Received: 25 August 2021

Revised: 28 March 2022

Accepted: 6 April 2022

DOI: 10.1002/0sp4.606

REVIEW

Obesity Science and Practice [NV VAT oA

A systematic review of obesity as a barrier to accessing
cancer screening services

Yitka Graham¥?%34
Ann Fox'® |

Faculty of Health Sciences and Wellbeing,
School of Nursing and Health Sciences, Helen
McArdle Nursing and Care Research Institute,
Sunderland, UK

2Department of General Surgery, South
Tyneside and Sunderland NHS Foundation
Trust, Sunderland, UK

3Sunderland Clinical Commissioning Group,
Sunderland, UK

“Faculty of Psychology, University of Anahuac,
Mexico City, Mexico

°Department of Radiology, South Tyneside and
Sunderland NHS Foundation Trust,
Sunderland, UK

Correspondence

Yitka Graham, Faculty of Health Sciences and
Wellbeing, School of Nursing and Health
Sciences, Helen McArdle Nursing and Care
Research Institute, Sciences Complex, Chester
Road, Sunderland SR1 3SD, UK.

Email: yitka.graham@sunderland.ac.uk

Funding information
Northern Cancer Alliance, Grant/Award
Number: none

1 | INTRODUCTION

| Catherine Hayes® | Julie Cox® | Kamal Mahawar'? |
Heather Yemm?

Abstract

Introduction: Obesity is a known risk factor for the development of cancers, and a
significant proportion of the population may be at risk of developing cancer owing
to their weight status. There is acknowledged societal stigma towards people living
with obesity, which can influence health behaviors and deter help seeking, such as
cancer screening. Healthcare professionals’ attitudes and views toward people
living with obesity may adversely affect the patient-professional interface and
treatment.

Methods: A systematic review was carried out which aimed to explore the impact of
living with obesity on the uptake of three main cancer-screening services: breast,
cervical, and colorectal.

Results: Ten studies were included in the review. Three main areas were identified
from both a patient and healthcare professional perspective: barriers and challenges
to screening, gender issues, and disparities in the population living with obesity.
Conclusion: Further research is needed to improve uptake of cancer screening
services, and for education on weight bias, which is often unconscious, to be
considered for healthcare professionals working in cancer screening services. This
may help to increase the incidence of early differential diagnosis of potential can-

cers and improve health outcomes for people living with obesity.
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including the incidence of esophageal, liver, and colorectal cancer,

Obesity (BMI kg/mz) is a known risk factor for the development of
cancers'? with evidence suggesting an increase in cancers such as
breast in postmenopausal women, colorectal (higher risk in males),
endometrial, esophageal adenocarcinoma, gall bladder, and renal.>®

Gender differences in cancer risk among people living with obesity,

due in part to disparities in body fat distribution between men and
women,* The rates of obesity have tripled globally since 1975, and as
of 2016, the World Health Organization estimated there were 650
million people living with obesity.”> By 2030, the rates are predicted
to increase to one in five women and one in seven men, meaning over
1 billion people across the globe will be living with obesity.® Notably,
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the percentage of women with obesity is higher than that of men,
highlighting a gender disparity among people with obesity. This could
be due to an increase in the obesity rate observed in women post-
menopause, or could also be related to the longer life expectancy
among women than men.*

Many healthcare providers hold strong negative views and atti-
tudes toward people with obesity who present in healthcare settings,
with evidence to show that such viewpoints can influence percep-
tions about the patient, judgment, behavior toward the patients, and
influence decision-making on treatment.”

Many negative healthcare encounters for people living with
obesity may be associated with individual, subjective experiences,
perceptions, anticipation, and internalization of weight stigma,® with
weight stigma, whether felt or enacted, negatively impacting on
mental health.”°

People with obesity may be reluctant to seek healthcare in-
terventions for fear of being stigmatized by healthcare pro-
fessionals.'* Studies show patient-reported experiences of being
stigmatized by healthcare professionals®? and also existing levels of
negative attitudes and opinions toward people living with obesity by
physicians and other healthcare professionals.?®>* A synthesis of 30
studies based in community and family physician settings (no specialist
or hospital settings) found 12 studies focused on patient experiences
and perspectives, 10 on professional experiences and perspectives,
and 8 studies on patient and professional interaction. From each
standpoint, it was consistently reported that obesity negatively
influenced the patient-healthcare professional interface.®

This systematic review aimed to explore the impact of obesity
and obesity stigma on access and uptake of cancer screening services
through reviewing all literature on the subject within community and
general practice settings where a high percentage of routine pre-
ventative screening takes place.

2 | METHODS

The protocol for the review was registered with PROSPERO data-
base, reference CRD42021223378,%¢ and the report followed the
Preferred Reporting Items for Systematic Review and Meta-Analysis
(PRISMA) statement.”

2.1 | Eligibility criteria

All types of studies were included except review articles, conference
abstracts, and articles with no full-text access. Studies published
between 2010 and 2020 and in the English language were included.
Studies published outside the timeframe, or in other languages where
an English translation was not provided were excluded. Studies which
included people living with obesity (BMI kg/m? = 30>) and cancer

screening were eligible for inclusion.

2.2 | Search strategy

Searches of the following electronic databases, PubMed, Google
Scholar, HDAS, CINAHL, Web of Science, Medline, and EMBASE,
were made. Combinations of the following key words were used in
the searches: obesity, weight, weight bias, stigma, cancer, screening,
colorectal cancer screening, breast cancer screening, cervical cancer
screening, lung cancer screening, screening uptake, people, public, and
barriers. Hand searches of gray literature were undertaken. Two
members of the research team carried out two independent litera-
ture searches across the included databases.

3 | SCREENING, DATA EXTRACTION, AND DATA
SYNTHESIS

Studies retrieved by the two researchers were downloaded into an
Endnote® database (163 articles). Duplicates were removed, leaving
a total of 152. The research team screened the abstracts of the
studies for relevance, with 106 excluded following a consensus
between all members of the research team. The full texts of the
46 remaining studies were divided among four members of
the research team, who screened these articles, guided by the in-
clusion criteria and the Critical Appraisal Skills Program (CASP)
Assessment tools to assess the credibility, rigor, and relevance of
included studies. This quality assessment process was used not to
exclude studies, but to allow results and conclusions from the
review to be weighted accordingly. A final consensus was agreed by
all members of the research team for studies to be included (see
Figure 1).

4 | RESULTS

A total of 10 studies were included in the review (see Table 1). The
studies were carried out across five countries, Australia (n = 1),
Denmark (n = 1), Estonia (n = 1), France (n = 2), and the United
States (n = 5). The majority of the studies involved survey meth-
odology (n = 6), followed by qualitative studies (n = 2), mixed
methods research (n = 1), and prospective cohort studies (n = 1).
Studies examined both individual and multiple screening types,
including colorectal (n = 3), breast (n = 2), cervical (n = 1), breast
and cervical (n = 3), and breast, cervical, and prostate (n = 1).
The findings from the 10 studies are grouped into five areas,
namely; (1) barriers to screening from the patient perspective, (2)
barriers to screening from healthcare professional perspectives, (3)
gender issues, (4) disparities in the screening population living with
obesity, and (5) issues specifically related to the population living
with obesity. Two studies included both overweight and obesity but
met the appraisal criteria and the aims of the review and were
included.
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FIGURE 1 Search strategy

4.1 | Barriers to screening from the patient
perspective

2124 which had self-reported

There were two qualitative studies
views on barriers to cancer screening from the patient perspective,
but the latter also included perspectives from healthcare providers.
Primary research from the patient perspective allowed for a greater
understanding of the experiences of the patient, which has the po-
tential to inform service development in relation to reduce self-
reported barriers to increase screening uptake rates.

A survey of colorectal cancer screening uptake found that people
of all weights reported a lack of awareness of the need for screening
as the biggest barrier to screening uptake.?® Men with obesity in this
study were more likely than their normal weight counterparts to
report a lack of physician recommendation as a barrier to screening
uptake, while women with obesity were more likely to report barriers
related to the test experience such as pain and embarrassment.2¢

Many of the barriers experienced by women with obesity were
the same as women of normal weight, including modesty/embar-
rassment, fear of pain, competing demands/time, and a belief that

they were at a low risk of developing cancer, and that the magnitude

of these barriers may be intensified as a result of weight-related is-
sues and stigma.?!

Focusing on women with obesity aged 45-80 and their views on
breast cancer screening, McBride et al.2* found three themes that
emerged from the patient perspective; understanding and awareness
of screening and the effect on participation (family history, influencers,
lack of priority, and fear of pain), body image concerns and their impact
on screening attendance (body image concerns, self-consciousness,
sensitivity, and attitude of radiographer), and finally, negative experi-
ences of screening as a potential barrier to future uptake of screening
(psychological or physical events, perceived impact on the radiographer)®*
(see Table 2).

4.2 | Barriers to screening from healthcare
professional perspectives

Two of the studies examined screening and people living with obesity
from the perspective of healthcare providers, using qualitative
methodologies which are useful for providing rich, descriptive nar-

ratives and underlying meanings.?®



GRAHAM ET AL

WILEY- Obesity Science and Practice

718

‘9yeydn
8ulus9.ds usdued
9seaJldul 03 JapJo

ul AJ1S940 Y3IM USWOM
104 JUSWUOIIAUD
Sujwodjam

pue aA3Joddns auow
e 9q 03 3depe p|noys

Wia3sAs aJedyyjeay ay L

Aisaqo ypm Suinj|
uswom 3uowe §OHD
03 sa|oe3sqo Supnpad
uipn)pul ‘9xejdn §OD
95E3.J0U] 0} papasu

2Je S}I0JJd Jaying

3ujusauds

JO |esnjau pue siaLlieq
juaijed yym 3sisse o3
$924n0saJ 3ulAjuspl
pue ‘saljddns

pue juswdinbs
91enbape jo
uolsiroad ‘sanbiuyday
wexa dyl2ads uo
sueldisAyd 3uizeonpa
uo snJoj p|noys

SUOIJUSAJRUI 94Nn3ng

SUOIIEPUBWILIOIDY

‘UsWIOM

1YySIam |ewllou se ualo
Se paudaJds-I19A0 Jou
9J9M pue J90ued [edIAID
ueyj sJow Jadsued jsealq
104 pauaaUds oM
1y31amuano pue A}isaqo
YHM SUIAI| USWOAA
‘sdn-»2ayd
9jerudouddeul Jo ou
aAeY 0] punoyj Ajuowwiod
1S0W 3J9M A}ISaq0

UHM SUIAI| USWOAA

‘9yeydn

3ulus9.2s 0] sJaLLeq
9J9M UleJ)s [elpueuy
pue ‘Ace.syl] pajiwi|
3uiAey ‘uaupjiyd ou 3ul
-Aey ‘9|8uis ‘uap|o Sulag
'$3111p1gJOWOod pue
‘a4ed Asewnud jo Ajljenb
poo8 ‘15130|029UA3

e Aq dn-moj|o4 Jejn3au
pey Asy3 41 SOD a3ey
-dn 03 A|9y|l] 940w J9M
AJ1SSQ0 YHM USWOAA

3uluaa.ds Jo |esnjau
pue sisluieq juaned
3uiwodJaA0 sa3ud|leyd)
‘quawdinba ajenbapeu|
swexa JIAjad pue 1seauq
Sulwaoguad Aynoudig
:sJallleq ule

s3uipuy ulep

1sea.g|edinia) ASAING

|BDIAIDD Aaning

(GGc=u
‘SAOAINS
pue GT =u
‘SMaIAJ]UI)

[EDIAIDD)SBAIgG  SPOYIDW PaxI

Suluaauds Jo adA ) Apnis jo adA )

Xapul ssew
Apoq jo uoljeldosse
3y} pue 3ulusauds
J30ued [ed1AIRd pue
1seauq Jo Ajuen3au pue
dn-»23yd [ed130]023uA3
J0 suJaijed Ayiauspl o]

(z819 = u)
sieah g9
-$G pade USWOAA

A11s3g0 y3im 3uinl|
uswom Suowe axedn
Aisaqo yum §DD 40 sjueulwI}ap
IA| SJesA G9 paje|aJ aJ4edyljesy
-GZ paSe USWOAA pue [edjul]d ay3 aJojdxa o]

(¥e6T = U)

Aysaqo jo
S|9A3] J3YSIY Yym Ul
USWOM U| Uojjeujwexa
Sujuaauds [eaInlad
pue jseauq Sujwioyiad
ul 9dey suelisAyd
Allwey jeyy stariieq

9y} puejsiapun Ja31aq o]

(0LZ =)
sueisAyd Ajiwe4

Jaquinu pue
adAj juediyied

Apnis Jo wly  AJuno) Jeap

€CEVT60CETYT6960

/LLTT°0T ‘Bulusauds

|e2IP3IA JO |euanor

‘e 39 ] |e3ly

‘A B3ury ‘3 doue.d

}H0oYod SIONVLISNOD

9y3 UIYHM Xapu| sseiN

Apog yum uoljeldosse

A1y} pue dn-)dayd
1e2180]023UAS JO suualied

aoueld 0Z0Z oz

29-1G:(T)T€ ‘|o4u0D
pue sasne) usdued)
‘|e 33 4321||19d-124n30D)
‘A e8ury ‘3r >ouel
Aanins SIONVLSNOD
3y} 0} |[apow
|edoiAeyaq S,UasIapuy
ay3 Jo uoijedjddy
:A31S940 Yy}HM uswom
ul 9eidn Suiuasuds
Jaoued |ediAILD

JO SjueulwI919p 3y

aoueld QZ0Z -

6STT-€STT:()8T
‘AyisaqOr|e 39 “TIN BSIA
‘20 3JAS Nr juedlag
sjuaned
95970 AjpwauIxa
ul SujuaaJds Jadued 0}
VSN 010Z staudeq suepisAyd Ajjwey oo

doyine pue spil Joy

M3IAR] BU} Ul papNpul S3IPNIS T 314V L



719

Ice

Obesity Science and Pract

GRAHAM ET AL

(senuruo))

‘Buluaa.ds Jadued
3uipaedas suolsap
S,USWOM S30344e
1Y319m moy auojdxa 03
pajuediem si youeasal
aA13e}ljenb Jayling

‘9yeidn
3u1us3.2s usdued
1seauq aseasdul 0}
1dwajje ue ul uswom
|esnedouswjsod
y3ramusapun
pue A31sago Yyam SuiAj|
UaWoM Joj papiroad
3¢ pJ|noys Suiusaauds
J90ued jseauq 1noge
uoljewJojul pajasie]

eidn 3ulusauds
J3oued Suipnpoul
‘Joineyaq yieay
ul Jojeipsw |elyuslod
e se Ajljeuossad Jo sjod
a3 aJojdxa p|noys
ydJeasad ainin4
's3u1119s aJedyjeay
ul seiq 3ysiom
95E89429p 0} pajueliem
9.Je SUOIIUSAI]U|

suoljepuswiwioddy

uey} Adodosouo|od Jo ajed
19431y e pey Alsaqo
UM USWOM UedlIawy
-uedLy ‘Aj9sJaAuo)
‘(1341

J0U pIp sajeJ uoljedi
-d13ued a4aym 393 poojq
1|N220 |23y SuIpn|axa)
1Y31om |ewou

e JO USWOM SHYM ueyy
3uluaauds Jadued |edad
-0[02 u] d1eddijed 03
A|1| SS9 949M AIsaqo
YHM Uswom sHYymA

‘uswom |esnedouswaud
ul 9eydn Suiuaauds

0] paje|al Jou sem |INg
Y31om

|eW.IOU JO USWOM

uey) 3ulussuds Isealq
ul 9jeddiied o3 AjPyI|
$S9| a4am A1SSqo Ym
uswom |esnedousw
-3sod pue jy3iamiapun

‘8ulu9342s 0} Ssuallieq
3UIWO2J9A0 A}SSO Y}IM
USWOM SWOS Ul 3|0J e
Ae|d Aew aui|didsip-j19s
pUE UOIIBAIJOW-J|3S Se
yans sjieqy Ajljeuosuad
‘Juswdinbs pue sumo3
9|gelnsun pue ‘quaw
-sseJJequia ‘s|euolissal
-04d aJedyjjesy wo.y
SJUSWILOD SA[3ISUSSUI
£192Ued JO SII paAIadIad
MO| ‘spuewap Suijadwod
‘A1sspow ‘Jeay papn|aul

SujuaaJds 03 sJaLlieg e

sSuipuy urep

|e30a10j0D)

}oyod
Jsealg

(81 =u

sdnoug

SNJ04 ‘6€ = U

SM3IAIDIUI)

|ed1AIR0)SeRUg

Sujuaauds Jo adA)

Aaning

Apnis jo adA)

(69%£ = u) a3e

10 sueaA 0G< pase

USWIoOM uedliswy
-UBdLYY pue SHYM

(PETS = U)

J92Ued JO 93J) pue
oAIadsold  $9-0G paSe USWOAA  UOIjeldosse ayy aJojdxa 0] sjJewusd STOZ

(TG = u) ov< pase

aAIIEH[END  ANSS]O UM USWOAA

Jaquinu pue
adAj juedilied

uswom ul A31saqo
pue Sujuaauas HYD
usamiaq diysuoije[a4

2y} Sa1eJapow aded jou
JO J3YIBYM SUIWIDIBP O]

uoljeddiped

MC_:ww‘_Um Joaoued jseadq

pue ||Ng usamiaq

3ujuaaJds Jaoued

15ea.q pue [edIAID

yjoq o3 sialieq

0] UOI1e[a. Ul USWOM

95970 JO SaAI3dadsIad
ay3 aJo|dxa o]

Apnis jo wy  Aiauno)

vsn 010¢

Jeap

G8E-ELE:(E)TT ‘[013u0D
sasne) Jasuedje 39
‘Vr enes M
|l2qdwe) ‘v auos
uswom

u1 SujuaaIds Jadued
|€30240]02 pue A}ISaqo
usamiaq diysuoiie|a.

93 Sa3jelapowl aoey £z

¥6T:ST “490ue)d
JNg'[e 32 3 a8uAT
‘HS J0IN ‘SS uew|jaH
Apnis

}10y0od dAI3adsoud

e :3ujusauds
o1ydesSowwew
paziuedio

u] uojjedijsed

pue xapul ssew Apog .

L19T

-T19T (8)¥C “ANseq0
‘e 39 3 1139ss0y Ur
J3|WSH ‘A uewpali4
Ajljeuosaad jo s|ou
3|qissod sy :esws
ded pue AydeaSowwew

VSN ZI0Z 03 SI9LLE] SUSWOM 95300 o,

Joyine pue a1 4oy

(penupuod) T 374dVL



GRAHAM ET AL

WILEY- Obesity Science and Practice

720

‘JyS1om paseadul

03 anp sawl} Suluaalds

193u0| 91| sanss|

3uip.aedau Ajsaqo

UHM SUIAI| USWIOM

104 uoljewoul pue

‘JJe1s 10} uoIedINpa

‘AN1sago ypm

uswom Joj jusawdinba

93jeludoudde jo

uoisinoad ay3 Suipnpul

pajuelIeM SJe Wa)sAS

a.4edyjjeay ay3 03

SjuUSWSA0IdW| "USWOM

9590 3uowe Jadued

JO 3S11 paseadul

ay3] JO ssaualeme

asleJ 0} pa||ely

9q p|noys sai3sje.1s
uojjowo.ud yjjeay [9A0N

SuUOI}EpPUAWWIOdY

3uluaauds

0} Jal4Jeq e se A}Isaqo
995 10U Op SI9PINOI] e

3ujud34ds 3uipusyie

A3isaqo ynm Suinl|

USWOM YIM S9dUBL
-9dxa pajuodau JSpINOId e

:suapinoad

9Jedyj|eay wouy

payIIUSP! SJ9M SSWBY]

AdY gsooualiadxa

Suluaauds anedau sAys
-9gO UY}IM SUIAI| USWOAA e

Ajsaqo

UM uswom Suowe
suJasu0d adew| Apog e

Suiuaauos

Jo 3uipuejsiapun

pue ssausseme s A}is
-97/0 Y1IM SUIAI| USWOAA e

:9eydn 3ulusauds

uo pajedw! yarym

A315900 yum 3ulAl|

USWOM WoUy payljuapl
9J9M Saway) AdY €

‘sjuedidoiyed

||e ssoJoe ayel

-dn Suluaauds uo edw
1s98.e| ay3 pey uon

-epUSWIWOD3J UeDISAYd o

's91ed Adodsouo|od
1S9MO| 33 pey Allsaqo

Y3IM USWOM S}YAA

*A31S940 INOYJIM USWOM
UedLIBWY/-Ued LIy

sSuipuy urep

Jsealg

Sujuaauds Jo adA)

USWOM 35370 Suowe
8uluaaJds Jsdued
1seauq Joy uoisinoid
9DIAIDS UO SdAI}dadsIad
Japinoad auedyyesy
2.10|dX3 03 pue uswom
9590 3uowe 3ujuaaids
Jaoued jsealq Jo
axeidn sy3 ul susldieq

(62 = u) suapinoad
aJedyyjeay
/A¥1S3G0 yum

aAlE)END  08-Gi PoSe USWOAA  pue Sole}|1dey AJiauspl of

Apnis jo adA| Jaquinu pue

adAj juedijied

Apnis jJo wiy  Anuno) Jes)

Y€G:9T ‘YlesH
21|gnd pue ydueasay
|ejuswuolIAUg
JO |euJnor |euoljeulslu|
/Ie 39 'S3 981099 HyD
Sulwa|4 ‘¥ dplgIN
'sJopinoud auedyijesy
119y} pue USWOM 359q0
Suowe uopyedioiyied
Bulusa.ds jseauq uo
SaAI}dadsaad sAnje}enb
:954N02sIp a|qnoQ

elleASNY 610 vz

Joyine pue o1 4oy

(penunuod) T 378VL



721

Ice

Obesity Science and Pract

GRAHAM ET AL

(senuruo))

‘uolye|ndod
Siy3 ul ayeidn
3ulus34ds 93eanodus
03 sai3a3je.3s Jojie}
pue sualiieq Sujuaauds
oy13ads-Aysaqo
9z|u302924 p|noys
siapinoad aJedyyjesH

*192Ued |B329.10|0D J0J
SI4 pajeldosse-3ysiam
3noge suolssnasip
3uipn|pul ‘8ulusauds
J3aoued |e32310[0d
J0J paau ay3 Jo
SS9UD.IEME 3SE3UDUl 0}
SUOIJUDAIDIU| JO) pasu
e s| aJay] ‘aeidn
Sujuasuos Jsdued
|e309.0|02 S}09)4e
INE Ydiym Aq ssasoud
ay) puejsiapun
AJIn} 03 pajue.tiem

SI Y2JeasaJ a4nin4

SUOI}EpPUAWWIOdY

‘ayeydn
8ulu93.2s 0} Jallleq e se
juswsse.leqwa pue ujed

jodau 03 ySiam Apoq
|ewJou Y3IM USWom
ueyy A|a31] 240w a4om
A11S9QO0 YHIM USWOAA
“J9144eq 3ulusa.ds
juejiodwi 3sow

93 Se uoljepuswwodal
Bujuaauos uepisAyd

10 >de| e pajiodau
AY1saqo ypm BulAl] USIN
‘snjejs Jysiom 03 Sul
-pJodde uswom 3uowe
yeydn Buiuaauds ul
92UDJ9J4Ip OU SeM aJay |
‘BUIU93J9S YHM 33ep

03 dn 3q 03 A|a)]| $S9|
Jom A31s9qo xa|dwod
pue 949A3S YHM USN

*190ued |e323.40]0d
1N0ge P3IJIOM SSI| SJaM
pue ‘Ajsaqo yum ajdoad

Suowe J3dued |edal
-0]|02 JO XSI4 paseaJdul
33 JO 3JeME SS3| aJaM
AJ1SSQO YHIM USWOAA
‘uswi ul ayel

-dn 3ujusauds adusnpul
j0u pip A1039318d |INg
‘Yy31aM |ewiou Yim
USWOoM uey3 Sulusauds
190ued |e129.0]0d

ul xejed o3 A1 SS9
919M 1Y3I9aMISA0 pue
A}1SSQ0 YHM USWOAA

sSuipuy urep

|e30aloj0)

|e30a40j0D)

Sujuaauds Jo adA)

‘sJaLLIeq Suluaalds
oyioads-A)saqo
Ajiuspl pue synpe

(0568 = U) J3p|o 3s3qo Suowe
G/-0S pase 3ulu934dS [832340]0D
Aanung USWOM pue usly  Jo 3xeidn ay3 aJojdxa o] VSN /102
VI[VEEY Rl
pue Jssued |e39310|0d
jnoge uolydadiad
pue sspnije jo 1edwi
ay3 pue ‘diysuoije|su
SIYy3 ul Jopuagd Jo sjod
ay3 ‘9yeidn 3ulussuds
(860T = ) Jaoued |e309.40]0d
G/-0G pase pue |I\g usamiaq
Aaning USW pue USWOAA UoIjeID0sse sy} aJ4o[dxs 0] VSN 2102

Apnis jo adA| Jaquinu pue Apnis Jo wiy  Anuno) Jes)

a2dAj juediyied

6v-1¥2:(2)es
QUIDIPAIAl SAIJUBARIY
O |euJnof uedliawy
|e 3@ ‘dr 2129 ‘Qv
djeydueH ‘DY HqIes
synpe
9s9q0 Suowe 3ujuaa.ds
193Ued [e12940|0D

ul saijliedsip [euoljeN

80t

-00:G€E ‘A3ojolwapld3y

J92UBD D[ U0SIapUY

‘5Q dueT ‘YD euISSIIA|

S1030ey [BUIPN}I3IE

pue Japuag :4adued

|B32240]03 404 BUIUSIIS
pue xapu| ssejn Apog

9cC

sc

Joyine pue o1 4oy

(ponupuoD)

T 379vl



722 AVWYA§ B Sy '@l Obesity Science and Practice

(Continued)

TABLE 1

Participant type
and number

Recommendations

Type of screening Main findings

Type of study

Country Aim of study

Year

Ref Title and author

27

Clinicians should ensure

Women with over-

CervicalBreastProstate e

Survey

Men aged 50-64,

To explore the uptake of

Use of mammography, Pat 2011 Estonia

people living with

weight were more likely

to partake in breast
cancer screening

women aged 25-
64 (n = 7286)

breast, cervical and

prostate cancer
screening according to

test and prostrate

obesity are referred
for cancer screening

examination by body
mass index during the

development period of
cancer screening in

Estonia

due to the increased
risk and worse

compared to normal

weight women.
e women living with se-

BMI

prognosis people with

a higher BMI

vere and complex

Tekkel M, Veideman T,
Rahu MPublic Health,

125:697-703

obesity were less likely

to partake in cervical

cancer screening.
e Prostate examination

did not differ according

to BMI.
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First, Ferrante et al. utilizing interviews, followed by a postal survey,
found that physicians were reluctant to perform cervical smears on
women living with obesity owing to inability to get women onto the
examination table, lack of larger speculums, and other medical is-
sues.'® Of the 255 physicians who took part in the survey, 11%
stated that they did not perform cervical smears on women living
with obesity. Many physicians found it difficult to palpate lumps in
breast tissue (80%) and required extra time to perform breast ex-
aminations. Participants reported using specific techniques to
examine women living with obesity, such as palpating breasts in a
different manner to patients of a normal body weight. Physicians
expressed a need for further education and training in examination
techniques to facilitate breast and cervical screening in women with
obesity.*®

Second, McBride et al. found four themes that underpinned
healthcare providers' experiences with breast screening in women
with obesity; patient body size impacts on mammogram efficiency
and safety (size of breasts, problems positioning patients, technical dif-
ficulties, and patient comfort), women with obesity cannot use mobile
screening vans (accessibility to enter van, small waiting room, and small
changing rooms), work health and safety (ensuring provider safety in
handling heavier bodies, potential increased physical manhandling), and
prioritizing quality imaging over patient considerations (needing to
ensure adequate compression).?* Providers reported feeling that
weight was a difficult topic to discuss, there were other barriers such
as cultural and lack of education, and that weight alone was not a
barrier to screening?* (see Table 3).

These studies identified strategies used to deal with the issues
and/or barriers to screening given by patients, including continuous
patient education, addressing fears and misconceptions, motivating
patients to take care of themselves for the sake of their families,
persistent engagement, referring to OB/GYN, using scare tactics, not
persisting owing to feelings that the actions were futile, and asking
patients to sign a waiver stating they have refused the screening offer.

4.3 | Emerging gender issues

There appeared to be issues around gender reported in nearly half
the studies, which were noted to exist both with healthcare pro-

fessionals and with patients.

4.4 | Physician involvement and likelihood of
interprofessional referral

Female physicians were more likely to perform cervical smears in
their offices, while male physicians reported fewer difficulties
palpating pelvic masses and were less likely to report the incidence of
embarrassment by female patients with severe and complex obesity.
It was noted that male physicians were more likely to refer female
patients who refused mammograms or cervical smears to OB/GYN

coIIeagueslS; the reasons for this are not known.
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TABLE 2 Patient reported barriers and challenges to
screening
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TABLE 3 Healthcare professional reported barriers and
challenges to screening (all types)

Barrier

Modesty/embarrassment

Fear of pain

Competing demands on time

Belief of being at low risk of developing cancer

Lack of awareness of the need for screening

Lack of physician recommendation (discussed in
more detail in Section 3.4)

Previous negative experiences of screening

45 |

Studies
(n=3)

21 (Friedman et al.)
24 (McBride et al.)
26 (Seibert et al.)
21 (Friedman et al.)
24 (McBride et al.)
26 (Seibert et al.)
21 (Friedman et al.)
24 (McBride et al.)
21 (Friedman et al.)
24 (McBride et al.)
26 (Seibert et al.)
26 (Seibert et al.)

21 (Friedman et al.)
24 (McBride et al.)

Screening uptake and risk awareness

Barrier

Lack of knowledge/difficulties performing

examination techniques (breast and cervical)

in women with obesity

Lack of equipment which is suitable for women
with obesity

Lack of resources to support healthcare
professionals to deal with and support
women with obesity who are reluctant or
refuse to undergo screening interventions

Patient size impacts on mammogram efficiency
and safety

Patient inaccessibility to mobile screening vans

Health and safety issues for the healthcare
professional

Maintaining quality of image against patient
comfort

Difficulties in discussing weight

Cultural

Health and safety concerns (moving patients/
service users)

Extra time needed to carry out breast

Studies (n = 2)

18 (Ferrante et al.)

18 (Ferrante et al)

18 (Ferrante et al.)

24 (McBride et al.)

24 (McBride et al.)

24 (McBride et al.)

24 (McBride et al.)

18 (Ferrante et al.)
24 (McBride et al.)
24 (McBride et al.)

18 (Ferrante et al.)

18 (Ferrante et al.)

Women living with overweight and obesity were found to be less
likely to undergo colorectal screening than women of normal weight,
but this variation did not apply to men.2> The reasons why less
women with obesity are less likely to present for colorectal screening
compared with men were not clear. It was also noted that women
with obesity were less aware of the risks of obesity and development
of colorectal cancer compared with women of a normal weight,
suggesting that further education and awareness are needed in this
group, who may be at increased risk.2®> In terms of reported moti-
vations to attend screening, very few men replied to a survey ques-
tion about what prompted them to have a prostate examination.?’
Men living with obesity reported a lack of physician screening
recommendation as the most important barrier to uptake of colo-
rectal cancer screening, whereas women with obesity were more
likely to report pain and embarrassment as barriers.2

Women living with mild obesity were more likely to have a
mammography following a written invitation to attend screening than
normal weight women, who generally attended on their own initia-
tive.?” Women living with severe obesity were most likely to have a
cervical smear following a referral to screening by a doctor.?’
Women living with obesity were found to be less likely to routinely
visit a gynecologist, and even when they did, they were less likely to
be screened for cervical cancer than normal weight women.?°
Physician recommendation for screening was also found to be a key
factor in colorectal cancer screening uptake among both women
living with obesity and women with overweight or normal body mass

23, 26

index and among men living with obesity.2® A smaller number of

men and women with obesity reported a physician recommendation

examinations in women with obesity

for colorectal cancer screening than those who were overweight or
normal weight.2> Physician recommendation with a discussion of
personal risk for colorectal cancer was the strongest predictor
of colorectal cancer screening uptake among both men and women of
any weight,?® highlighting the importance of physician recommen-
dation and tailored information about cancer risk status in relation to

screening uptake.

4.6 | Disparities in screening in the population living
with obesity

Several studies highlighted disparities in the population living with
obesity. A prospective cohort study of breast screening participation
in women aged 50-64 years found that both women with under-
weight or obesity had significantly higher levels of non-participation
with mammography compared with normal weight women, but this
was limited to postmenopausal women, with no effect modification
with hormone replacement therapy.?> A mechanism of sequence
analysis was utilized, clustering to illuminate specific patterns of
attendance and experience of gynecological diagnostic check-ups,
within which obesity was specifically highlighted as a key determi-
nant.2° This encompassed an evaluation of the regularity of atten-
dance in relation to breast and cervical cancer screening by 6182

women aged 54-65 years. Clear delineation was made between
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women who were neglecting to attend regular gynecological check-
ups and screening and those who were infrequent in their uptake
of breast screening services. There was a clear differential between
women living with obesity and overweight in terms of the cancer
screening they accessed, with greater levels of uptake of breast
screening as opposed to cervical cancer screening.?® What was
apparent from this study was the correlational evidence that the
higher a woman's BMI was the statistically less likely she was to
engage and uptake with cancer screening services.

In a parallel investigation, the specific determinants of cervical
cancer screening uptake by women living with obesity were further
explored. Factors precluding screening were identified, which included
embarrassment, negative body image, and imaging with medical
equipment, which posed a barrier to screening in practice.'® There was
a reciprocal correlation between patients and their healthcare pro-
viders, both of whom acknowledged difficulties associated with
obesity and cancer screening. Healthcare providers specifically iden-
tified pragmatic issues of the physical difficulty of performing pelvic
examination and the generalized reluctance of women living with
obesity to engage with cervical cancer screening. Stigma was a core
identifiable preventable issue in relation to the negative attitudes
toward women living with obesity, particularly for those women with
extant comorbidities, which overshadow the need for regular and
appropriate levels of preventative diagnostic screening. Several issues,
which were reported as barriers to all types of screening for people
living with obesity, were identified. It is acknowledged that some of
these issues, for example, modesty and embarrassment, have also
been shown to exist in the general population who seek cancer
screening interventions but may have context-specific properties
related to weight and body size (see Table 4).

5 | DISCUSSION

This systematic review aimed to explore the impact of obesity and
obesity stigma on the access and uptake of cancer screening services.
None of the included studies referred to the concept stigma of
obesity. The studies did, however, discuss situations and experiences,
which are a result of the consequences of stigma, giving clear evi-
dence that there is stigma present in cancer screening situations. The
findings of this review show that excess weight is a barrier to
accessing cancer screening services for both sexes. The review high-
lighted the importance of healthcare professionals to understand the
concerns and fears of people living with obesity when attending for
cancer screening, whether perceived or real, for example, feeling
stigmatized, and make every attempt to ensure that facilities
are weight-friendly, from equipment, language used, and overall
environment.

The review also identified that many healthcare professionals
were not comfortable or experienced in undertaking screening pro-
cedures with people living with obesity, and that education on
techniques for performing screening interventions with this popula-

tion, along with learning how to deal with refusals and other barriers,

TABLE 4 Issues specifically related to the population living
with obesity
Studies

Barrier (n=4)
Embarrassment/modesty 19, 23, 25, 27
Reluctance to get undressed 19
Restricted mobility/range of motion 19, 27
Fears of equipment not being able to accommodate 19, 23, 27

or fit people with obesity
Will only see a specific physician 19
Experience of previous stigma from healthcare 19, 25, 27

providers
Too hard to enter the office/examining room 19, 27

(lack of space, room layout, etc.)
Healthcare professionals' misconceptions of the 27

impact of weight on a patient/service user

accessing of screening
Fear of cancer 19, 25
Avoidance of a discussion about their weight 19
Competing demands on time 25,27
Fear of pain 19, 23, 25, 27
Belief of low risk of cancer//lack of awareness 25, 27, 35

of increased risk of cancer
Guilt 25
Understanding and awareness of screening 23,27
Physician recommendation/written invitation 23, 35, 36, 38

for screening

and providing a supportive environment which is weight-friendly is
needed.

The anatomical differences documented between those of a high
BMI (kg/mz) versus their low or average BMI counterparts is another
historically reported issue, particularly in relation to breast screening
and processes of physical examination.?? This issue not only acts as an
actual and potential barrier to the uptake of screening by patients with
obesity but also influences the likelihood of healthcare professionals
being able to achieve valid and reliable diagnostic imaging procedures
and, in some cases, to be confident in carrying out physical examina-
tions in people with a higher BMI. This review consolidates these
findings and highlights the need to consider further training and ed-
ucation when screening people living with obesity.

The findings of this review draw together the corpus of literature
as related to the concept of weight as a barrier to access and uptake of
cancer screening services. Most concerning is the historical existence
of research detailing this, which yet remains largely unaddressed in
consequent research within the field.>° A 2008 review of cancer
screening in women with obesity, including 32 studies (10 breast, 14
cervical, and 8 colorectal), showed a relationship between decreased
cervical cancer screening and increased body size, with the association

occurring more often in white than black women in breast screening.3!
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With colorectal cancer screening, some studies reported body size
impacting on screening and others reporting no impact, with authors
suggesting that efforts to address barriers to increase uptake in all
three screening programs for women with obesity are warranted.®!

Weight, obesity, and weight gain account for 20% of all cancers,
with weight loss, especially in postmenopausal women, reducing risk
for breast cancer, with a small body of evidence to suggest poor
outcomes after breast cancer in women with obesity.>? A retrospec-
tive cohort study of 35 women showed that women with obesity were
less likely to present for follow-up mammogram appointments and
recommended strategies to reduce barriers related to weight to
improve attendance.®® Franck et al.>* highlighted the significant bar-
riers perceived by women living with obesity and overweight and the
need for a radical overhaul of healthcare infrastructures, which were
supportive and empowering in their approach to the early identifica-
tion, assessment, diagnosis, and long-term management of cancer.

A systematic review of 11 studies examining the association
between obesity and cancer screening found that women with
obesity were less likely to access cervical screening, but this was only
seen in white women, and not in black women.3> This was also found
in the study on race, obesity, and colorectal screening included in our
systematic review,?® which revealed that women living with obesity
have some of the lowest levels of detection and highest risks of
cervical cancer, which was found in other studies.3® A retrospective
review of 1080 cases of cervical screening in a single center, with
29.5% (n = 311) women living with obesity, and 10% (n = 107)
women living with severe and complex obesity, found a significant
association between BMI and cytology screening was evidenced with
the severe and complex cohort having the highest incorrect rate
(64.4%), followed by women living with obesity (51.5%). Findings
suggest that women living with obesity and severe and complex
obesity have disproportionate inappropriate screening before cervi-
cal cancer diagnosis, and women living with severe and complex
obesity have worse overall survival rates than normal weight coun-
terparts.>” This raises important potential areas for future research
in relation to the availability of cancer screening, which is context-
specific and situationally determined for many women.

A study from 2004 showed that after adjusting for variables,
such as age, insurance status, race, and smoking status, men with
overweight and obesity were more likely than men of normal weight
to have undergone colorectal screening. Women with obesity were
less likely to have been screened compared with women of a normal

weight©

demonstrating that the situation has largely remained the
same. Similarly, having financial strain was identified as a barrier to
screening uptake,®® and there was a clear disparity between White
and African-American women in colorectal screening uptake,
particularly with regards to colonoscopy uptake.3’ The impact of race
is an area for future exploration, as encouraging screening uptake
across all populations is key to increasing early cancer detection;
thus, gaining an understanding of the underlying reasons behind this
disparity will be imperative.

This systematic review was undertaken during the COVID-19

pandemic, and the studies included in the review were all
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undertaken before March 2020. During this time, screening services
globally were adversely affected, with services postponed or
decreased, with many patients worried about the risks of infection.®*
During this time, evidence showed that overweight and obesity pre-
dispose to severe symptoms and negative prognosis of COVID-19.%°
Studies have found that people living with obesity who contract
COVID-19 are likelier than people with normal weight to require
intensive mechanical ventilation.*® The COVID-19 pandemic has also
highlighted the need to examine how people living with obesity
potentially face an exacerbation of those characteristics associated
with weight stigma, such as how people's coping mechanisms, the
potential of binge eating and anxiety and mental health may be
impacted upon by the need for social isolation.®® This study raises
important implications for our own in terms of whether healthcare
access for people living with obesity we focus upon is also further
impacted and exacerbated by the global pandemic. With restart
strategies now underway,** the potential impact of the risks of obesity
and COVID-19 may be a further barrier to screening uptake in a
population where the actual uptake has been shown to be low.

The pandemic negatively disrupted routine clinical care, with
cancer programs such as screening no exception. Many programs
were canceled or postponed, especially in 2020, a period of isolation
measures such as lockdowns put in place to contain the spread of the
virus.*? These measures left people without access to recommended
routine screening interventions, which were suggested to impact
patients, healthcare professionals, and healthcare systems.*® In the
United States, men and black people were disproportionately
affected by decreased colorectal cancer screening, and to redress this
deficit, it is estimated that rates of colorectal cancer screening need
to increase by 50%.%?

Although many screening programs have resumed, the long-term
impact of the pandemic on cancer screening and the prevalence of
cancer as a result is not yet known.** A systematic review of the
impact of the pandemic on colorectal cancer diagnosis and treatment,
found a reduction in diagnosis and treatment, and that redressing the
deficit requires strong and effective action to prevent negative
consequences such as the number of people with advanced stages of
cancer, potential increased treatment costs, quality of life and sur-
vival rates.*® At the time of writing this review, no studies examining
the impact of the pandemic and screening for people living with
obesity were identified.

The strengths of this review were the systematic and rigorous
approach to the identification, screening, and selection of key litera-
ture to understand obesity and its impact on the access and uptake to
cancer screening services. Limitations of this review are that the
studies included in this review were carried out before the COVID-19
pandemic, and the findings may not be applicable in the context of the
current climate with factors such as social distancing and other
infection-control mandated regulations in place in the majority of
countries. As there is no consensus on infection control measures
globally, we acknowledge there is variance in the impact of the
pandemic with respect to screening programs. This study was also

limited by the exclusion of articles not available in the English language,
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meaning that some key issues may have been missed if studies were
published solely in another language.

The findings should be considered in the context of the health-
care systems in the countries in which the studies took place, as there
are varying healthcare systems globally that may differ from the UK
National Health System free at point of access care where this review
was carried out.

Based on the findings of this review, the following recommenda-
tions should be taken into consideration. The review identified a
paucity of studies from both patients living with obesity and health-
care professional perspectives which would illuminate subjective in-
dividual experiences, and subsequently give context and meaning to
inform the development of future service development and profes-
sional education to support people living with obesity and cancer
screening access and uptake. Further qualitative studies should be
undertaken with both patients and healthcare professionals, to further
understand barriers, enablers, and the lived experience of people who
have the potential to access cancer screening services, and healthcare
professionals who carry out these services.

Training and education on obesity stigma and its consequences
should be developed and carried out with healthcare professionals
working in screening services. Screening information and other pro-
motional materials (printed, website, etc.) should be reviewed to

ensure that the language is “people-first”#44°

and that any potential
concerns regarding weight stigma are identified and addressed prior
to screening taking place. In addressing the excessive mortality of
these women, raising awareness of the need to educate both
healthcare providers and women living with obesity is fundamental
to cultural and contextual change management interventions.

The wider impact of the pandemic on cancer screening services is
currently in the early stages of investigation. The risks associated
with obesity and related comorbidities in the context of COVID-19
and social distancing rules may be a further contributing factor to
an already low uptake of screening services in the population living
with obesity. It is recommended that these risks and potential
resultant fears be taken into consideration when planning and pro-
moting screening, to put the risk in perspective, and reinforce the
safety and social distancing regulations that are in place to minimize
spread of infection, allay concerns, and demonstrate that it is safe to
be screened.

6 | CONCLUSION

The findings of this study reaffirm a paucity of research in relation
to obesity stigma and the corresponding decrease in uptake of
cancer screening opportunities. This has the direct implication that
the early clinical interventions needed to assess, diagnose, and treat
common cancers may be avoidably delayed with the consequential
outcome of adverse outcomes and increased cancer mortality for
those living with obesity. Existing literature provides a broad basis
for the understanding of the physiological and anatomical impact of

obesity in society but minimal insight into lives lived within a

judgmental and value-laden society. The integration of learning
opportunities for those working with people living with obesity is
essential if these assumptions and presuppositions are to be chal-
lenged in practice, where the desired outcome is to improve the
numbers of people engaging with the cancer screening opportu-
nities afforded to them. The intersectional differences in perception
of screening on behalf of patients living with obesity and healthcare
professionals are profound and are reflective of wider societal
stigma. While actual anatomical and physiological differences impact
upon healthcare professionals' capacity and capability in relation to
optimal screening, it is actually a shift in psychological perspectives
for both those living with obesity and the professionals caring for
them that lies at the heart of a service that ought to be equitable,
compassionate and understanding of the need for optimal cancer

screening provision.
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