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ABSTRACT: Objective: To identify the reasons and factors associated 
with non-adhence of mammogram and Pap smear. Methods: This cross-
sectional observational study was conducted through interviews with 
women between 25 and 69 years-old in basic health units. Results: 441 
women were included in the study, 404 of whom were eligible for cervical 
cancer screening and 208 for breast cancer screening. Mammogram 
adherence was associated with educational level (p<0.001), family history 
of breast cancer (p=0.047), self-assessment of health status (p<0.001) and 
prior knowledge about age group (p<0.001) and frequency (p<0.001) 
of screening recommended by the Ministry of Health. However, the 
decision of undergo cervical cancer screening exam was associated 
with age (p=0.012), self-assessment of health status (p<0.001) and prior 
knowledge about age group (p<0.001) and frequency (p=0.027) of exam. 
In both groups, the main reasons for non-adherence to screening were: 
lack of time, difficulty scheduling appointments and/or tests, and the 
SARS-Cov-2 pandemic. Conclusion: Socioeconomic factors and health 
education influence the decision to participate in the secondary prevention 
of these neoplasms. Thus, health policies should be intensified addressing 
these topics to increase the adherence rate to exams.

KEYWORDS: Breast Neoplasms; Uterine Cervical Neoplasms; 
Mammography; Papanicolaou Test; Secondary Prevention; Primary 
Health Care.

RESUMO: Objetivo: Identificar os motivos e os fatores associados à não 
realização da mamografia e do exame de Papanicolaou. Métodos: Este estudo 
observacional transversal foi conduzido por meio de entrevistas com mulheres 
de 25 a 69 anos em unidades básicas de saúde. Resultados: Foram incluídas 
441 mulheres no estudo, sendo 404 elegíveis para o rastreamento do câncer 
de colo do útero e 208 para o rastreamento de câncer de mama. A realização 
da mamografia foi associada ao nível de educação (p<0,001), histórico 
familiar de câncer de mama (p=0,047), autoavaliação do estado de saúde 
(p<0,001) e conhecimento prévio sobre a faixa etária (p<0,001) e frequência 
(p<0,001) do rastreamento preconizada pelo Ministério da Saúde. Contudo, 
a adesão ao exame de rastreamento do câncer cervical foi associada à idade 
(p=0,012), autoavaliação do estado de saúde (p<0,001) e conhecimento prévio 
sobre a faixa etária (p<0,001) e frequência (p=0,027) do exame. Em ambos 
os grupos, os principais motivos da não adesão ao rastreamento foram: falta 
de tempo, dificuldade no agendamento na consulta e/ou exame e a pandemia 
de SARS-Cov-2. Conclusão: Fatores socioeconômicos e educação em saúde 
influenciam a decisão de participar da prevenção secundária dessas neoplasias. 
Desse modo, as políticas de saúde devem ser intensificadas, abordando esses 
tópicos para elevar as taxas de adesão aos exames.

PALAVRAS-CHAVE: Câncer de Mama; Câncer de Colo Uterino; 
Mamografia; Teste de Papanicolaou; Prevenção Secundária; Atenção Primária 
à Saúde.
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INTRODUCTION

Breast cancer and cervical cancer are relevant 
public health problems, being, respectively, 

the first and third most frequent neoplasms in Brazilian 
women, excluding non-melanoma skin cancer1. In Brazil, 
the Cancer National Institute (INCA) estimates 66,280 new 
cases of breast cancer and 16,590 new cases of cervical 
cancer in the triennium 2020-20221. In recent years there 
has been a decrease in mortality from these neoplasms in 
Brazil, this reduction has not occurred homogeneously 
throughout the territory. For example, breast cancer mor-
tality rates in the North and Northeast regions increased, 
mainly in the countryside2. In industrialized countries, 
such as the United States, there was also a decrease in the 
breast cancer mortality rate in the last decades, mainly 
among non-Hispanic white women, women between 45 
and 64 years, and women who live in the Northeast region 
of the country3. In the world, there was a stabilization or a 
decrease in the incidence rate and in the mortality rate due 
to cervical cancer, especially in countries that offer vac-
cination against the human papillomavirus and effective 
screening for this neoplasm4.

Studies have shown that the delay in the diagnosis 
and treatment of breast cancer leads to negative impacts 
on the patient prognosis and on the patient survival5. In 
Brazil, the time for cancer diagnosis was longer than the 
time recommended by the Ministry of health; however, the 
time for treatment is within the parameters6.According to 
the guidelines for early cancer detection in Brazil, women 
who are part of the ordinary-risk population should undergo 
a mammography every two years when they are between 
50 and 69 years old7. 

The cervical cancer is caused by the persistent 
infection caused by the human papillomavirus (HPV), 
which is presented mostly by subclinical lesions that are 
visible only after analyzing the lesions with reactants and 
through colposcopic techniques8. The Ministry of Health 
stipulates that every woman aged between 25 and 64 years 
old, from the beginning of their sexual life, should attend 
a gynecologic appointment and undergo the Papanicolaou 
test every year in the first two years and, after that, every 
three years9.

In Brazil, the Primary Health Care is the main 
responsible for the secondary prevention of neoplasms. 
However, there are several obstacles for patients not to 
undergo the screening tests. Among the obstacles related 
to the health system, the following ones can be listed: 
disorganization of the services; few financial resources; 
conflicts among the medical societies about indicating these 
tests or not; low adherence of health professionals; among 
others10. There are also obstacles related to knowledge, 
which can be influenced by socioeconomic issues and the 
person’s own issues11. Another problem, which is relatively 
recent, was the pandemic caused by the Sars-Cov-2, when 

the financial, material, human and administrative resources 
were directed at the pandemic control. In addition, people 
were apprehensive about attending health services due to 
the possibility of being infected with the virus12.

This study aims to identify the reasons and factors 
associated with the non-adherence to the breast cancer 
and cervical cancer screening tests after the COVID-19 
pandemic in São José do Rio Preto.

METHODS

This quantitative cross-sectional study attempted to 
investigate the reason why the users in five family health 
basic units (FHBU) of the National Health Service in São 
José do Rio Preto did not undergo the preventive screening 
(mammography and Papanicolaou test). It was carried out 
by Faculdade Ceres (FACERES) through an instrument 
with open and pre-coded questions which were adapted 
from other studies. 

Belonging to the central area was the selection cri-
terion for the BHU selection, where there was a teaching-
service integration through the subject Community Inte-
gration Program (CIP), and for presenting lower screening 
test coverage, according to data from the Monitoring Panel 
in 2018, released by the Health Secretary of São José do 
Rio Preto

The subjects were selected according to the fol-
lowing criteria: the participant should agree with the study 
and fill in the Term of Free and Informed Consent (TFIC), 
women should be aged between 25 and 69 years old at 
the time of the interview and live in the central area of the 
city. Women with personal history of breast cancer and/
or cervical cancer and women who could not understand 
the objective of this study when filling the TFIC due to 
low cognitive abilities were excluded from the study. 
Furthermore, women who had undergone total or subtotal 
hysterectomy were not included in the group for cervical 
cancer screening.

Data were collected in May and in June in 2022 
simultaneously in the BHUs after the consent of the 
Secretary of Health of São José do Rio Preto and the man-
agement of these units. The procedure of data collection 
was performed according to the precepts of the Research 
Ethics Committee (REC), under the protocol of approval 
number 3.903.473 and RCE 28293020.9.0000.8083. The 
researchers approached the women at the units and, after 
checking the eligibility criteria and presenting the TFIC, 
they asked the questions from the interview whose answers 
they would take notes and would clarify any questions they 
might have. None of the women were put under pressure or 
forced to answer the interview. When there was a denial, 
the researcher thanked the person and said they could par-
ticipate later in case they changed their minds.

After the data collection, the sample was divided 
into two groups according to the age recommended by 
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the Ministry of Health for screening tests: breast cancer 
screening (women aged between 50 and 69 years old) and 
cervical cancer screening (women aged between 25 and 64 
years old). Women aged in the intersection of these groups 
were included in both groups.

The variables which were analyzed were:
•	Adherence to breast cancer screening: adherent 
or non-adherent. To be considered adherent, 
the woman should have undergone at least one 
mammography in the last two years.

•	Adherence to the cervical cancer screening: 
adherent or non-adherent. To be considered 
adherent, the woman should have undergone at 
least one Papanicolaou test in the last three years.

•	Age: quantified in years. The sample was divided 
into two groups, women under 60 years old and 
women aged 60 years old or older, it means, elderly 
women.

•	 Educational level: quantified according to the 
years of studies. The sample was divided into two 
groups, women with less than 12 years of education 
and woman with 12 or more years of education, 
it means, women who have finished high school.

•	Marital status: classified into single, married/
married under Common law, widowed, or divorced.

•	Religion: classified into Catholic, Evangelical, 
Spiritist, and other.

•	 Family income: quantified according to the 
number of minimum salaries. The minimum salary 
in 2022, when the data were collected, was R$ 
1,212.

•	 Family History of breast cancer: presence or 
absence of a first-degree relative with personal 
history of breast cancer.

•	 Family History of cervical cancer: presence or 
absence of a first-degree relative with personal 
history of cervical cancer.

•	Health Status: continuous variable through which 
women evaluated their current health status using 
a grade, 0 as the minimum grade and 10 as the 
maximum grade.

•	Date of the last mammography: elapsed time 
counted in years from the last mammography. The 
patient might not have undergone a mammography 
before, or might not remember when she underwent 
the last mammography.

•	  Date of the last Papanicolaou test: elapsed time 

counted in years from the last Papanicolaou test. The 
patient might not have undergone a Papanicolaou 
test before, or might not remember when she 
underwent the last Papanicolaou test.

•	Reasons for the non-adherence to the screening 
tests: descriptive variable in which the patients 
reported the reason(s) for not undergoing the 
test. There were some pre-coded questions and a 
blank space to fill in if there was no alternative 
complaining the reason given by the subject.

•	 Prior knowledge about the age and the frequency 
of the tests: the Ministry of Health answers 
were used as correct answers, which say the 
mammography is indicated every two years for 
women aged between 50 and 69 years old and the 
Papanicolaou test is indicated every three years for 
women aged between 25 and 64 years after two tests 
with nothing abnormal detected.

The exploratory analysis of the data includes the 
mean, the median and the variation for the continuous 
variables and the number and proportion for categoric 
variables. The normal distribution of the continuous 
variables was checked by asymmetry, kurtosis and 
Kolmogorov-Smirnov test. The variables health status 
self-assessment and family income presented non-normal 
distribution. The comparison among the categorical 
variables was performed by using Pearson’s chi-square 
test, and the comparison among the continuous variables 
by using the Mann-Whitney test. The statistical analysis 
was performed by the International Business Machines 
Statistical Package for the Social Sciences (IBM-SPSS 
Inc., Chicago, Illinois, the USA) software. The tests were 
all two-tailed tests and p-value less than 0.05 were not 
considered significant.

RESULTS

In this study, data from data from 441 women aged 
between 25 and 69 years old were analyzed, the mean in 
the sample for the age was 47.2 years. During the study, 
17 patients were excluded from the analysis because they 
were not in the age for cervical cancer screening and/or 
breast cancer, or because they did not inform their birth 
date in the interview.

Relation between screening and the Health Units

The distribution of the patients was similar in 
relation to the Family Health Basic Units (FHBU): FHBU 
1 (20.6%), FHBU 2 (18.1%), FHBU 3 (20%), FHBU 4 
(20.4%) and FHBU 5 (20.9%). The chi-square test showed 
that the adherence to the mammographies (χ2 = 6,781) and 
oncotic colpocytology (χ2 = 7,162) does not depend on the 
Health Unit the patient attends (Table 1 and 2).
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Table 1 - Characteristics of the women under breast cancer screening and factors associated with the adherence 

Non adherent Adherent     p-value

Age (n/%) 0.093

< 60 years 43 (20,7) 69 (33,2)

≥ 60 years 48 (23,1) 48 (23,1)

Health Unit (n/%) 0.148

FHBU 1 15 (7.2) 28 (13.5)

FHBU 2 28 (13.5) 20 (9.6)

FHBU 3 17 (8.2) 21 (10.1)

FHBU 4 14 (6.7) 26 (12.5)

FHBU 5 17 (8.2) 22 (10.6)

Time since the last mammography (n/%)

Until 2 years ago - 117 (56.3)

3 years ago 23 (11.1) -

4 years ago 23 (11.1) -

Never undergone 2 (1) -

Cannot remember 9 (4.3) -

Educational Level (n/%)  <0.001***

< 12 years of studies 50 (24) 37 (17.8)

≥ 12 years of studies 41 (19.7) 80 (38.5)

Marital status (n/%) 0.568

Single 14 (6.7) 19 (9.1)

Married / Married under Common Law 43 (20.7) 63 (30.3)

Widowed 18 (8.7) 22 (10.6)

Divorced 16 (7.7) 13 (6.3)

Religion (n/%) 0.505

Catholic 46 (22.1) 66 (31.7)

Evangelical 33 (15.9) 38 (18.3)

Spiritist 6 (2.9) 9 (4,.3)

Other 0 (0) 1 (0.5)

Family income (median post) 57.89 60.86 0.632

Family history of breast cancer (n/%) 0.047*

No 72 (34.6) 78 (37.5)

Yes 19 (9.1) 39 (18.8)

Health status self-assessment (median post) 87.13 118.01  <0.001***

Prior Knowledge

About the recommended age (n/%)  <0.001***

Wrong answer 53 (25.5) 0 (0)

Right answer 38 (18.3) 117 (56.3)

About the recommended frequency (n/%)  <0.001***

Wrong answer 36 (17.3) 0 (0)

Right answer 55 (26.4) 117 (56.3)
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Table 2 - Characteristics of the women under cervical cancer screening and factors associated with the adherence. 

Non adherent Adherent     p-value
Age (n/%) 0.012*

< 60 years 85 (21) 262 (64.9)

≥ 60 years 23 (5.7) 34 (8.4)

Health Unit (n/%) 0.128

FHBU1 22 (5.4) 63 (15.6)

FHBU 2 26 (6.4) 44 (10.9)

FHBU 3 15 (3.7) 63 (15.6)

FHBU 4 25 (6.2) 59 (14.6)

FHBU 5 20 (5) 67 (16.6)

Time since the last Papanicolaou test (n/%)

1 year ago - 170 (42.1)

2 years ago - 73 (18.1)

3 years ago - 53 (13.1)

4 years ago 42 (10.4) -

5 years ago 37 (9.2) -

Never undergone 11 (2.7) -

Cannot remember 18 (4.5) -

Educational Level (n/%) 0.093

< 12 years of studies 38 (9.5) 78 (19.5)

≥ 12 years of studies 70 (17.5) 215 (53.6)

Marital Status (n/%) 0.356

Single 30 (7.5) 71 (17.8)

Married / Married under Common Law 51 (12.8) 167 (41.9)

Widowed 19 (4.8) 37 (9.3)

Divorced 7 (1.8) 17 (4.3)

Religion (n/%) 0.199

Catholic 47 (11.7) 141 (35)

Evangelical 38 (9.4) 106 (26.3)

Spiritist 8 (2) 27 (6.7)

Other 15 (3.7) 21 (5.2)

Family income (median post) 109.98 118.16 0.402

Family History of cervical cancer (n/%) 0.27

No 96 (23.9) 255 (63.6)

Yes 10 (9.4) 40 (10)

Health status self-assessment (median post) 164.19 215.67  <0.001***
Prior Knowledge

About the recommended age (n/%) 0.027*

Wrong answer 94 (23.3) 228 (56.4)

Right answer 14 (3.5) 68 (16.8)
About the recommended frequency (n/%)  <0.001***

Wrong answer 49 (12.2) 68 (16.9)

Right answer 58 (14.4) 228 (56.6)
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Breast cancer screening

In this group, 208 women with an average age of 
59,91 years were eligible (interval: 50-69 years old). Re-
garding the adherence to the mammography, 56.3% of the 
women had undergone the test in the last two years. It was 
observed that most of the women in this group were married 
or married under Common Law (51%), Catholic (53.8%), 
had studied for 12 years or more (58.3%), and did not have 
family history of breast cancer (72.1%). The average family 
income in this group was 3.01 minimum salaries (interval: 

0-20, n=119). In the health status self-assessment of this 
group, the average given grade was 7.97.

The total of 91 patients are not adherent to the breast 
cancer screening (43.8%). The lack of time (39.6%) was the 
main reason reported by the patients for the non-adherence, 
followed by difficulty scheduling the appointment or the 
test (23.1%). None of the women reported feeling embar-
rassed as a reason for nor undergoing the test. Table 3 shows 
the reasons given by the women for not undergoing the 
cervical cancer and breast cancer screenings.

Table 3 -  Reported reasons for the non-adherence to the cancer screening

Reasons Breast cancer screening 
(n/%)

Cervical cancer screening 
(n/%)

Lack of time 36 (39.6) 48 (44.4)

Difficulty scheduling the appointment or the test 21 (23.1) 22 (20.4)

Pandemic 17 (18.7) 17 (15.7)

Physician did not order 13 (14.3) 18 (16.7)

No symptoms 12 (13.2) 6 (5.6)

Fear of the exam or discomfort during the exam 9 (9.9) 11 (10.2)

No prior knowledge about the issue 5 (5.5) 14 (13)

No search for medical assistance 5 (5.5) 6 (5.6)

Fear of a cancer diagnosis 3 (3.3) 4 (3.7)

Distance 2 (2.2) 2 (1.9)

Religious 1 (1.1) 0 (0)

Embarrassment 0 (0) 3 (2.8)

Others 4 (4.4) 3 (2.8)

In the bivariate analysis showed a relation among 
educational level (χ2 = 11.442, p = 0.001) and positive 
family history of breast cancer (χ2 = 3.498 p = 0.047) 
and adhesion to the treatment. Greater knowledge of the 
age group (χ2 = 91.443, p ˂ 0.001) and the frequency (χ2 

= 54.973, p ˂ 0.001) recommended for the screening in 
women who follow the screening protocol correctly were 
also observed. In addition, women with family history 
of breast cancer know better about the mammography 
age group (χ2 = 5.786, p = 0.016). Regarding the self-
assessment of the health status, it was observed that women 
who do not undergo the cervical screening appropriately 
graded themselves better in the self-assessment (U = 3743, 
p ˂  0,001). There was no relation between the screening test 
with the age, marital status, religion, and family income. 
Table 1 shows the characteristics of the women who were 
included in this group and factors associated with the 
mammography adherence.

Cervical cancer screening 

In this group, data from 404 patients between 25 and 
64 years old were analyzed and the average age was 45.43 
years old and 73,3% of them had undergone the oncotic 
colpocytology in the last 3 years. This group consisted 
mostly of married women or married under Common Law 
(55%), Catholic (46,7%), without family history of cervical 
cancer (87.5) and had studied for 12 years or more (71.1%). 
The average of the family income in minimum salaries in 
this group was 2.97 minimum salaries (interval= 0 – 30, 
n= 231). Regarding the self-assessment of the health status, 
the average given grade was 7.81.

In the study, 26,7% of the women are non-adherent 
to the oncotic colpocytology. The main reported reasons 
were lack of time (44.4%) and difficulty scheduling the 
appointment and the test (20.4%), like the breast cancer 
screening. Religion was not reported by any women as 
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a reason for the non- adherence to the screening. Table 
3 shows the reasons given by the women for the non-
adherence to the cervical and breast cancer screening.

In the bivariate analysis, it was observed that 
women who are over 60 years old are more adherent to 
the screening (p = 0.012) and the women who are non-
adherent to the cervical screening gave better grades in the 
self-assessment of health status (U = 1179, p ˂  0.001). Like 
the previous group, women who are non-adherent to the 
screening have more prior knowledge about the age group 
(χ2 = 4.901, p = 0.027) and the colpocytology frequency (χ2 

= 19,866, p ˂  0,001). No relation was observed among the 
adherence to the cervical cancer screening and education, 
family income, marital status, religion and family history 
of cervical cancer. Table 2 shows the characteristics of the 
women who were included in this group and the factors 
related to the adherence to the Papanicolaou test.

Relation between cervical cancer screening and 
breast cancer screening

In this group, 169 women aged between 50 and 
64 years old were chosen for both screening groups.  The 
average age was 57.12 years old. It was observed that 
women who are adherent to one of the screening tests is 
also adherent to the other one (χ2 = 85.815, p ˂ 0.001).

DISCUSSION

There are several epidemiological studies on 
cervical cancer and breast cancer screenings in the Primary 
Health Care. However, the present study aims to evaluate 
the reasons and the factors related to the non-adherence to 
secondary prevention of these tumors in a perspective of 
stabilization of the National Health System after the Sars-
Cov-2 pandemic.

According to the Ministry of Health, the coverage 
goals of the mammography exam and the Papanicolaou 
test are 70% and 85% in the recommended age groups, 
respectively13. Nevertheless, our study found out that the 
coverage falls far short of the expected in both screening 
tests, and there are also similar data in the literature. 
Analyzing the data on early cervical cancer detection from 
the National Health Service in Brazil, it was verified that no 
economic macroregion reached the national parameter, with 
the North, Northeast and Central-West regions showing 
the major flaws14. About the mammography, Bezerra et 
al. also observed a progressive increase in the adherence 
between 2006 and 2015, but not as it is expected according 
to the Ministry of Health, with lower adherence in regions 
with low Human Development Index (HDI)15. It is widely 
known that socioeconomic, demographic, medical history 
and access to health service factors influence the adherence 
to the breast cancer and cervical cancer screenings16,17.

Socioeconomic factors, such as age, parity, income, 

occupation, and access to health service (public or private) 
interfere in the breast cancer and cervical cancer screenings, 
which results in a delay in the diagnosis and an increased 
mortality rate18. In our study, it was observed that elderly 
women are less adherent to the Papanicolaou test. In Juiz 
de Fora, in the state of Minas Gerais, it was observed that 
the adherence to the Papanicolaou decreases as the age 
advances19. Considering that elderly women feel less 
sexually active, resulting in non-adherence or postponing 
the exam. Another reason would be that, during and after 
the Sars-Cov-2 pandemic, elderly people were afraid of 
attending health services for been considered as group 
risk for worst prognosis related to the viral infection. 
Consequently, women who were part of this group would 
have less access to the health system for the gynecologic 
screening exams20.

About the educational level, in this study, women 
who had studied for 8 years or more, the ones who 
had finished high school, are more adherent to the 
mammography. Schäfer et al. carried out a cross-sectional 
study on the phone in capital cities in Brazil with about 
23,000 women which concluded that the low educational 
level is related to not undergoing breast cancer secondary 
prevention21. Therefore, because they do not understand 
the importance of such exams, the low educational level 
could explain the reason why women in these conditions 
are less adherent to the mammography22.

In this study, women with breast cancer family 
history in a first degree relative showed more adherence to 
the mammography. Hong et. al. interviewed 467 American 
women and concluded that women with breast cancer 
family history are 2.5 times more likely to undergo a 
mammography23. In addition, a study carried out in Minas 
Gerais concluded that knowing someone who has breast 
cancer also influences the decision to undergo secondary 
prevention24. The breast is a symbol of femininity to women 
and that is the reason why knowing someone who has 
breast cancer could sensitize women, resulting in a better 
female self-care.

In both groups in this study, prior knowledge about 
the age group and frequency of the exams were associated 
with more adherence. Besides, it was noticed that women 
who have breast cancer family history know more about 
the age group the mammography is recommended. In 
São Paulo, it was verified that women who undergo 
mammographies knew more about the test and the 
symptoms of breast cancer25. Regarding the knowledge 
about the cervical oncotic cytology, its relationship with 
the previous screen was also identified in a previous cross-
sectional study in Tanzania26. This way, due to the low 
adherence to the exams, it is necessary to intensify the 
actions in health education to make people aware of the 
importance of the screening tests.

Abou the health status, women who do not undergo 
the preventive exams regularly think they are healthy 
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compared to the ones who undergo a mammography and 
a Papanicolaou regularly. Also, part of the women who 
were interviewed reported the absence of symptoms, 
fear of discovering a cancer and not looking for medical 
assistance. The absence of self-care could be the result of 
not knowing or not valuing the issue, associating a wrong 
concept that health would be the absence of a pathological 
process, resulting in fewer preventive exams11. However, 
such information is different from the literature because 
studies in Brazil, in the United States and Korea showed 
that women who classified their health as good tend to be 
more adherent to the mammography and the Papanicolaou 
exam27-29.

As in the literature, the women in this study who 
were adherent to one of the screening exams were more 
likely to undergo the other. Augustson et. al. observed a 
predictive relation between the clinical breast exam and 
the Papanicolaou regarding the adherence of American 
women who had low income30. Such situation could be 
explained because these two tests share factor that influence 
the adherence to them.

The reasons why women do not undergo the 
preventive cervical cancer exam and the mammography 
in this study are similar to the literature; however, 
the prevalence among them changes31,32. The lack of 
time was the main observed reason for not undergoing 
preventive exams, which could be associated with the 
fact that, currently, women have triple work burden, with 
professional, educational and family demands, which 
leads them to ignore self-care33. Another situation faced by 
the women is the difficulty accessing the screening tests 
because they need to be absent from work and the time spent 
in lines for the test, which demotivates them to undergo the 
exams. This situation was also reported by a considerable 
number of women who were interviewed in this study34.

The COVID-19 pandemic strongly affected the 
actions of secondary prevention in Primary Care. In this 
study, part of the women reported the pandemic as a reason 

for not undergoing a mammography or the Papanicolaou 
test. In 2020, the number of mammographies decreased by 
42.6% and the cervical cytopathological exams decreased 
by 44.6% compared to data from 201935. Therefore, it is 
expected that there will be an increase in the adherence 
to the screening exams in the future when the pandemic 
is over.

LIMITATIONS OF THE STUDY 

Firstly, there is a memory bias because the study 
was carried out by interviewing the women; however, 
we believe that this fact has not affected the results. The 
study was conducted in Primary Care and therefore the 
data from the complementary system were not analyzed. 
Cultural and socioeconomic aspects of the population in 
the study are influenced by the geographical region and 
the time, this way, the qualitative variables should not be 
generalized and must be understood as a whole. Finally, 
other factors that influence the screening exams were not 
investigated because long questionnaires demotivate the 
research participants.

CONCLUSION

To sum up, the adherence to the screening exams 
was associated with socioeconomic factors, breast cancer 
family history, self-assessment of health status and prior 
knowledge about the age group and the frequency of the 
exam according to the guidelines of the Ministry of Health. 
The main reasons why women do not undergo the breast 
cancer and cervical cancer secondary prevention were: 
lack of time, difficulty scheduling the appointment and/or 
the exam and the COVID-19 pandemic. This way, the data 
obtained by this study will be able to help with the creation 
of new public policies to increase the adherence rate to the 
screening exams, mainly in this post-pandemic period.
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