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        Abstract
Background There is a multitude of problems encountered during  management of critical conditions in low-resource settings. Reducing the administration of brachytherapy from 3 to 2 fractions will assist cervical cancer patients by decreasing the treatment costs and as well as repeated attendance in the hospitals. Objective To compare the clinical outcomes following treatment of locally advanced carcinoma cervix with two fractions of high-dose-rate brachytherapy following conventional concurrent chemoradiation. Method A quasi-experimental approach was employed. The study took place in National Institute of Cancer Research & Hospital, Dhaka, Bangladesh during July 2023 to December 2024. A sum of 66 locally advanced cervical cancer patients were divided into 2 arms; Arm A receiving 18 Gy in 2 fractions of brachytherapy and Arm B getting 21 Gy in 3 fractions of brachytherapy. Findings We found that, 51.5% vs. 48.5% were illiterate, 90.9% vs. 87.9% had early marriages; 51.5% vs. 60.6% patients had 2 or more children. Most of the patients, 54.5% vs 57.6% were in stage IIB of FIGO staging. No statistically significant association was determined between per vaginal findings after completion of treatment regimen as well as during the follow-up sessions. Besides, 66.7% vs. 72.7% had abnormal vaginal bleeding, 54.6% vs 63.6% had unusual per vaginal discharges and 75.8% vs 63.6% had pain in pelvic region before the treatment had started. However, during the follow-ups, all the complaints had reduced grossly in both the arms; for instance, during the 3rd follow-up, 1 patient in Arm B had mild bleeding; 9.1% vs 3.1% cases had unusual discharges and 3.1% vs. 6.1% mentioned pelvic pain. No statistically significant association was established between the 2 groups in this context. Lastly, 100.0% vs 94.7% stage IIB participants demonstrated complete response. Stable disease was found in 1 patient of stage IVA in Arm B. Conclusion Therapeutic regimens of reduced duration may offer better patient compliance and reduced burden on healthcare facilities in low-resource zones provided clinical outcomes are not compromised. The implementation of 18 Gy in 2 fraction regimens will aid in overcoming various challenges on both the patient and hospital ends. 	Comment by Priscilla Aondona: Expunge	Comment by Priscilla Aondona: Insert “the “before management	Comment by Priscilla Aondona: expunge	Comment by Priscilla Aondona: Expunge	Comment by Priscilla Aondona: This should be paraphrased : The research was carried out to compare the clinical outcomes ……….	Comment by Priscilla Aondona: Expunge	Comment by Priscilla Aondona: Replace with “from”	Comment by Priscilla Aondona: expunge	Comment by Priscilla Aondona: replace with discovered.	Comment by Priscilla Aondona: expunge	Comment by Priscilla Aondona: a full stop so the next sentence begins	Comment by Priscilla Aondona: expunge	Comment by Priscilla Aondona: patient’s and hospital’s end
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Introduction
According to the International Agency for Research on Cancer (IARC), the specialized cancer agency of the World Health Organization (WHO), there are 5,28,000 new cases of cervical cancer every year, although incidence and mortality differ grossly among countries. [1] It also reports that, cervical cancer is the fourth commonest cancer affecting females and second commonest gynecological malignancy throughout the world. [2] 	Comment by Priscilla Aondona: most common	Comment by Priscilla Aondona: most common
In developing countries like Bangladesh, diagnosis and treatment of cervical cancer is quite challenging. Deficiency of resources, scarcity of physical infrastructure, lack of awareness, ignorance, financial limitations are some of the major hurdles that are often encountered in this context. [3] Furthermore, underprivileged areas suffer more in these settings. According to Nady et al., urban women are at a lower risk of developing cervical cancer compared to women residing in the rural areas. [4] Almost nine out of ten (87%) cervical cancer deaths occur in the under-developed regions. [5] 	Comment by Priscilla Aondona: italicized 
Additionally, locally advanced cervical cancer (LACC) includes stage III/IVA, tumor size greater than 4-6 cm, absence of chemo/brachytherapy and positive lymph nodes. [6] Treatment outcomes vary, with complete response rates reported at 53.4% according to a previous study by Selvalakshmi. [7] 
Meanwhile, preferred treatment for carcinoma cervix depends on tumor size, histology, stage, and evidence of lymph node metastasis. Depending on stage, primary treatment consists of surgery, radiotherapy (RT) or a combination of RT and chemotherapy, meaning concurrent chemoradiotherapy (CCRT). [8] A comprehensive approach of intracavitary radiation for in site tumor, external radiation for parametrial tissue and pelvic draining lymph nodes are required for optimal treatment. Besides, in case of LACC, RT consists of a combination of external beam radiotherapy (EBRT) and intracavitary radiotherapy (ICRT). [8] 	Comment by Priscilla Aondona: the stage,	Comment by Priscilla Aondona: the case
Studies have demonstrated that, fractionation schedules in high-dose brachytherapy (HDR), such as 18 Gy in two fractions or 21 Gy in three fractions, yield similar outcomes in terms of local control. These regimens have been evaluated with comparable survival and complication rates. [9-10] Brachytherapy offers the safe delivery of high radiation doses with superior conformity compared to external beam techniques. [11] Shorter fractionation schedules of HDR brachytherapy, such as two fractions, offer benefits in terms of reduced treatment time, improved patient compliance, and cost-effectiveness without compromising outcomes. [12] For instance, regimens like 9 Gy in 2 fractions and 7 Gy in 3 fractions have shown comparable results for local control and survival. [13] These findings highlight the potential of optimized fractionation regimens for optimum balance, safety and utilization of resources.
The American Brachytherapy Research Group carried out a systematic review with the aim of defining outcomes and local control (LC) results in patients with LACC who have undergone CCRT and HDR brachytherapy for LACC. The benefits in survival outcomes related to this combined therapy were clearly highlighted. [14] Furthermore, a recent study by Yuki et al. analyzed 30 LACC patients treated with ICRT followed by HDR brachytherapy. The 3-year local control, disease-free survival, and overall survival rates were 89.9%, 83.3%, and 86.3% with an impressive local control. [15]  	Comment by Priscilla Aondona: italicize
In the context of Bangladesh, a shorter course and low-cost treatment schedule are essential to treat the increased number of LACC patients. Reducing the administration of HDR brachytherapy from 3 to 2 fractions will aid patients by decreasing treatment costs, repeated visits to the hospital; thus, enhancing their feasibility and convenience. 
The current study was done to observe and compare the findings, clinical presentations and overall outcomes by comparing 18 Gy in 2 Fractions and 21 Gy in 3 Fractions of HDR brachytherapy after CCRT for the treatment of locally advanced cervical cancer. 
Method
Study design & settings
This quasi-experimental study was conducted from the time period of July 2023 to December 2024, a total of 18 months. The location was the Department of Radiation Oncology, National Institute of Cancer Research and Hospital (NICRH), Dhaka. The employed sampling method was the purposive method. A pre-tested, semi-structured questionnaire was used for the purpose of data collection. 	Comment by Priscilla Aondona: expunge
Participants
The sample contained patients with locally advanced stage (Stage IIB-IVA) carcinoma cervix who attended the institute. We took a sum of 66 patients, who were distributed equally into 2 arms; Arm A and Arm B, having 33 respondents each. 	Comment by Priscilla Aondona: The samples obtained were from patients 
Eligibility criteria
Inclusion criteria:
· Patients aged 19-70 years.
· Patients with clinically diagnosed and histopathologically proven squamous cell carcinoma of the uterine cervix in locally advanced stage (FIGO Stage IIB to IVA).
Exclusion criteria:
· Pregnant and lactating women.
· Patients dropped out or failed to follow up before completion of the study.
· Those suffering from any serious concomitant medical illness such as severe heart disease, uncontrolled diabetes mellitus, hypertension or psychiatric illness.
· Patients with pelvic infection.
· Recurrent cases of carcinoma cervix.
· Patients having any other major vital organ dysfunction.
· Post-operative patients of carcinoma cervix.
FIGO Staging system for cervical cancer (2018)
· Stage IIB: The cervical carcinoma extends beyond cervix with upper two third of vaginal involvement, with parametrial invasion but not up to the pelvic wall and without distant metastasis.
· Stage IIIA: The cervical carcinoma extends beyond cervix and involves the lower third of the vagina, with no extension to the pelvic wall and without distant metastasis.
· Stage IIIB:  The cervical carcinoma extends up to the pelvic wall and/or causes hydronephrosis or non-functioning kidney (unless known to be due to another cause) and without distant metastasis. 
· Stage IIIC: Involvement of pelvic and/or paraaortic lymph nodes. irrespective of tumor size and extent.
· Stage IV: The carcinoma has stretched beyond the true pelvis or has clinically involved the mucosa of the bladder and/or rectum.
· Stage IVA: Spread to adjacent pelvic organs. [16] 
Locally Advanced Cervical Cancer: in this study stage IIB to stage IVA according to FIGO staging for carcinoma cervix was termed as locally advanced cervical cancer.
Study procedure
All participants received EBRT and weekly Inj. Cisplatin 40mg/m² followed by HDR intracavitary brachytherapy. EBRT treatment was delivered by LINAC with 50 Gy in 25 fractions of 2 Gy per fraction over a period of 5 weeks. Subsequently, two fractions of ICRT with 9 Gy in two fractions weekly for 2 weeks were given to the patients of arm A and 7 Gy in three fractions weekly for 3 weeks to arm B. The intervention was completed in 7 weeks in arm A and 8 weeks in arm B. Every patient was evaluated weekly during the course of treatment. Then, a follow-up was performed after completion of the treatment to evaluate the response.    	Comment by Priscilla Aondona: expunge
Details of the intervention
· Method: 2D radiotherapy technique.
· Machine: Linear accelerator (LINAC)
· SSD: 100 cm
· Beam energy: 10 MV
· Dose: 5000 cGy in 25 daily fractions, 2 Gy per fraction, 5 daily fraction per week.
· Planning: X-ray simulation were done by a lead wire
· Position of the participant: Supine with arms on chest
· Bladder and rectal protocol: (Urinary bladder was ‘comfortably full’. Patients were asked to empty bladder 30 minutes before treatment and then drink 250 ml of water. As a result, small bowel loops were pushed away from the radiation fields. Laxative was prescribed the day before radiotherapy)
· Name of fields: Anterior-posterior fields.
· Number of fields: 2
· Gantry angle: 0 degrees and 180 degrees.
· Immobilization device used: Head and neck rest and knee rest. 
· Treatment Field and Boundary- Anterior and Posterior:
· Superior border: A transverse line at the level between L4 and L5 vertebrae
· Inferior border: Transverse line at the level of lowest extent of the obturator foramen. Lateral border: 2 cm lateral to widest true bony pelvic diameter.
· Dose schedule: Whole pelvis was treated with 2 Gy per fraction, 5 days in a week with a total dose of 50 Gy for 5 weeks. Brachytherapy was started next week after completion of pelvic radiotherapy. Urinary bladder and rectal doses were monitored. EBRT: 50 Gy in 25 fractions 2.0 Gy per fraction daily, 5 days in a week over 5 weeks in the pelvis.
· Beam Energy: Linear Accelerator of megavoltage beam of 10 MV photon with SSD of 100 cm.
· Cisplatin: Inj. cisplatin 40 mg/m2 was given weekly to the patients on days 1, 8, 15, 22 and 29 with normal saline.
· Usual pre-medication (Inj. Ondansetron, Inj. Dexamethasone and Inj. Omeprazole) was administered. All the patients were asked to take plenty of fluid before and after cisplatin infusion.
· Brachytherapy: This allows delivery of a very high dose to the central tumor volume to obtain maximal local control without exceeding the tolerance of the surrounding normal tissues. It is feasible because the normal uterus and the vaginal vault can tolerate high dose of radiation, and there is a rapid fall-off dose at a distance from the cervix, protecting the adjacent rectum, bladder and small bowel. 
Preoperative bowel preparation was done the day before brachytherapy by low residue diet at night, bowel cleaning and nothing by mouth in the morning, catheterization was done. Then with all aseptic precautions, washing and draping were done. After that the cervix was visualized by introducing speculum into the vaginal canal. At first the cervical os was dilated by using a dilator and length of the cavity of the uterus was assessed for selection of an appropriate tandem. Then the applicators were inserted gently followed by gauze packing. Anterior and posterior vaginal packs were given to push the urinary bladder anteriorly and rectal wall posteriorly. These packs also helped to keep the instrument in the proper position and to fix them there. Positions of instruments (tandem and ovoid) were checked with orthogonal films. The treatment was delivered after loading the Cobalt 60 HDR machine.	Comment by Priscilla Aondona: the length
Tumor response was observed by RECIST criteria. It is described below:
RECIST (Response Evaluation Criteria in Solid Tumors): The lesions are measured in one dimension – The longest diameter (LD).
Complete Response (CR): Eradication of all known disease based on two assessments, at least 4 weeks apart. Lymph nodes < 10mm.
Partial Response (PR): Reduction of at least 30% in the sum of the LDs of target lesions maintained for at least 4 weeks.
Progressive Disease (PD): Increase if 20% or more in the sum of LDs of the target lesions with absolute increase ≥ 5mm or development of a new lesion.
Stable Disease (SD): When a measurable tumor does not meet the criteria for PR or PD. [17]
Investigations that were performed
Routine Laboratory Studies:	Comment by Priscilla Aondona: Reduce/compress this to a sentence instead of itemizing to maximize space
· Complete blood picture
· Liver function test
· Renal function test
· Routine microscopic examination of urine
Radiological Studies:
· Plain radiograph of chest posterior-anterior view
· USG of whole abdomen
· Intravenous uro-gram
· MRI of pelvis with contrast
· Contrast enhanced CT-scan of whole abdomen
Other tests:
· ECG
· Echocardiography
Statistical analysis
After collection of all the required data, these were checked, verified for consistency and tabulated using the IBM SPSS Statistics Version 27.0.1. Frequencies and percentages were calculated as summary measures for the qualitative variables. Arithmetic mean and standard deviation were used to describe the quantitative variables. Chi-square test and Fisher’s exact test was used to compare categorical variables. A ‘p’ value<0.05 was considered as statistically significant. After completion of analysis, the findings were presented in the form of tables & figures as relevant. 	Comment by Priscilla Aondona: were
Ethics 
Approval was obtained from the ethical committee of NICRH. Before the interview, informed written consent was obtained from each patient after informing them about the study’s purpose, expected duration, nature and anticipated physical and psychological risks and benefits of participation. Complete assurance was given that all information provided by the patients would be kept confidential. Patients were informed of their right to withdraw from the study at any time without penalty. Informed consent was documented appropriately.	Comment by Priscilla Aondona: expunge . replace with “stating”
Result
Table 1: Distribution of the participants according to their socio-demographic characteristics and presence of risk factors of cervical cancer (n=66).
	Characteristics
	Arm A (n=33)
	Arm B (n=33)
	p-value

	Mean (± SD) age (in years)
	45.4 ± 8.8
	45.1 ± 8.8 
	
0.945^

	Educational status (n/%)

	Illiterate
	17 (51.5)
	16 (48.5)
	

0.932+

	Primary schooling
	11 (33.3)
	14 (42.2)
	

	Secondary schooling
	4 (12.1)
	2 (6.1)
	

	Graduate
	1 (3.0)
	1 (3.0)
	

	Risk factors of cervical cancer (n/%)

	Age of menarche (in years)

	<13
	5 (15.2)
	6 (18.2)
	
0.890^

	13-14
	20 (60.6)
	18 (54.5)
	

	>14
	8 (24.2)
	9 (27.3)
	

	Age of marriage (in years)

	≥18 
	3 (9.1)
	4 (12.1)
	
1.00+

	<18
	30 (90.9)
	29 (87.9)
	

	Age of first pregnancy (in years)

	<18
	1 (3.0)
	2 (6.1)
	
1.00+

	≥18
	32 (97.0)
	31 (93.9)
	

	Parity 

	0-1
	16 (48.5)
	13 (39.4)
	
0.620^

	≥2
	17 (51.5)
	20 (60.6)
	


*p-value was determined by Chi-square test^ and Fisher’s exact test+; SD: Standard deviation. 
Table describes the socio-demographic attributes of the participants and the presence of risk factors among them. Mean age in Arm A was 45.4 ± 8.8 years which was similar to Arm B meaning 45.1 ± 8.8 years. Regarding education, 51.5% and 48.5% respondents were illiterate in Arm A and B respectively. Additionally, concerning the risk factors, 60.6% Arm A and 54.4% Arm B cases had their menarche during 13-14 years of age; majority (90.9% Arm A and 87.9% Arm B) cases were married before they reached 18 years of age; 97.0% and 93.9% patients in Arm A and B respectively had their 1st pregnancy at 18 years or above age and lastly, 51.5% and 60.6% participants had 2 or more children in Arm A and B respectively. However, none of the associations were found to be statistically significant. [Table 1]	Comment by Priscilla Aondona: what table are you referring to?	Comment by Priscilla Aondona: of respondents
Table 2: FIGO staging of the participants (n=66)
	FIGO stage (n/%)
	Arm A (n=33)
	Arm B (n=33)
	p-value

	IIB
	18 (54.5)
	19 (57.6)
	

1.00+

	IIIA 
	6 (18.2)
	6 (18.2)
	

	IIIB
	6 (18.2)
	5 (15.2)
	

	IVA
	3 (9.1)
	3 (9.1)
	


*p-value estimated by Fisher’s exact test+.
Table highlights the distribution of the respondents based on their FIGO staging of cervical cancer. It is quite evident that, majority meaning 54.5% in Arm A and 57.6% in Arm B had stage IIB cancer. The lowest percentages (9.1% in both the arms) were found for stage IVA cancer. The associations were not statistically significant. [Table 2]	Comment by Priscilla Aondona: expunge
Column bars [Figure 1, 2, 3, 4] illustrate the frequency distribution of the per vaginal findings of the participants right after CCRT, after 1st, 2nd and 3rd follow-ups respectively. Figure 1 revealed that, growth was absent in majority of cases meaning 66.7% respondents of Arm A and 57.5% of Arm B, fornices were free in 69.6% respondents of Arm A and 63.6% cases of Arm B and parametrium was free among 66.7% patients of Arm A and 60.6% of Arm B. Additionally, Figure 2 expressed that, after 6 weeks of CCRT, in the maximum cases in both arms, no growth was found; fornices and parametrium were free. Moreover, figure 3 also revealed that, after 12 weeks of CCRT, fornices were free in 81.8% respondents of Arm A and 75.7% Arm B; parametrium was free among 84.8% respondents of Arm A and 81.8% of Arm B. Lastly, figure 4 disclosed that, after 24 weeks of CCRT, gynecological examination found that, growth was absent in 78.8% respondents of Arm A and 72.7% of Arm B; fornices were free in 87.8% respondents of Arm A and 81.8% of Arm B and parametrium was free among 87.8% respondents of Arm A and 84.8% of Arm B. However, there was no statistically significant association found among the 2 groups. 	Comment by Priscilla Aondona: between

[bookmark: _Hlk199777078]*p-value was determined by Fisher’s Exact test+; n=33 in each arm.
Figure 1: Per vaginal findings of the respondents after CCRT. (n=66)

*p-value was determined by Fisher’s Exact test+; n=33 in each arm.
Figure 2: Per vaginal findings among respondents after 1st follow-up (n=66).

[bookmark: _Hlk199779979]*p-value was determined by Fisher’s Exact test+; n=33 in each arm.
Figure 3: Per vaginal findings among respondents after 2nd follow-up (n=66)  

*p-value was determined by Fisher’s Exact test+; n=33 in each arm.
Figure 4: Per vaginal findings among respondents after 3rd follow-up (n=66)  
Table 3: Clinical presentation of the participants before the intervention and during various follow-ups (n=66).
	Time of assessment (n/%)
	Arm A (n=33)
	Arm B (n=33)
	p-value

	Pre-treatment evaluation

	Abnormal bleeding

	Absent
	7 (21.2)
	7 (21.2)
	0.686+

	Mild
	22 (66.7)
	24 (72.7)
	

	Moderate
	4 (12.1)
	2 (6.1)
	

	Unusual discharge

	None
	15 (45.4)
	12 (36.4)
	0.617^

	Mild
	18 (54.6)
	21 (63.6)
	

	Pelvic pain
	

	None
	8 (24.2)
	12 (36.4)
	0.422^

	Mild
	25 (75.8)
	21 (63.6)
	

	During 1st follow-up

	Abnormal bleeding

	Absent
	31 (93.9)
	29 (87.8)
	0.764^

	Mild 
	2 (6.1)
	4 (12.2)
	

	Unusual discharge

	None
	24 (72.7)
	22 (66.7)
	0.789^

	Mild
	9 (27.3)
	11 (33.3)
	

	Pelvic pain

	None
	25 (75.8)
	28 (84.8)
	0.537^

	Mild
	8 (24.2)
	5 (15.6)
	

	During 2nd follow-up

	Abnormal bleeding

	Absent 
	32 (96.9)
	31 (93.9)
	0.554^

	Mild
	1 (3.1)
	2 (6.1)
	

	Unusual discharge
	

	None
	29 (87.9)
	28 (84.8)
	0.719^

	Mild
	4 (12.1)
	5 (15.2)
	

	Pelvic pain

	None
	29 (87.9)
	31 (93.9)
	0.391^

	Mild
	4 (12.1)
	2 (6.1)
	

	During 3rd follow-up

	Abnormal bleeding

	None
	33 (100.0)
	32 (96.9)
	1.00^

	Mild
	0 (0.0)
	1 (3.1)
	

	Unusual discharge

	None
	30 (90.9)
	32 (96.9)
	0.613^

	Mild
	3 (9.1)
	1 (3.1)
	

	Pelvic pain
	

	None
	32 (96.9)
	31 (93.9)
	1.00^

	Mild
	1 (3.1)
	2 (6.1)
	


*p-value was determined by Chi-squared tests^ and Fisher’s exact test+..
Table demonstrates the clinical presentations of the study sample. It was clear that, before the treatment was initiated, 66.7% Arm A and 72.7% Arm B had mild abnormal bleeding, 54.6% Arm A and 63.6% Arm B cases complained of unusual per vaginal discharges and 75.8% Arm A and 63.6% Arm B patients suffered from pain in the pelvic region. However, as the intervention was completed, during the follow-up sessions, it was clearly evident that the numbers had changed. For instance, during 1st follow-up, only 6.1% and 12.2% patients of Arm A and B respectively reported abnormal bleeding. Then again, during the 2nd follow-up, only 12.1% and 15.2% patients mentioned about unusual discharges. At length, after 24 weeks, during the 3rd follow-up, it was revealed that, no patient in Arm A and only 1 patient in Arm B had abnormal bleeding; 3 and 1 cases of Arm A and B complained about unusual per vaginal discharges and 1 and 3 patients expressed pain in the pelvis. However, none of the associations were statistically significant. [Table 4]	Comment by Priscilla Aondona: expunge	Comment by Priscilla Aondona: expunge
Table 5: Treatment response among the participants based on FIGO staging (n=66) 
	Treatment response
	Arm A (n=33)
	Arm B (n=33)
	p-value

	Stage IIB (n/%)

	Complete response
	17 (100.0)
	18 (94.7)
	
0.514^

	Partial response 
	0 (0.0)
	1 (5.3)
	

	Stage IIIA (n/%)

	Complete response
	4 (66.7)
	2 (33.3)
	
0.376^

	Partial response
	2 (33.3)
	3 (66.7)
	

	Stage IIIB (n/%)

	Complete response 
	5 (83.3)
	15 (100.0)
	
0.545^

	Partial response
	1 (16.7)
	0 (0.0)
	

	Stage IVA (n/%)

	Complete response
	0 (0.0)
	0 (0.0)
	
0.500+

	Partial response
	3 (100.0)
	2 (66.7)
	

	Stable disease 
	0 (0.0)
	1 (33.3)
	


*p-value was determined by Chi-squared tests^ and Fisher’s Exact test+.
Table elaborates the response to treatment of the patient pool according to the FIGO staging criteria. It is clearly evident that, those patients who were in stage IIB, maximum displayed complete response; only 1 patient in Arm B had partial response. In case of stage IIIA, complete response was found in 66.7% cases in Arm A; whereas, partial response was found in 66.7% patients in Arm B. Moreover, 100.0% patients in Arm B revealed complete response and only 16.7% in Arm A had partial response for the stage IIIB participants. Nonetheless, for stage IVA patients, partial response was the commonest response for Arm A, meaning 100.0% displayed it; compared to 66.7% in Arm B. Only 1 patient reported stable disease in Arm B belonging to stage IVA. However, no statistically significant association was detected. 
Discussion 
Current study was conducted to compare the clinical outcomes of two brachytherapy regimens for patients with locally advanced carcinoma of the cervix who had received concurrent chemoradiotherapy (CCRT). The study consisted of 66 patients who were divided into two arms: Arm A (18 Gy in 2 fractions) and Arm B (21 Gy in 3 fractions).	Comment by Priscilla Aondona: either The Current study or The study
We found the mean age was 45.4 ± 8.8 years and 45.1 ± 8.8 years in Arm A and B, which was consistent with previous study which discovered similar age range for cervical cancer patients. [18] Another study conducted by Ferdous and colleagues in Bangladesh found that, minimum age was above 50 years among the cancer patients in both the groups. [19] No significant association was discovered when comparing the educational status of the 2 groups; however, the predominance of illiteracy (54.5% and 51.5%) in both the arms reflect the educational disparities in low-resource settings. 	Comment by Priscilla Aondona: rephrase starting with: the mean age of ….
Besides, in terms of risk factors, a significant portion of patients in both arms had early marriage (90.9% vs 87.9%) and multiparity (51.5% vs 60.6%), with no significant differences between the groups. Global cancer statistics indicate that the majority of the variation in cancer rates is attributed to exposure to recognized or potential risk factors associated with lifestyle or environmental factors, highlighting a significant challenge for preventive approaches. [20] 
We evaluated that, in case of both Arm A and Arm B majority had FIGO stage IIB (54.5% vs 57.6%), followed by IIIA (18.2% vs 18.1%), IIIB (18.2% vs 15.2%) and IVA (9.1% vs 9.1%). A previous study by Ferdous et al., also revealed that majority of both arms showed FIGO stage IIB (50% vs 73.3%). [19] The preponderance of FIGO stage IIB in these studies highlights the critical window for intervention, as patients in this stage typically benefit most from combined modality regimens. 	Comment by Priscilla Aondona: italicize
Before treatment, mild abnormal bleeding was the most common symptom, reported in 66.7% of Arm A and 72.7% of Arm B. Other symptoms included mild unusual discharge (54.6% vs 63.6%) and mild pelvic pain (75.8% vs 63.6%), with no significant differences between groups. Meanwhile, major presenting complaints were abnormal vaginal bleeding (86.9%), offensive vaginal discharge (41.0%), and weight loss in a study conducted by Eze and friends in southwest Nigeria. They also shed light on the issues faced in treating cervical cancer, including delayed diagnosis, inadequacy of resources, and obstacles faced in order to effective management, particularly in low-resource settings. [21] 	Comment by Priscilla Aondona: expunge
The clinical outcomes during the follow-up periods in this study revealed comparable responses between the two brachytherapy regimens. Complete responses were observed in 81.8% of Arm A and 78.8% of Arm B. These findings are consistent with the study by Meena et al., which reported complete response (CR) rates of 76.92% for Arm A and 74.35% for Arm B (p = 0.9).  [22] Another study of Vandana and mates conducted in rural India also mentioned similar tumor regression rates between different fractionation schedules and suggested that both schedules could be equally effective, allowing for flexibility in treatment planning based on patient-specific factors. [23] 	Comment by Priscilla Aondona: italicize
Improvement of abnormal uterine bleeding, unusual per vaginal discharge and pelvic pain during follow-ups was also found statistically similar in both arms. A similar study also emphasized that both fractionation regimens effectively managed disease symptoms with minimal variation. [24] Furthermore, another study of Tharavichitkul et al., also mentioned that, no superiority of one regimen over the other in local control or recurrence prevention was established; however, it was recommended that shorter fractionation schedules, such as two fractions, offered benefits in terms of reduced treatment time, improved patient compliance, and cost-effectiveness without compromising outcomes. [25]  	Comment by Priscilla Aondona: italicize
As with most studies, the present study also had certain flaws. One would be this being a quasi-experimental study, where the lack of randomization may have led to selection bias. Another limitation would be the use of 2D brachytherapy, since image-guided 3D adaptive brachytherapy facilities were not available during the period of our study.
Conclusion
Both regimens demonstrated similar efficiency in achieving tumor control, with no statistically significant differences observed in clinical responses. Moreover, the 18 Gy in 2 fractions regimen implies practical advantages, such as shorter treatment duration and reduced hospital visits, making it a potentially more efficient option in resource-constrained settings.
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