study.
All the women in the present study knew about lumps and pain as the main symptoms, but no
one knew about nipple discharge, nipple discoloration, or retraction, confirming that knowledge

of cancer symptoms is exceptionally poor, as noted in other studies as well (Alam et al., 2021).
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Another important gap is the total absence of the idea of asymptomatic status, as none of the
women in this study knew that cancer could happen without any visible symptoms. This lack of
knowledge about symptoms and asymptomatic status negatively affected women’s attitudes
towards preventative screening, since they think it is not worthwhile to get screened if they don’t
have symptoms.

Additionally, the women in this study have a serious misconception about breast cancer
risk factors, thinking that pregnancy and breastfeeding are the direct causes of breast cancer.
Because most of the experiences the participants had with breast cancer in their families occurred
when the patients were breastfeeding, the women incorrectly link the two. This misconception
about risk factors directly clashes with the epidemiological reality highlighted in The
Collaborative Group on Hormonal Factors in Breast Cancer (2002), which shows compelling
evidence that increased parity and duration of breastfeeding actually reduce the risk of breast
cancer. Because of this wrong perception about risk factors, women falsely evaluate themselves
as "safe" when they are not lactating, leading them to evaluate preventative screening as
unnecessary. Another misconception regarding risk factors involves having asymmetric breasts
can be a sign of breast cancer. While an asymmetric breast is perfectly normal and common
among women, this misconception leads women with symmetrical breasts to believe that
preventative screening is not applicable to them. As Story et al. (2012) argued, a lack of
awareness reflects an incomplete understanding of the situation, as women in developing nations
are often fully aware of life-threatening problems but face myriad other priorities and societal
forces that compel them to make a conscious decision not to seek care. They do not lack an
understanding of mortality; they lack an understanding of the clear picture, of the actual risk

factors, and of what the screening procedure entails.
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Furthermore, women’s attitude formation about cancer screening is also affected by the
lack of knowledge about available cancer screening methods. The government has adopted
Clinical Breast Examination (CBE) as the primary, low-cost screening method in 271 Upazila
Health Complexes across all districts in Bangladesh (Hussain & Sullivan, 2013), and Islam et al.
(2016) reported that 97% of their participants were aware of CBE. However, the data from this
study completely contradict Islam et al.'s statistical findings, aligning instead with Alam et al.
(2021) and Sarker et al. (2022), who found that CBE was the least known method among their
study population. Absolutely none of the participants in this study knew what CBE was. They
associated breast screening exclusively with mammograms, and all the women in this study were
aware of mammograms. Because health authorities have failed to communicate the availability
of CBEs locally, women assume that screening requires a machine, a service that is only
available in a distant city. This lack of awareness about readily available screening methods,
combined with the misconception that screening is unnecessary in the absence of symptoms,
undermines women’s attitudes toward preventive care, leading them to perceive screening
(mammograms) as neither routine nor easily accessible.

However, this internalized “lifecycle of concealment” does not exist in a vacuum. The
individual knowledge void shapes a woman’s attitude, which is actively constructed, monitored,
and enforced by the surrounding social environment. To fully understand why these restrictive
attitudes persist, it is necessary to examine the subjective norms, particularly the severe
communicative policing within the joint family structure, that ensure this silence remains

unbroken.
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Silence Surrounding Breast Health Fosters an Unsupportive Environment

This study sought to uncover how societal taboos and family dynamics shape rural
women’s perceptions of social norms and, in turn, their decision to participate. Subjective norms
refer to the perceived social pressure or support an individual feels to perform or hide a specific
behavior. The stories collected in this study show that support for women’s health, both from
families and the wider community, is largely absent in rural Bangladesh. Social expectations and
family pressures often discourage women from talking openly about breast health and from
taking part in preventive screening. A key contribution of this study is showing how these strong
social influences shape women’s decisions, and how important family and community support is
for encouraging women, especially in rural areas, to seek preventative cancer screening.

Women in conservative societies often receive little family support when dealing with
sensitive health issues (Chintapally et al., 2023), a pattern also evident in this study. The
women’s accounts clearly show a lack of support from partners, family members, and the wider
community when seeking care, which in turn affects their willingness to participate in screening.
However, the deeper, underlying reasons for this lack of support are rarely examined and remain
largely overlooked in existing research. Support for preventive screening is not simply present or
absent; it is shaped by a range of social and cultural factors. Reducing it to labels such as “poor”
or “strong” oversimplifies the issue and risks minimizing the difficult realities these women face
in their everyday lives.

The most significant challenge for rural women, especially those who are married and
full-time homemakers, is their husbands' lack of support for preventive care. Women in this
study reported that their husbands are generally supportive when health problems become serious

and may encourage them to visit a doctor. However, they expressed strong concern that their
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husbands would not support preventive cancer screening in the absence of symptoms. The
women described this lack of support from two main perspectives. First, they believed that their
husbands would not take their concerns seriously if they were not visibly ill. Without symptoms,
seeking screening would be seen as unnecessary, and husbands would likely view it as a waste of
time and financial resources that might not lead to any tangible outcome. Second, the women
emphasized the difficulty of communicating the importance of preventive screening. They
explained that their husbands also lack basic knowledge about breast health and cancer risk,
which makes it harder to justify the need for screening. As a result, husbands may become
unsupportive when preventive care is introduced. In addition, many husbands are occupied with
work outside the home and may not have the time or patience to engage in conversations about
preventive health. These findings align with those of Story et al. (2012), which show that
women’s health concerns are often given lower priority than those of men.

Another surprising finding from the interviews is that women do not expect support from
the female members of their in-laws' household and instead anticipate hostility. This shows that
the issue is not only unsupportive husbands but also unsupportive female family members who
enforce these restrictive subjective norms, which represents a nuanced theoretical contribution of
this study. The study clearly shows that the culture of silence and lack of support for women’s
health is not solely imposed from the top down by patriarchal male authority; it is also actively
nurtured, monitored, and enforced by other women.

The concept of “intergenerational policing” within the joint family structure emerges as a
major contributor to this unsupportive environment, which is often overlooked in the literature.
In rural settings, this form of policing ensures that the bride remains a quiet and functional part

of the family unit, leading women to hide their health issues in order to protect their status within
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the household. If a young bride voices a physical complaint, the prevailing subjective norm
frames her as burdensome. As a result, women believe that speaking up about the need for
preventive breast cancer screening would not only be embarrassing but would also violate the
expectations of their husbands’ families, thereby creating a deeply unsupportive environment for
seeking such care. For a woman in this rural community, asking her husband or his family for the
time and financial resources to obtain breast cancer screening means risking her social standing,
her reputation, and her peace within the household. Story et al. (2012) support this severe
consequence, documenting that women fear that a cancer diagnosis may lead to abandonment by
their husbands and highlighting how the perception of women as “expendable” can be deeply
harmful.

Additionally, the study shows that it is not only the women in the family but also women
in the neighborhood who contribute to this unsupportive environment. Due to their mockery of
breast-related discussions, women do not believe that other women, especially older women in
society, would view preventive screening as important or would encourage this behavior, as
these same individuals are also expected to avoid it when it applies to them.

This lack of support is also reflected in women’s communication patterns, as they
carefully choose whom they speak to about female health-related issues. The study showed that
almost all married women feel comfortable discussing breast health in their maiden homes with
their own mothers or sisters, but they would never think about communicating such issues in
their marital homes. This harsh environment naturally discourages women from feeling
supported in their decisions to undergo cancer screening.

The study also illustrates that rural women’s lack of support is not only reinforced by

husbands, female in-law members, or other older women in the community, but that society as a
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whole is also not a supportive space in which women can feel encouraged to seek preventive
cancer screening. With existing societal and cultural taboos around female-specific health issues
and the topic of breasts, women do not believe they would be supported if they attempted to seek
preventive screening. Women report that since open discussions about breasts are strictly
prohibited and often met with either mockery or shame, they expect that society would react
negatively if someone were known to be undergoing breast cancer screening. The study also
showed how one girl’s family suppressed her breast cancer diagnosis and treatment due to fear of
societal judgment. This reflects how families fear that society will not treat it as a normal illness
but will instead gossip and speak negatively about their daughter. This strong pattern of silence
and fear of social judgment significantly undermines any positive social support, leaving women
isolated, unable to communicate openly, and unsupported in their intentions to seek healthcare.
Women’s lack of autonomy over their health limits their ability to seek care

When examining the factors that shape women’s confidence in participating in preventive
cancer screening, this study shows that such confidence is not determined solely by proximity to
a clinic or by having sufficient time and financial resources. Within the Theory of Planned
Behavior framework, perceived behavioral control refers to an individual’s belief in their
autonomy, capacity, and ability to successfully perform a specific behavior. The findings of this
study overwhelmingly demonstrate that, for the vast majority of married rural women in
Bangladesh, perceived behavioral control over their own healthcare is extremely limited.

Within this theoretical construct, this study seeks to challenge prevailing assumptions
regarding healthcare underutilization by examining logistical and access-related barriers.
Existing literature frequently identifies physical distance and economic constraints as the

primary reasons why women do not undergo screening. Yaya et al. (2017), for instance, attribute
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underutilization largely to the physical distance to healthcare facilities and perceived high access
costs, drawing on Aktar (2012) to suggest that the decision to seek care is primarily influenced
by service location. Similarly, previous studies have shown that geographic inaccessibility and
inconsistent clinic availability remain key limiting factors to screening participation (Steiness et
al., 2018; Tesfaw et al., 2020).

While logistical constraints are undoubtedly significant in a lower-middle-income
country context and are observed in this study as well, the qualitative data reveal a more complex
and restrictive reality. Contrary to the argument of previous studies, this study argues that even if
a fully equipped, free breast cancer screening clinic were located directly next to these women,
the majority would still be unable to access it. This is because they lack the autonomy and
mobility to act independently and must also navigate additional responsibilities such as childcare
and limited personal time.

As discussed in relation to subjective norms and unsupportive husbands, a major barrier
to women’s confidence in breast cancer screening is husbands’ control over healthcare-seeking
decisions. This is particularly evident among full-time housewives who depend on their
husbands for permission to access resources, thereby subjecting their health-related decisions to
male authority. This finding is consistent with existing literature, as Huq et al. (2024) highlight
that women have limited power to access resources related to sensitive health issues in
conservative societies.

This lack of autonomy also extends to physical mobility, as familial and societal
expectations require women to be accompanied by an escort when traveling, which further
restricts their ability to participate in preventive cancer screening. Strict cultural norms regarding

female mobility prevent rural women from traveling to clinics alone. A married woman must
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first communicate her need for an acceptable escort, usually her husband or a male relative. If
she is unable to secure permission or accompaniment, she is effectively unable to travel. Story et
al. (2012) accurately capture this severity, noting that women frequently cannot access services
simply “because their families will not allow them to leave the home.” Attempting to travel
without permission or an escort can lead to harmful gossip that threatens a woman’s marriage
and social standing. As a result, the physical distance to a clinic becomes secondary to the
cultural constraints on a woman’s autonomy. However, women note that this barrier can, in
theory, be resolved through a husband’s permission, since he can accompany them or arrange an
escort if he approves the decision to seek healthcare, which clearly illustrates that the lack of
autonomy over personal health decisions, combined with the social and physical realities of rural
norms, significantly undermines women’s confidence to participate in screening.

On the other hand, this study uncovered a stark contrast that highlights the strong impact
of autonomy over healthcare decisions on women’s confidence in navigating financial and
mobility barriers. The widowed and divorced participants who worked outside the home as
teachers demonstrated a significantly higher level of perceived control over their ability to seek
care. Because they earned their own income and were no longer under a husband’s direct
authority, they reported that they could access screening without the “hassle” of seeking
permission or waiting for a male escort. This contrast shows that low screening rates are not only
related to physical distance to healthcare facilities. Instead, they are strongly shaped by women’s
dependence on others for decision-making, which in turn reinforces structural financial
dependence and restricted personal mobility. This finding directly supports the argument made
by Yaya et al. (2017), who note that educated women are “better equipped for initiating and

controlling decision-making affairs regarding health issues.
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Beyond the barriers of husbands’ control over health and mobility, the heavy burden of
childcare and domestic labor places severe time constraints on women, which undermines their
perceived control over seeking care. Amin et al. (2020) found in their survey that 38% of women
reported being “too busy” or having no time for screening, findings consistent with this study, in
which all women with children reported spending their entire day attending to their children and
other family members’ needs. However, the cultural mechanism underlying this “busyness”
should not be overlooked. As this study shows, seeking healthcare in the absence of severe
symptoms is often culturally viewed as unnecessary. As a result, arranging time for preventive
screening requires an extensive and exhausting process of first ensuring that household
responsibilities are fully managed. This has also been noted in previous research, where Story et
al. (2012) found that women feel they have “too much responsibility to the family (child and
elder care, cooking, and cleaning) to leave for her own care.” This lack of time, therefore,
becomes a barrier, as it generates additional access constraints that further prevent women from
participating in screening. Furthermore, Alam et al. (2021) point out that socio-cultural factors
contribute to a “lower preference for the treatment compared to younger family members,”
suggesting that mothers often neglect their own health to prioritize their children’s needs.
Therefore, women are not simply “too busy”; rather, their time is structurally constrained in
ways that prevent them from prioritizing their own health.

Surprisingly, none of the women identified financial barriers as a factor limiting their
confidence or screening behavior. Previous studies, such as Hasi et al. (2025), support the view
that socioeconomic factors, including family income, strongly shape health behaviors. However,
the findings of this study appear to contradict this, as women reported that screening costs are

relatively affordable. They explained that most people could manage the small amount of money
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required, and even when it is difficult, financial support could be accessed through non-profit
organizations or other sources of assistance. The women further justified this by noting that
people often spend considerable amounts on items such as clothing and other consumables,
suggesting that setting aside money for screening should not be a major problem for most
households. However, this apparent lack of financial concern may also be influenced by the
sample composition: some participants were working women with their own income, while
housewives reported that their husbands typically provided financial support when needed.

Finally, this study also illustrates that women's perceived behavioral control is further
undermined by the reality of the healthcare environment. While the government has established
clinical breast examination (CBE) centers in 271 Upazila Health Complexes (Sarker et al., 2022),
participants reported that such services are not available in their local clinics. Many women also
expressed uncertainty about where to go to schedule these visits and reported a deep lack of trust
in local healthcare facilities. As a result, most women believed that screening services existed
only in large cities, where qualified doctors and better-quality care were available. Huq et al.
(2024) support this systemic issue, highlighting centralization of services, inadequate
infrastructure and resources, and non-functional equipment as key limitations within the system.
Story et al. (2012) further illustrate this challenge, noting a severe doctor-to-patient ratio of
1:15,000 in rural areas and describing situations where women travel long distances to clinics
only to find that doctors are absent. Because local services are perceived as unreliable or
ineffective, women feel compelled to travel to larger cities for screening.

Overall, this study suggests that access barriers to distant facilities create additional
challenges; however, the more fundamental issue is women’s lack of control over their own

healthcare-seeking decisions, along with restricted mobility, limited time, and the demands of
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coordinating daily responsibilities. These combined factors further reduce women’s confidence
in their ability to participate in screening.
Practical Contributions

Having established the theoretical necessity of recontextualizing the Theory of Planned
Behavior to account for restricted communicative autonomy, this chapter now turns to the
practical application of those findings. While theoretical frameworks are essential for diagnosing
the underlying cultural and systemic barriers to care, designing effective public health
interventions requires identifying actionable levers for change. To that end, this section translates
the participants’ lived experiences into strategic, on-the-ground guidance. First, it explores the
specific, context-dependent catalysts and gatekeepers (e.g., perceived personal vulnerability and
the absolute requirement of spousal permission) that directly moderate a woman’s actual
intention to screen. Building on an understanding of these immediate triggers, the section then
presents community-informed strategies, offering participant-driven recommendations for
designing culturally safe, localized health communication interventions to dismantle the culture
of silence.

Context-specific Catalyst and Gatekeepers of Screening Intention

While attitudes, social norms, and behavioral control set the foundation, this study
identifies more specific, context-dependent factors that directly shape whether a woman intends
to participate in preventive screening in the near future. To understand these influences, the study
examined the mechanisms that encourage or discourage women from developing such intentions
and found that perceived vulnerability to breast cancer, the perceived benefits of early detection,

the requirement of spousal permission, and the perceived need for female healthcare providers
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are key factors that ultimately shape women’s intentions to participate in preventive screening in
the near future.

One of the most striking findings is that even women who have witnessed family
members die from breast cancer still do not seek screening for themselves, and the women’s
narratives suggest that a key barrier in these cases is a low sense of personal vulnerability. In
these communities, visiting a doctor is largely associated with experiencing severe symptoms.
Because public health messages have not effectively communicated that breast cancer can
develop silently, many women incorrectly assume that the absence of symptoms means there is
no risk. This finding aligns with Islam et al. (2016), who identified a lack of understanding about
the importance of assessing asymptomatic women as a major barrier to early diagnosis.
However, once women became aware that breast cancer can develop without symptoms, their
sense of vulnerability increased, and they expressed a stronger intention to seek preventive
screening in order to reduce that risk.

Conversely, for a small number of women, it’s not the perceived risk but the perceived
benefits of preventive care that serve as strong motivators, positively shaping their intention to
undergo future screening. These women explained that preventive screening helps them maintain
their health and provides reassurance by reducing uncertainty about whether cancer may be
developing silently. As a result, they expressed a clear intention to participate in screening in the
near future. This aligns with Azim et al. (2025), who note that although actual screening uptake
remains low, willingness to participate is significantly higher once the concept and value of early
detection are understood.

Thirdly, this study establishes that, for some women in rural Bangladesh, obtaining a

husband’s explicit permission acts as the ultimate gatekeeper to their intentions, a factor that has
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been only minimally addressed in previous literature. Because married rural housewives often
lack financial independence, seeking medical care requires negotiating with their husbands for
both travel funds and approval. This finding provides important qualitative context to Story et al.
(2012), who observed that women may avoid seeking care due to strong fears of marital conflict.
Hugq et al. (2024) similarly note that women’s behavioral intentions are often constrained because
they lack the communicative power to override their husbands’ decisions. In this context, a
woman’s intention is not entirely her own; it is highly dependent on her husband’s approval. If a
husband holds the belief that medical visits are only necessary for visible illness, a request for
asymptomatic screening is likely to be refused, regardless of the woman’s perceived
vulnerability or awareness of the benefits of screening. If the husband does not approve, women
reported that they would not proceed with screening.

The fourth factor identified in this study is the gender of the healthcare provider, which
emerged as a non-negotiable influence on women’s intention to seek screening. Amin et al.
(2020) noted that women feel “shy” about uncovering their breasts, while Alam et al. (2021)
highlighted a “lower preference” for treatment due to socio-cultural factors. However, this study
suggests that for some women, this is not simply a matter of preference or shyness, but a firm
boundary grounded in deeply held beliefs about modesty. Story et al. (2012) highlight the
seriousness of this issue by noting that female doctors are extremely scarce in Bangladesh,
comprising only 23% of medical graduates since 1971. This shortage, combined with women’s
need for female-only providers, has a substantial impact on screening participation. If a clinic
cannot guarantee a female practitioner, some women may never intend to participate and may
instead avoid screening altogether. Therefore, the availability of a female healthcare provider

emerges as a key structural requirement for the formation of screening intentions.
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Community-informed Strategies for Health Communication Interventions

This study identified culturally appropriate intervention strategies to improve screening
uptake among rural women, as suggested by participants. The findings highlight several
important communication strategies and information channels proposed by rural women to
address stigma and increase screening participation, offering practical, actionable solutions
grounded in the experiences of the target population. While these recommendations have clear
policy relevance, their theoretical significance is also important, as they implicitly reflect and
help diagnose the systemic barriers women face in accessing preventive care.

One of the most significant discoveries from these interviews is that women are not
inherently opposed to screening; rather, they have lacked appropriate communication and
information. All participants noted that, prior to the interviews, no one had ever clearly explained
what screening involves or why it is necessary for asymptomatic individuals. Once the procedure
was explained in simple terms during the interviews, including that it is safe, non-invasive, and
capable of detecting cancer before symptoms appear, their intention to undergo screening in the
near future increased immediately. This shift was reflected across participants, who moved from
confusion to a sense of clarity and empowerment, with women such as Maria (24) expressing a
strong renewed intention to seek screening. This change suggests that when rural women are
provided with clear, culturally appropriate information, they are willing to take steps to protect
their health, as the participants themselves clearly emphasized the importance of communication
as a key factor in improving screening uptake.

The most important recommendation emphasized by all women is the need to address the
information gap through a culturally sensitive, female-led, community-centered approach. All

participants advocated for formal health communication to be delivered directly in their safe,
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familiar spaces, particularly through “courtyard meetings” led by female health workers. This
recommendation is also supported in the literature, where female community health workers,
such as BRAC’s Shasthya Shebikas, are described as central to Bangladesh’s health system,
reaching approximately 25 million households each month (Ahmed et al., 2013; El Arifeen et al.,
2013; Hossain et al., 2014). The effectiveness of female-led approaches is not limited to
Bangladesh; evidence from rural Sudan shows that non-medical female volunteers from local
communities can play an important role in implementing breast cancer screening programs
(Abuidris et al., 2013). Similarly, Sapkota et al. (2016) advocate peer-led educational sessions as
an effective strategy to improve screening uptake. The women in this study, therefore, implicitly
identify that breast cancer screening initiatives must make use of this established female-
oriented, door-to-door infrastructure if cultural taboos are to be meaningfully addressed.

This study not only justifies the validity of this recommendation but also extends it by
linking it to underlying theoretical mechanisms. The need to fill the information gap is not only
about increasing knowledge but also about normalizing breast health within the community and
improving perceived social acceptance around screening. A female health worker visiting
households to discuss breast cancer and preventive screening could improve women’s
understanding of risk and benefits, which would in turn strengthen their attitudes and intentions
towards screening. Such interactions would also create a safe space for women to raise concerns
they would otherwise feel uncomfortable discussing with others. In addition, these meetings
could improve understanding of the screening process itself, thereby reduce fear and
embarrassment, and increasing women’s confidence to seek care independently when needed by
clarifying where to go and whom to contact. Importantly, courtyard meetings may also help

normalize conversations about breast health, gradually shifting existing social norms. As breast
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health becomes recognized as a legitimate health topic rather than a taboo or sexualized subject,
open discussion may become more acceptable across different social settings. Over time, this
shift may support more positive social norms and increase acceptance of preventive breast health
care.

Secondly, women placed significant responsibility on doctors to initiate conversations
during routine visits. Because rural women cannot safely initiate discussions about their private
body parts due to intra-gender policing and modesty norms, they require medical professionals to
proactively bridge this gap. This recommendation is also likely to influence women’s attitudes,
subjective norms, and perceived control over participation in cancer screening. First, when
doctors initiate conversations about preventive care, it can positively shape women’s attitudes
towards screening and the screening process itself. Second, because many women attend
consultations with their husbands, doctors’ recommendations carry considerable weight. In
Bangladesh, doctors are highly trusted and regarded as authoritative sources of information,
which means husbands are also more likely to take their advice seriously. As a result, women
will feel more supported in their decision to undergo screening, and husbands are more likely to
grant permission when a respected doctor explicitly recommends it.

Other studies, such as Story et al. (2012), also note that general messages about “breast
cancer awareness” are well-intentioned but unlikely to lead to meaningful change unless they
address individual patient circumstances. By emphasizing the need for doctors to initiate
communication, women are identifying a culturally acceptable way to bypass potential barriers
created by unsupportive spouses or family members who may otherwise silence them. Finally,
effective communication between patients and providers regarding breast cancer and preventive

screening can also strengthen women’s sense of control and confidence. It provides them with
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clear information about where to access screening and the steps involved in scheduling, thereby
making the process more understandable and less intimidating.

Another recommendation from the women in this study is to allocate more resources to
local clinics. Participants reported that local facilities often lack the necessary equipment and
machinery for breast cancer screening, as well as sufficient numbers of qualified doctors and
healthcare workers. While women acknowledged that improving clinic resources may not
directly change attitudes or social norms surrounding breast cancer screening, they believed it
would help reduce logistical barriers, thereby strengthening their perceived control over
participation. To feel “capable” of accessing screening services, women emphasized that local
healthcare provision must be improved. Most participants strongly believed that if the
government provided adequate resources and trained healthcare workers at local clinics, more
women would be able to navigate practical barriers such as distance, time constraints, and the
need for an accompanying person, since services would be available closer to home.

Another pathway suggested by some women was the utilization of social media platforms
such as Facebook and TikTok. The study found that all participants had access to smartphones
and were active on various social media platforms, with Facebook being the most commonly
used. Despite frequently engaging with short-form health content on platforms like Facebook
and TikTok, women explicitly questioned the medical credibility of these videos and expressed
trust only in verified doctors. However, they acknowledged that these platforms could be useful
for general awareness-raising, particularly for sharing basic information on breast cancer
symptoms, risk factors, and screening procedures. While social media may not directly influence
screening participation, exposure to breast cancer-related content may help to normalize

discussions around breast health to some extent, as women may perceive that something visible
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in the public digital space is less taboo or less “hidden” than previously assumed. However, the
need for trusted information sources remains central, highlighting a degree of media literacy
among participants. Women emphasized that qualified healthcare providers should produce such
content in the form of short videos or written posts, as they were concerned about the risk of
receiving inaccurate information on such a sensitive topic. This aligns with previous studies that
conceptualize social media primarily as a channel for disseminating medical information (Al-
Dubai et al., 2012; Boulos & Ghali, 2013; Hasi et al., 2025; Iheanacho et al., 2013; Sama et al.,
2017; Sarker et al., 2022).

Finally, this study also illustrates the role of digital communication in shaping attitudes
towards screening procedures. The findings show that none of the women was familiar with what
the screening process actually involves, meaning the clinical setting remains largely unknown to
them. Using social media as a visual tool to introduce women to the screening procedure could
help them mentally process the procedure and reduce their fear of the unknown, which, in turn,
may positively influence their attitudes towards cancer screening. By visually familiarizing
themselves with hospital environments and medical equipment through their screens, women
may experience reduced anxiety about clinical settings. In this way, social media does not serve
as a substitute for accurate medical information, but rather as a supportive exposure tool that can
reduce apprehension and make screening environments feel less intimidating. This highlights a
nuanced role for digital media in shaping more positive attitudes towards medical care.

Limitations

While this qualitative study provides critical, deeply contextualized insights into the
socio-cultural and communicative factors influencing rural Bangladeshi women, it is essential to

acknowledge its methodological and structural limitations.
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First, the qualitative, exploratory nature of this research inherently limits the broad
statistical generalizability of the findings. The study utilized a snowball sampling method,
recruiting a small sample size of ten women exclusively from the villages within Senbag
Upazila. While this focused sample size provided the necessary "information power" (Malterud
et al., 2016) to uncover deep thematic narratives, these ten voices cannot statistically represent
the millions of rural women across Bangladesh. Also, while snowball sampling was particularly
helpful in ensuring the women's voluntary participation in this study, it also limited participation
among women who did not have any mutual contacts to learn about the study or interview
opportunity. This aspect also imposed limitations on including other women outside these
participants' networks. Variations in local healthcare infrastructure, regional cultural nuances,
and varying degrees of NGO presence across other districts might yield slightly different
attitudes and behavioral controls.

Secondly, a significant limitation lies within the language and translation process. The
interviews were conducted entirely in Bengali to ensure participants could express their lived
experiences naturally and comfortably. However, as the data analysis and this final manuscript
are presented in English, there is an unavoidable possibility of losing subtle cultural and
emotional nuances. Bengali is a deeply expressive language, and the emotional weight behind
specific words describing shame, modesty, taboo, and the cultural silence does not always have
direct, perfect English equivalents. Although a rigorous manual transcription and translation-
checking process was employed, the need to select the "closest" English phrasing may have
limited some of the culturally specific resonance of the participants’ original narratives.

Thirdly, in alignment with qualitative data validation strategies (Creswell & Miller,

2000), the potential for researcher bias must be transparently addressed. The primary researcher
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grew up in the same rural environment where the study was conducted. While this shared
background served as a resource in building trust and allowing the participants to open up about
highly sensitive, taboo subjects regarding their breast health and experiences that they face in
their in-laws' houses, it also introduces a lens of subjectivity. The researcher's own past
experiences and inherent understandings of the local culture could have subtly influenced the
flow of the interviews (Merriam, 1998). Although reflexive practices and the extensive use of
direct participant quotes were utilized to ground the analysis strictly in the data, the interpretive
lens of the researcher might be influenced in this qualitative inquiry.

Finally, the study's reliance on self-reported, individual data means the findings are based
entirely on the participants’ perceptions of their reality. When the women discuss the restrictive
behaviors of their husbands or the judgmental policing of their mothers-in-law or other female
neighbors, they are sharing their personal interpretations of those communicative interactions.
This study did not cross-examine these claims by interviewing the family members themselves.
Therefore, the data reflect the reality of the healthcare landscape solely from the perspective of
the rural female patient.

Recommendations for Future Research

The findings of this study open several critical, necessary pathways for future academic
inquiry and public health strategy. Because this qualitative exploration has identified the specific
communication gaps and cultural stigmas that influence screening intentions in rural Bangladesh,
future research should build on this foundation to develop targeted interventions.

Quantitative Validation of Discovered Factors
Now that this study has identified the deep-rooted factors influencing rural women, such

as the strict requirement of spousal permission, the communicative taboo of the word "breast,"

108



and the specific misinformation linking breastfeeding to cancer or other symptoms, future studies
can develop a localized quantitative survey instrument based precisely on these findings. By
surveying a nationally representative sample of rural Bangladeshi women, researchers can use
advanced statistical modeling to determine exactly how much variance in screening intention is
predicted by these newly identified communication barriers.
Incorporating the Voices of Familial Gatekeepers

A recurring, dominant theme was the absolute lack of communicative agency among
married women, whose health decisions are majorly dictated by their husbands and mothers-in-
law. Therefore, future research can focus on including these familial gatekeepers. Studies
investigating the knowledge, attitudes, and subjective norms of rural Bangladeshi men regarding
their wives’ breast health are desperately needed. Understanding exactly how husbands and
mothers-in-law view the stigma around female bodily and social norms about autonomy over
women's healthcare decisions is crucial. If communication interventions are to be successful,
they must systematically target the individuals who hold the actual decision-making power
within the rural household.
Evaluating Community-Based Health Communication Interventions

The participants explicitly requested that health information be brought directly into their
homes via trusted female health workers, utilizing the existing "courtyard meeting" practice in
rural villages. Future public health research should design, implement, and rigorously evaluate
outreach programs that integrate breast cancer education into these localized settings.
Researchers could measure the pre- and post-intervention screening intentions of women
participating in these continuous, community-based dialogues to validate their effectiveness over

time in breaking the cultural silence. Furthermore, given the high smartphone utilization, future
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studies should explore the efficacy of targeted digital health campaigns, investigating how
verified, doctor-led social media content can effectively improve the physical screening process
and combat local myths.
Healthcare Provider Perspectives and Systemic Readiness

Finally, future research must examine the effect of patient-provider communication. The
women in this study reported a profound lack of trust in local Upazila Health Complexes and
stated that doctors rarely initiate conversations about breast health. Studies interviewing rural
healthcare providers are needed to understand the systemic communication barriers they face on
the ground. Are doctors themselves hesitant to tap into culturally taboo subjects with female
patients? Do they lack adequate female staffing to conduct proper CBEs, mammography, or
other screening? Identifying and addressing these aspects within the local clinics is absolutely
essential to ensure they are culturally competent and able to provide safe, respectful care as

demand for screening increases.
Conclusion

Breast cancer remains a devastating and rapidly accelerating global health crisis. In
lower-middle-income countries like Bangladesh, the rising incidence and high mortality rates are
deeply compounded by severe socio-economic constraints and rigid cultural disparities. To
combat increasing BC-related death in Bangladesh, preventative screening is necessary for early
detection; however, the mere physical existence of a clinic does not guarantee its utilization. As
this study has comprehensively shown, building a healthcare facility is only the first, and perhaps
easiest, step in a much longer journey toward effective screening participation. The true
challenge lies in bridging the massive, silent communication gap between the clinical availability

of a service and the complex, deeply stigmatized lived realities of the women it is meant to serve.
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Guided by the Theory of Planned Behavior (Ajzen, 1991), this qualitative study answered
a pressing question: How do rural Bangladeshi women form their intention to participate in
breast cancer screening when they have some awareness about cancer screening services? By
prioritizing the authentic voices of ten women from Senbag Upazila, the findings successfully
revealed a profound and challenging narrative that goes beyond the superficial quantitative
measures. The consistently low participation rates reported in recent literature (Azim et al., 2025)
are not mainly the result of a simple lack of awareness, nor are they a reflection of women
carelessly neglecting their own health. Instead, a rural woman’s intention to engage in
preventative screening is systematically dismantled by a combination of negative attitudes
formed by cultural stigma, near-total absence of social and familial support enforced by a
communicative taboo, and a lack of control over women’s own health decisions.

The rural women in Bangladesh are forced to navigate a daily environment where they
have to be constantly aware of the femininity of their bodies and face the intergenerational
enforcement of modesty by other women within the joint family system. In this culture of
silence, normal female health issues are hidden, and the very concept of asymptomatic,
preventative screening for breasts is entirely foreign. Consequently, breast cancer is viewed not
as a preventable disease to be actively monitored, but as a silent terror, often falsely linked to the
normal act of breastfeeding, that is only addressed when the physical pain becomes too severe to
hide from the household.

Furthermore, the systemic barriers these women face are immense and highly restrictive.
Without personal financial independence, the need to successfully communicate a need for
spousal permission to cover the cost of screening, especially when no visible symptoms are

present, becomes a major barrier. Combined with the heavy burden of domestic labor, the
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inability to travel without an escort, and the absolute personal and cultural demand for female
healthcare workers, the physical act of attending a screening requires a coordination of effort,
permission, time, and money among many other factors that most women lack.

Despite the complex landscape of systemic and cultural barriers, the overarching message
of this study is one of profound hope. The women’s perspectives showed that the reluctance to
screen is not an unchangeable trait of rural women. When participants in this study were simply
given a safe, non-judgmental space to talk about their breast health and learn about the necessity
of having preventative cancer screening that can help them to live a safer life from a cancer
standpoint, women were encouraged and ready to navigate all the barriers that they would face.
They expressed an immediate, empowered desire to seek care, proving that, given proper health
information on deadly disease prevention through a comfortable communication method, rural
women are highly motivated to take control of their health.

Overall, this study clearly illustrated the vital importance of culturally safe health
communication in rural Bangladesh. To turn the tide against breast cancer mortality in
Bangladesh, public health initiatives must move beyond passive screening models and generic
hospital infrastructure towards health communication-centered intervention strategies. There
must be an active effort to dismantle the taboo by bringing verified, doctor-backed information
directly into the safe spaces of rural women through continuous dialogues led by female health
workers. Building a clinic is important, but a clinic cannot cure deep-rooted cultural stigma
around female health. Until culturally appropriate health communication effort is not introduced
to dismantle the culture of silence, rural women will continue to suffer. By listening to their
voices, validating their concerns, and respecting their cultural boundaries, breast health and

preventative care can move beyond a shameful secret into a normal, life-saving conversation.
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