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Aims and objectives. To present a systematic review of papers published on the

relationship between violence against women and cervical cancer screening. What does this paper contribute

Background. Violence against women is a serious public health problem. This to the wider global clinical

phenomenon can have negative effects on victims’ health and affect the frequency community?

at which they receive cervical cancer screening. * The relationship between vio-

Design. A systematic literature review.

Methods. This study was carried out in October 2015 with searches of the Lilacs,
PubMed and Web of Science databases using the following keywords: violence,
domestic violence, battered women, spouse abuse, Papanicolaou test, vaginal
smears, early detection of cancer and cervix uteri.

Results. Eight papers published between 2002-2013 were included in this review,
most of which were cross-sectional studies. Three studies found no association
between victimisation and receiving Pap testing, and five studies reported an asso-
ciation. These contradictory results were due to higher or lower examination fre-
quencies among the women who had experienced violence.

Conclusion. The results of this study indicate that the association between vio-
lence against women and cervical cancer screening remains inconclusive, and they
demonstrate the need for more detailed studies to help clarify this relationship.
Relevance to clinical practice. Professionals who aid women should be knowl-
edgeable regarding the perception and detection of violence so that they can inter-
rupt the cycle of aggression, which has harmful impacts on victims” health.

Key words: battered women, domestic violence, Papanicolaou test, spouse abuse,
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lence against women and cervical
cancer screening is unclear and
must be better clarified.
Healthcare providers must seek
to embrace actions that provide
integral, holistic, and quality care
to women who have experienced
violence.

This review points to the need to
provide broad access to health-
care to women at higher risk, as
well as health education to
increase these women’s knowl-
edge and promote their auton-
omy.
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Introduction

Violence against women represents a serious public health
issue that impacts different cultures and societies. Accord-
ing to the World Health Organization (WHO), this phe-
nomenon affects approximately one-third of all women
globally (WHO 2013). Worldwide data indicate that in
emerging-economy countries such as Nepal and India,
approximately half of married women between 15-24 years
old have already experienced some type of violence by their
partners (Babu & Kar 2009, Lamichhane ef al. 2011). In
Sao Paulo, the largest city in the Latin American country of
Brazil, the WHO has reported that approximately 42% of
women have suffered from psychological violence, 27%
from physical violence and 10% from sexual violence
(Schraiber et al. 2007).

Experiencing violence may have negative consequences
on the victims that affect several aspects of their lives.
These woman may suffer from health issues, ranging from
physical injuries to emotional damage, causing depression
and anxiety (Guedes ef al. 2009), and the experience may
lead to smoking (Breiding et al. 2008), excessive alcohol
consumption (Breiding ef al. 2008), the development of cer-
vical cancer (Coker et al. 2009) and an increased risk of
HIV infection (Breiding et al. 2008). In this sense, health-
care providers have the opportunity not only to identify
and refer victimised women but also to assist them accord-
ing to their needs, providing integral care based on treat-
ment of the consequences of violence with a focus on
preventive actions (Guedes ez al. 2009). Among such
actions, preventing cervix cancer, the third most common
cause of neoplasia and the fourth most common cause of
death among women worldwide (Jemal ez al. 2011), stands
out in importance.

One of the ways to prevent this type of cancer is the early
diagnosis of cervical lesions before they become invasive
through screening techniques, such as oncologic colpocytol-
ogy or the Pap test, colposcopy, cervicography, and tests to
detect human papillomavirus DNA in cytology smears or
histopathological samples. The Pap test is considered the
most effective and efficient detection method in screening
programmes for cervical uterine cancer, and it has been
widely used for over 40 years (Pinho & Franga-Junior 2003).

With regard to testing frequency, programmes carried
out in European countries, such as France, Italy and Eng-
land, prioritise the testing of women between the ages of
20-65 years, with one test performed every three years.
Other countries, such as Germany, perform annual testing
and focus on all women aged 20 years or older (Linos &
Riza 2000). In the USA, testing is recommended for women

starting at the age of 18 years or at the time of the first sex-
ual encounter, either every year or every three years. More-
over, women are advised to discontinue screening after
65 years of age if previous tests have been consistently neg-
ative (Zoorob et al. 2001). In Brazil, testing is recom-
mended every three years when two negative results are
obtained one year apart. For sexually active women, testing
is recommended from ages 25-64, unless the results of two
consecutive tests have been negative during the last five
years (Instituto Nacional de Cancer 2011).

Despite the benefits of the Pap test, test coverage is
unfortunately low in some regions, even below the 80%
recommended by the WHO (WHO 2002). Healthcare sur-
veys conducted in Italy and England have shown that 53%
of Italian women (Ronco et al. 1991) and 77% of English
women (Schwartz et al. 1989) have undergone Pap testing
at least once. In Mexico, the testing prevalence is below
30% (Lazcano-Ponce et al. 1997), whereas, in Brazil, it is
75% (Correa et al. 2012). These findings demonstrate the
differences in the access to and receipt of the Pap test
among women, and they indicate the potential existence of
factors that hinder access to healthcare. Among them, vio-
lence against women, particularly in the household by fam-
ily members or partners, seems to influence the use of
healthcare by women (Zoorob et al. 2001).

Thus, considering that deepening the study of violence
against women by examining its association with cervical
cancer screening may reveal insights into the impacts of
violence on women’s lives, this study aimed to perform a
systematic review of the relationship between violence

against women and cervical cancer screening.

Method

This is a systematic review, which is a summary of current
information available on a specific issue obtained objec-
tively and reproducibly. This type of research employs a
rigorous method to search for and select studies by assess-
ing the relevance and validity of the results reported and
the methods of data collection, synthesis and interpretation
(Sampaio & Mancini 2007). Thus, a protocol was created
to ensure a rigorous research process including the follow-
ing components: review questions, inclusion and exclusion
criteria, search strategies, databases for study selection and
data analysis and synthesis.

The following question was asked: What is the relationship
between violence against women and application of the Pap
test? To identify articles on the subject, a search was con-
ducted in October 2015 of the LILACS, National Library of
Medicine and National Institutes of Health (PubMed) and
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Web of Science databases using a combination of the follow-
ing keywords: ‘violence AND Papanicolaou test,” ‘domestic
violence AND Papanicolaou test,” ‘battered women AND
Papanicolaou test,” ‘spouse abuse AND Papanicolaou test,’
‘violence AND vaginal smears,” ‘domestic violence AND
vaginal smears,” ‘battered women AND vaginal smears,’
‘spouse abuse AND vaginal smears,” ‘violence AND early
detection of cancer,” ‘domestic violence AND early detection
of cancer,” ‘battered women AND early detection of cancer,’
‘spouse abuse AND early detection of cancer,” ‘violence
AND cervix uteri,” ‘domestic violence AND cervix uteri,’
‘battered women AND cervix uteri’ and ‘spouse abuse AND
cervix uteri.’” No time frame was set so that all references
available in these databases could be identified. Furthermore,
the bibliographical references of the selected papers were
evaluated so that other potentially relevant studies could be
identified. The following inclusion criteria were applied: orig-
inal research article and/or thesis written in Portuguese, Eng-
lish or Spanish with data on the relationship between
violence against women and the Pap test. The exclusion crite-
ria were as follows: review study.

Only one paper was identified in the LILACS database,
while 140 and 10 were found in PubMed and Web of
Science respectively. Of these 151 papers, 88 were repeat
studies. Of the 63 titles evaluated, 40 were excluded for
lacking relevance to the study subject. Of the 23 abstracts
read, nine were excluded for not examining the association
between violence and cervical cancer screening. Of the 14
studies read in full, six were considered eligible, while two
others were identified in the bibliographical references of
studies that were already included. Figure 1 shows a flow
chart of the study selection process performed according to
the PRISMA protocol (Moher et al. 2009).

The entire process of selecting the studies for inclusion in
this review, from the search to selection of the papers by
analyses of the titles, abstracts, and full-text articles in the
three databases, except for examination of the references of
the selected the papers, was carried out independently by
two researchers (FMCL and CCP) who had no disagree-
ments. Descriptive analysis of the studies was conducted on
the data extracted from the eligible papers. The following
information was extracted: the author/year, journal of pub-
lication, title, country of research, type of study, goal, sam-
ple size, age groups and main results. Additionally, to
assess the methodological quality of the articles, we used
the scale proposed by Downs & Black, which includes a
checklist for evaluating the quality of information, internal
validity (bias and confounders), power of the study and
external validity (Downs & Black 1998). Of the 27 ques-
tions of this scale, 18 were used in present analysis
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(Table 3) because the others were not applicable to the
observational studies included in this review. Thus, the
papers were analysed regarding: (1) the hypotheses or goals;
(2) clear descriptions of the main outcomes to be measured;
(3) characteristics of the included subjects; (4) clear descrip-
tion of the variable of exposure; (5) distribution of the
main confounding variables; (6) whether the main findings
were described; (7) effects of estimated random variability
in the data on the main outcomes; (8) characteristics of the
losses to follow-up; (9) information on the probability val-
ues for the main outcomes; (10) representativeness of the
subjects invited to take part in the study; (11) representa-
tiveness of the subjects included in the study; (12) whether
the study adjusted for different follow-up periods for cohort
studies; (13) whether the statistical tests used were appro-
priate for measuring the main outcomes; (14) whether the
measures used for the main outcomes were reliable; (15)
whether subjects in different groups were recruited from
the same population; (16) whether subjects in different
groups were recruited during the same time period; (17)
whether the study adjusted for the main confounding vari-
ables; and (18) whether the study had enough power to
detect an important effect with 5% significance and 80%
power. Each question received a score of 0 (no) or 1 (yes),
except for question five, which received a score of 0-2.
Considering the adjustments made to the scale, the maxi-

mum score possible for the evaluated papers was 19 points.

Results

Information on the included studies is presented in Table 1.
These studies were recently published; the two oldest articles
identified were published in 2002 (Farley et al. 2002, Lemon
et al. 2002), and the most recent articles were published in
2013 (Brown et al. 2013, McCall-Hosenfeld et al. 2013).
Most of the papers were published in journals focused on
public health, and all were available in English only. While
nearly all of the studies (seven) were carried out in the USA
(Farley et al. 2002, Lemon et al. 2002, Coker et al. 2006,
Modesitt et al. 2006, Gandhi et al. 2010, Brown et al. 2013,
McCall-Hosenfeld et al. 2013), one was conducted in Aus-
tralia (Loxton et al. 2009). Half of the studies included in
this review were cross-sectional (Lemon et al. 2002, Mode-
sitt et al. 2006, Gandhi et al. 2010, Brown et al. 2013), three
had a cohort design (Coker ez al. 2006, Loxton et al. 2009,
McCall-Hosenfeld et al. 2013) and one was a case—control
study (Farley ef al. 2002). The sample sizes of the studies
ranged from 101 (Modesitt et al. 2006) to 30,000 women
(Brown et al. 2013), the youngest of whom were 16 years
old (Coker et al. 2006).
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Papers included in the
review (n =38)

Figure 1 PRISMA flow chart of the search and selection process of the studies included in the review.

Table 1 Characterisation of the studies on violence against women and cervical cancer screening according to author, year, journal, title,
country, type of study, sample and age group. October 2015

Country of Type of Age group
Authors Year Journal of publication research study Sample (years)
Brown et al. 2013 Journal of Women’s Health USA Cross-sectional 30,182 >18
McCall-Hosenfeld et al. 2013 Women’s Health Issues USA Cohort 1420 18-45
Gandhi et al. 2010 Journal of the American Board USA Cross-sectional 382 >21
of Family Medicine
Loxton et al. 2009 Preventive Medicine Australia Cohort 7312 45-50
Coker et al. 2006 Cancer Epidemiology Biomarkers USA Cohort 470 >16
and Prevention
Modesitt et al. 2006 Obstetrics & Gynecology USA Cross-sectional 101 >18
Farley et al. 2002 Journal of Family Practice USA Case—control 736 21-64
Lemon et al. 2002 Journal of Women’s Health USA Cross-sectional 1643 18-54

and Gender Based Medicine
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The main results of the eight studies included in this
review are presented in Table 2. In three of them, no rela-
tionship was found between violence against women and
cervical cancer screening (Modesitt et al. 2006, Loxton et al.
2009, McCall-Hosenfeld et al. 2013). However, it must be
noted that an association within the significance threshold
(p = 0-062) was identified in one of the studies (Modesitt
et al. 2006), while another (Loxton et al. 2009) found that
spousal abuse was associated with inadequate Pap testing
(OR: 1:20; CI 95%: 1-01-1-42) after adjusting for some con-
founding factors (education level, income, marital status,
chronic diseases and depression). However, this association
was no longer significant after adjusting for access to health-
care (OR: 1-18; CI 95%: 0-99-1-40), although it was close
to the significance threshold (Loxton ez al. 2009).

The results of the other studies included in this review
revealed a relationship between being a victim of violence
and receiving Pap testing (Farley et al. 2002, Lemon et al.
2002, Coker et al. 2006, Gandhi et al. 2010, Brown et al.
2013). A population-based study of women aged 18 years or
older who had experienced physical and/or sexual violence
by their intimate partners at least one time revealed that
these women were twice as likely to undergo Pap screening
(OR: 2:05; CI 95%: 1-26-3-31) (Brown et al. 2013). Like-
wise, another cross-sectional study on women between 18-
54 years of age found that physical violence by an intimate
partner was associated with current Pap screening (OR:
2:39; CI 95%: 1-01-5-70) (Lemon et al. 2002). However, a
cohort study of women with abnormal screening results
showed that victims of physical violence were at a 70%
increased risk of discontinuing cytopathology follow-up
(RR: 1-7; CI 95%: 1-3-2-2) (Coker et al. 2006).

Finally, the other two studies (Farley et al. 2002, Gandhi
et al. 2010) suggested that victims of violence were less
likely to undergo preventive screening. A study on health-
care users showed that women between 40-74 years of age
who have been victims of emotional abuse, rather than
physical and/or sexual abuse, were 87% less likely to
undergo regular Pap screening (OR: 0-13; CI 95%: 0-02—
0-86) (Gandhi et al. 2010). Similarly, a case—control study
of women who had undergone cervical cancer screening vs.
those who had not undergone screening showed that those
who had been sexually abused prior to 18 years of age
were less likely to have been screened (36% vs. 50%,
n =694, p = 0-050) (Farley ez al. 2002).

Table 3 presents the results of quality analysis of the
studies included in this review based on the criteria of
Downs & Black. The median score in this evaluation was
15 points (minimum of 8 and maximum of 16 points).
Analysis of the 18 criteria indicated that all of the studies
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clearly presented the hypotheses, goals, outcomes and expo-
sition. Further, the statistical tests used were considered
adequate for all eight studies, and p-values were provided.
On the other hand, none of the cohort studies adjusted for

differences in follow-up duration.

Discussion

Violence against women is a worldwide problem that
crosses racial and socio-economic borders and its impact on
health must be better understood, particularly its associa-
tion with cervical cancer screening. In this review, only
eight papers were found on this subject (Farley ez al. 2002,
Lemon et al. 2002, Coker et al. 2006, Modesitt et al.
2006, Loxton et al. 2009, Gandhi et al. 2010, Brown et al.
2013, McCall-Hosenfeld et al. 2013). A lack of consensus
was observed among the studies. While some authors
reported an association between violence and cervical can-
cer screening (Farley et al. 2002, Lemon et al. 2002, Coker
et al. 2006, Gandhi et al. 2010, Brown et al. 2013), others
reported no such association (Modesitt et al. 2006, Loxton
et al. 2009, McCall-Hosenfeld et al. 2013).

Two studies (Lemon et al. 2002, Brown et al. 2013)
reported a higher frequency of cytopathology testing among
victims compared to nonvictims, which suggests that the
former seek healthcare services more frequently than the
latter. An association between violence and an increased
frequency of seeking healthcare services has been reported
in other studies (Rivara et al. 2007, Schraiber et al. 2010).
This finding can be explained by the impacts of violence on
the health of victims, ranging from acute effects, such as
lesions and trauma that cause the women to seek emer-
gency care, to indirect and long-term effects, such as
chronic pain, gastrointestinal problems, fibromyalgia, sexu-
ally transmitted diseases, recurrent urinary tract infections,
menstrual issues and sexual dysfunction and compromised
mental health (Plichta 2004). Thus, using healthcare to
treat chronic diseases or to receive intervention could pro-
vide women with more chances of receiving preventive care
and therefore cause them to be more likely of undergoing
cervical cancer screening (Gasperin et al. 2011).

On the other hand, some studies reported a reduced fre-
quency of Pap testing (Farley et al. 2002, Gandhi et al.
2010) or an increased risk of discontinuing follow-up
(Coker et al. 2006) among women who have experienced
violence. This reduced use of healthcare might be associated
with partners’ controlling behaviours (Martino et al. 2005)
or with a lower perception of risk by women who have
experienced violence, resulting in a decreased frequency of
preventive testing (Cronholm & Bowman 2009).



FMC Leite et al.

(98:0-20:0 %56 1D
£6T-0 NMO) Suruaaios
deq rem3ar o31opun
03 &[] $89] %.8
219m plO 183 /—(f
U29MI9q 219M OYM
‘osnqe [enxas 1o/pue
[ea1s£yd jo swinoia
03 paredwod asnqe
[BUOIIOW JO SWIIDIA

(€79-0 = d) Surusaids

deg Suratooorx

[3M PIJBIOOSSE 10U

sem 2dudoIA 1oulred
rewmur 01 amsodxy

(I€-€9TT %56 1D

£60-7 g O) Suruaaios

deg Suratooorx

[IIM PIJEIOOSSE

SEM OUI[OIA

Jouyred ojewmyur

‘(snye3s soueINSUL

pue snieis [eiLrewr

‘uoneonpa ‘owodut

ployssnoy [enuue

‘Ayrorutia/eoel ‘9ge)

$1010B] 3uIpuNOJuUOd
103 Sunsnlpe 1013y

Sunsa
noejooruede yam arep
01 dn 210m asnqe [enxas
Jo/pue [ed1sfyd jo swndIA
pue asnqe [eUOnIOW. JO
SWIIDIA ‘SWHIDIAUOU 19YIYM
SUIWEXD 01 Pasn d1om
S[opow UoIssaIdar d1sIo]
([oA9] [eUOLIBONPI puE
‘fa101UT]39/9081 ‘98E) SAIBLIBAOD
JuBAd[aI 10J SUI[01IUOD
3d19091 9314138 UO A(] JO
1oedwit ay3 passasse sis[eue
uo1ssa13a1 onsiso] ajdnnn

SNJBIS 9OUBINSUI PUB SNIBIS
[eaLTRW ‘SnJels [BUOLIBONPD
‘owodur ‘A3oruylo eoel ‘ofe
107 Sunsnlpe ‘smoraeyaq
Buruaa1ds 9anuaAdld pue
Ad] SWHRJI[ Udamiaq
UOIIBIDOSSE 159) 01 pasn
919M S[pPOW UOISSaIZa1

o1ISI30[ S[qeLIBARNIA

[enxas 1o/pue
[ed1sdyd ‘feuonown
‘rowred ajewmur ue

£q 9doudjo1a Jo 2duaLIdXT

syauowr 7 Ise[ 9yl Sunp

Jouyred ojewnur ue £q
9OUD[OIA [ENXAS JO/pUE

[earsAyd jo sousrtadxy

awndyI ulnp
Tomred arewnur ue £q
9JUJ[OIA [BNXIS I0/pue

[ears£yd jo sousrtadxy

sIeaA 2911 18|
9y uryam pajep 1odor reows
noejodmuede] e yIm uswiom

JO SUTU2IDS 195UEBD [BIIATA))
(Surpjosunod ATH/LLS
pue asn gnip/joyod[e ‘Sunjows
pue ‘3unsal ATH/LLS ‘Sunsal deg
‘Gurj[asunod adusjo1a/43195eS)
pouad dn-mojjoy 1eak-0m3

I0AO PIATIIIT SIITATIS IATIUIAIJ

(AydeiSowurew pue UONBUILIEXD
1SBIIQ [0IAISI[OYD “TIIUEBD
[B19210]00 ‘A30]014d [€I1AT2D
‘unsal ATH) seonoead aredyijedy
aanuaaaid 01 pajefar suonsang)

SIDIAIIS uuduﬂu—mvﬂ

£q parean uswom AyijeaH] ‘v 12 ypuUERD)

plo s1edk ¢4—81
U99MI9q UdWOM

jo Apnis paseq-uonendog v 72 PRJUISOH-[[EDIIN

2oud[oIA TouTed

dleWNUI UO dITeuuonsanb
B U3IM PIIBPI[BA dIoM
SIIMSUE 9SOYM TOP[O IO
s1eak g1 pade uawom Jo

Apnis paseq-uonendog ‘v 12 umoig

SINSY

SIsA[eue [ednsneIg

uonisodxy

awonnO

spdwes Apnig sioymny

STOT 499030 "C10T—C00T U29MIaq paysi|

|£5Q sarpnis HOw s}nsar pue mjmxﬁwﬂm Jeonsnels aEOﬁ_mOvav ‘QuooIno Auﬁgamm \A_uzum 941 01 wEMVMOUUN MEHQQQHUm QNQ pue uswrom umﬁﬁwww QOUI[OIA UO SaIpnis a2yl wO EOUNEHOMMH&U T °2l9e L

© 2016 John Wiley & Sons Ltd

Journal of Clinical Nursing



Violence and cervical cancer screening

Review

(290-0 = d) 2doudjo1A
JO swmdIAUOU
pUE SWIOIA U2aMIq
SUTU9210S 190U
—Num.?uvu ﬂi —uﬁSOw
SEM 2DUIJIP ON
(TT—e1
1%S6 1D ‘LT ¥MY)
dn-morjog 1531 deq
Sumnunuoossip yim
—UUHNMUOmmN Sem Ow.DQN

[esnods [eo1sdyd a1oaag

(0%'1-66:0
1%S6 1D 81T ™MO)
JuedyIusdis Jou
SEM UOIIBIDOSSE SIY3
aIedYI[BaY 01 SO
10§ Jusunsnipe
Suimo[[oj ‘roAamop
(T 17101 *%S6 1D
07T O) Sunsa
deq s3enbopeur
[IM PIIBIDOSSE SEM
aoud[o1A ‘(uotssardop
pue saseasip
J1uoIYd ‘sniels
[e3rew ‘dwodut
‘[2A3] JeUOIBINPI)
$1010BJ SUIpUNOJUOD
103 Sunsnlpe 101y

sis{[eue d[qeLieAROW 10}
pasn sem [opour uorssargor
S1ISIZ0[ [erwIOUnNIA

stsA[eue d[qeLIEAD[NTT
pue 1531 paienbs-1yn

SI019€] I[eay
pue dsrydeiSowap-0100s
10§ passnlpe ‘Gunsay deq
jo Aoenbapeur juanbasqns
pue asnqe Jesnods usamiaq
sdiysuonelas oY1 surwexs 03
pasn 21om S[opour uoIssaIgar
o1IS130] d[qeLIBARNIA]

QUL
SuLmp 20us[01A JO AI10ISTH

$108$911s [€83]/20U9[01A

pue Arpiqelsut guisnoy
‘s10ssa11s diysuonear

‘osnqe [esnods ‘s10ssang

1sed oy
ur 10 ApuarInd 1Yo
‘roured ajewmnur ue

£q 9oudjo1A Jo doudLradxy

190UBd JO
K10381y AJrwiey pue a1ed [EdIpoW
pue ddUBINSUL ‘9SN PUE $SI00E
21BDY3[BIY ‘9sn Fnip/[oyod[e
‘Gunjows ‘yifeay [enxas pue
aanonpoidar ‘Guruaards 1ooued
uo[0d ‘werdowwew ‘3unsal
deq ‘snie3s [earewr ‘A3oruyla
‘sajqerrea drydeidowap-o100g

a1ed> dn-moj[oy
Jo 1d1ada1 ay3 Ul uOnENUNUOISI

(s1eak om3 1sed o3 Surmp 1593
deq e pey Suiaey pariodar oym
uowom 10j a1enbape paiapisuod

sem SUIUIIIDS J9OUED [BIIAIID)
SuTu0210s 9ATITAAId “asn 20TATIS
y3[eay ‘vorssardop ‘sniels yijeay

SIOIATIS ATEIYI[EAY

£q pannidal pue 19p[o
10 s1eak g pasde 1adued
UBLIEAO IO [EILIIQUIOPUD

[BOIATID “ISBAIq ITM TAWO A\ ‘[P 12 MISIPOIN

SIOIAIIS AIBdYI[Eeay
%L pa3ea1y sjnsalx 1s9)

deq [ewIouqe YIIM woWO N\ ‘v 12 130D

plo s1eak
0§—SH T2MI2q UAWOM

jo Apnis paseq-uonendog ‘P 12 WOIXO

snsaYy

sisA[eue [ed1Is1Ie1g

uonisodxy

awonnO

siduwres £pnig sioyiny

(ponunuod) 7 9dqe],

© 2016 John Wiley & Sons Ltd
Journal of Clinical Nursing



FMC Leite et al.

_ 2 & =~ Table 3 Evaluation criteria adapted from Downs & Black
S S
o 3 B Qs
o = oo - 13 wy
2,8 SEgo8csE sl Number of papers
< = 5 a2 2 o 5 = S
5 08 8 & U2 EL 2 30 < : : :
F$o L 88V aE g T Quality of the information Adequate Inadequate
o = Q5 e > on ..
R e I N A SO - -
2 é g 8=58s2%9°g¢ e 5% 1. Is the hypothesis/aim/ 8 0
E 3 2T 20 Il 35388 fecti
2 & o ¢ = E = objective of the stud
§§mﬁ2383§ém3380 l]ld 'bd>y
clearly described?
. Are the main outcomes
o 2. Are th t 8 0
= .5 é’ ° to be measured clearly
o = 9 . .
Z 2= g2 = described in the
§ -2 i § ER-EE Introduction or Methods
2 T = = o .
2| 28535 g é = ‘5 section?
< ‘B > o= - o L.
% & 3 2 o z ¢ g 3. Are the characteristics 6 2
_ Q oY o+ . .
S| = 8 g e Boe TS of the patients included
<
O 2 & on O 5 2 g 5 X
—_— = O E = [e]
S| =222 E.<g R in the study clearly
= O v «© =] 2 g 4= .
Z| 5888 2«8 392 described?
RIS H W EE 5.2 . .
g5 2 8% 23 9 LT BT 4. Are the interventions of 8 0
interest clearly described?*
= 5. Are the distributions of 7 1
" = . .
=3 ;C: g g principal confounders in
«< .
2 52 2 5 q each group of subjects to
5o E 22 b d clearl
S s & £E g e compared clearly
£ESEs “« = 8 described?
g8 32 & 6 8 = :
= | 2w BT o & 6. Are the main findings of 8 0
S|<= 24 3 2 2= :
El g2 ES - the study clearly described?
17} @ .5 5 o5 .8 K
gl 2858 = g =5 7. Does the study provide 7 1
< — o » =
x| = E=Z 0O x 8o - f th
S = estimates of the random
© variability in the data for
2
0 . = the main outcomes?
% o = ..
g S % 8. Have the characteristics 3 5
O 0 =~ 2 = .
g & 2% g~ of patients lost to
o .B <= 2.3 «© .
22 o g0 follow-up been described?
g E 5 E %D ; 9. Have actual probability 8 0
33 _é 5 § ED values been reported
=R~ = =
g g E % 22 (e.g., 0-035 rather than <0-05)
2 s 58 for the main outcomes except
Q @n > e
g1 -3 _g ERG g E for probability values
o] =3 .=
gl £ 2 tEgg of <0-001?
et S .
ol=<—~ g 0 10. Were the subjects asked S 3
- to participate in the study
-
g 5 z representative of the entire
= > 1) . .
SR : T8 population from which
2 gk v = g they were recruited?
o a8 2 ] .
S g 3 29 [: E 11. Were those subjects who 4 4
o = 2 [ZERZ ..
R £ 73 2 & were prepared to participate
= (SR = . .
% ° & 3 ECA ] representative of the entire
A~ o v B g . .
g 5= o < 3 = population from which
54 o —8 50 o = Q=
. g = 2 £ 28 they were recruited?
= < g .
F'é § e = BO % 22 12. In cohort studies, do 0 8
e analyses adjust for different
lengths of follow-up, or in
= case—control studies, is the
§ time period between the
g ) exposition and outcome the
~
3 = N same for cases and controls?
2 N 5
N 4 N
o | S| & g
—_ = [3)
- = - =)
s | 5|5 3
<l = —

© 2016 John Wiley & Sons Ltd
8 Journal of Clinical Nursing



Review

Table 3 (continued)

Number of papers

Quality of the information Adequate Inadequate
13. Were the statistical tests 8 0

used to assess the main

outcomes appropriate?
14. Were the main outcome 8 0

measures used reliable?
15. Were the patients in 3 5
different groups (trials and
cohort studies) recruited
from the same population
or were the cases and
controls (case—control
studies) recruited from the
same population?
16. Were the study subjects 3 5
in different groups (trials
and cohort studies) or were
the cases and controls
(case—controls studies)
recruited over the same
time period?
17. Were there adequate 7 1
adjustments for confounding
variables in analyses from
which the main findings
were drawn?
18. Did the study have 3 5
sufficient power to detect a
clinically important
difference with a <5%?
Probability that the difference
was due to chance?

*The word ‘interventions’ was used in place of variable of exposure.

Another relevant issue is access to healthcare considering
that the association between violence and cervical cancer
screening ceased to exist after adjusting for this variable
(OR: 1:18; CI 95%: 0-99-1-40). (Loxton et al. 2009). Thus,
access to healthcare, as well as continuity of care, must be
discussed in this context, as it represents an important ele-
ment of healthcare systems (Andersen & Newman 1973).
Notably, the use of healthcare is the result of interaction
between an individual seeking care and a professional who
provides it within the healthcare system. While the individ-
ual’s behaviour is usually responsible for the first contact
with healthcare services, the professional is responsible for
future contacts and in turn, he/she largely determines the type
and extent of resources consumed to solve the individual’s
health issues (Travassos & Martins 2004). Promoting contin-
uous care strengthens the relationship between healthcare
providers and patients, promoting the increased trust and
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compliance of these women with healing and preventive
practices (Pinho & Franga-Junior 2003).

The results of analysis of the included studies suggest that
the interaction between women who experience violence
and the use of preventive healthcare is complex and
remains understudied. This phenomenon can have impacts
that transcend physical health, including repercussions on
mental health, which can result in inability of these women
to care for themselves and others, possibly reflected by a
reduced frequency of seeking preventive healthcare (Pinho
& Franga-Junior 2003).

In this context, healthcare services must seek to reduce the
vulnerability of women, particularly regarding inequalities in
gender relations. Professionals must be aware and alert to the
iniquities present in the access and use of healthcare and dis-
cuss violence against women. They must face this issue as a
legitimate necessity in healthcare and help the women them-
selves become active players in terminating abusive relation-
ships. Inequalities restrict autonomous participation in
decision-making regarding family-, conjugal- and work-
related issues, the ability to take part in sexual and reproduc-
tive negotiations and the access to and use of preventive care,
such as the Pap test (Pinho & Franga-Junior 2003).

Shortcoming

It is worth pointing out that the main databases were
searched and the secondary papers were retrieved from the
references of the eligible studies. However, the small num-
ber of studies on this subject can be considered a limitation

of the present review.

Recommendations

In this review, few studies were found on the association
between violence against women and cervical cancer screen-
ing, which points to a significant gap in the literature. Thus,
further studies are recommended to investigate the relation-
ship between these two phenomena to obtain deeper and

more critical insights into the topic.

Conclusion

This review concludes that the association between violence
against women and cervical cancer screening is unclear and
must be further elucidated because both these issues are rel-
evant to women’s health. Because violence is a severe public
health issue, healthcare providers must become knowledge-
able on this subject so that they obtain a broader view and
seek to embrace actions that provide integral, holistic and
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quality care to women who have experienced violence.
Preventive actions against cervical cancer must be taken to
promote compliance by women, in addition to their active
participation in seeking healthcare services, such as ensur-
ing that the women are informed and cared for based on

their individual needs and particularities.

Relevance for clinical practice

This review reveals the importance of investigating violence
against women as part of routine healthcare at all levels. It
also highlights the need to provide broad access to health-
care to women at higher risk, as well as to provide health
education to increase these women’s knowledge and pro-
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