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Abstract

Background: Sexual minority women (SMW) face barriers to healthcare that may result in lower utilization of
cervical cancer screening. Previous experiences with the healthcare system—specifically reproductive health-
related encounters—have the potential to affect future use of screening services. This study aimed to examine
the association between pregnancy history and cervical cancer screening in a diverse sample of SMW. An-
derson’s Behavioral Model of Health Services Use guided the selection of variables included in the study.
Methods: We performed a secondary analysis of cross-sectional data from the third wave of the Chicago Health
and Life Experiences of Women (CHLEW) Study, a longitudinal study of SMW in the Midwestern United
States. We performed multivariable logistic regression to address the study aims, restricting the sample to
women ages 21–45 (n = 430).
Results: Reporting a previous pregnancy was consistently positively associated with past-year Pap testing. In
the multivariable model, bisexual identity and disclosing one’s sexual orientation to healthcare providers were
also positively associated with past-year Pap test.
Conclusions: This analysis provides preliminary evidence that SMW who have been pregnant are more likely
to receive Pap testing and that multiple sociodemographic factors are likely to impact screening in this pop-
ulation. Clinicians should screen all patients with a cervix for cervical cancer and should encourage screening
for all SMW. Future studies should prioritize longitudinal analyses to examine the temporality of reproductive
history and healthcare seeking, focus on where SMW seek care, and understand how intersecting components of
identity may shape the healthcare utilization of this population.
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Introduction

Cervical cancer screening via Papanicolaou test (Pap
test) is a vital public health service, which has dramat-

ically reduced cervical cancer mortality in the United States
(US).1 According to the most recent available data, 12,578
new cases of cervical cancer were diagnosed and 4,115 women
died of cervical cancer in the US in 2014.2 However, dis-
parities in access to and use of Pap testing persist by race
and ethnicity, socioeconomic status, and sexual orientation,
among other sociodemographic factors.3,4 Based on the
United States Preventive Services Task Force (USPSTF)

recommendations, all people with a cervix are at risk for
cervical cancer and thus should be screened regardless of
sexual history, sexual orientation, or gender identity.5

However, compared to what is known about predictors of
screening among heterosexual women, relatively little re-
search has examined the relationship between sexual ori-
entation and screening, or how to increase screening among
sexual minority women (SMW), or those who identify as
lesbian, gay, bisexual, or other nonheterosexual identities.

SMW face various individual and structural barriers to
healthcare that result in lower utilization of primary and
preventive healthcare services.6–8 Some research suggests
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that both SMW and healthcare providers may assume that
SMW are not at risk for human papilloma virus (HPV) or
other sexually transmitted infections (STIs).6–9 However,
most SMW, including lesbian women, have had sexual en-
counters with men,10,11 and HPV and other STIs are trans-
missible between female partners and via objects used during
sexual activity.12,13 In fact, SMW may be at an increased risk
for cervical cancer compared to their heterosexual peers, as
risk factors such as early age at sexual debut, low rates of
hormonal contraceptive use, and smoking tend to aggregate
among SMW.14 Existing research is not consistent with re-
gard to SMW’s use of cervical cancer screening. However,
some studies have found that at least some groups of SMW
report lower rates of cervical cancer screening9,15–18 and STI
testing19–21 than their heterosexual counterparts.

Health-related ‘‘cues to screening’’ that are common for
heterosexual women may be absent in populations of SMW.
These cues include a general awareness of being at risk for HPV
or cervical cancer. Previous studies have found that although
SMW overall tend to have lower risk perceptions for HPV
infection, higher perceptions are associated with higher odds of
receiving Pap tests in this population.6,9 Important cues to
screening also include the use of other sexual and reproductive
health services. Receiving hormonal contraception, HPV vac-
cination, and STI testing have all been shown to increase odds
of cervical cancer screening, but again, SMW may be less likely
to utilize these services than are heterosexual women.18,22–24

Pregnancy and related healthcare experiences may act simi-
larly as a cue to screening for SMW. Most pregnancies ne-
cessitate healthcare utilization, including fertility services,
prenatal care, termination services, and/or birth care, all of
which may present opportunities for discussion of cervical
cancer screening. Many SMW experience pregnancy in vari-
ous circumstances, including through assistive reproductive
technologies,25,26 consensual sexual intercourse with male
partners, or as the result of sexual assault and rape, for which
SMW are at increased risk.27

Some previous studies have examined other healthcare
services as correlates of cervical cancer screening among
SMW. Having a regular healthcare provider,8,22,28,29 pro-
vider recommendation for Pap testing,8,22,23,30 and effective
communication with providers23,31,32 have been found to be
positively associated with cervical cancer screening among
SMW. Disclosing one’s sexual minority identity, or ‘‘coming

out’’ to healthcare providers, has also been positively asso-
ciated with screening, although concerns about and experi-
ences of discrimination are common.8,22,28,32 These studies
provide further evidence that certain healthcare encounters
do increase the odds of Pap testing among SMW. Pregnancy-
related encounters may strongly influence the odds of Pap test
utilization among some SMW.

We used an adapted form of Andersen’s Behavioral Model
of Health Services Use33 to guide our investigation of po-
tential relationships between pregnancy history and past-year
Pap testing among SMW, adjusting for several covariates
(Fig. 1). This model was originally developed to explain
disparities in the use of health services and has been modified
over the past several decades to account for new under-
standings of the sociopolitical influences on health services
use.33,34 Other investigators have specifically used this model
to examine health service use in SMW35 and other socially
vulnerable populations.34

While Andersen’s full model includes contextual charac-
teristics that play important roles in predicting health service
use in populations, in this analysis we focus on the individual-
level factors that may predict Pap test use among SMW
(Fig. 1). These individual-level factors include predisposing,
enabling, and need-based factors. Predisposing factors in-
clude demographics such as age, as well as individual char-
acteristics that reflect larger social structures, such as race,
ethnicity, and sexual orientation. Enabling or disabling fac-
tors are those that affect an individual’s ability to seek spe-
cific services and do so comfortably and safely, including
income, health insurance status, sexual orientation disclosure
to healthcare providers, and experiences of discrimination in
healthcare settings. Factors related to need reflect both per-
ceived and evaluated need for a particular healthcare service.
Perceived need refers to the perceptions of both individuals
and providers, where evaluated need most often refers to a set
of relatively objective clinical criteria.33,36

Study aims

Drawing from extant literature and Anderson’s Behavioral
Model, we aimed to examine the association between preg-
nancy history and cervical cancer screening among a diverse
community sample of SMW of reproductive age (21–45), ac-
counting for potential covariates and confounders, including

FIG. 1. Theoretical model of factors influencing Pap test among SMW, adapted from Andersen’s Behavioral Model of
Health Services Use. Although we acknowledge that contextual characteristics (italicized) are important to understand
patterns of health services use among SMW, the current analysis focuses on individual-level characteristics identified in this
model. Pregnancy history and past-year Pap test (in bold) are the primary predictor of interest and outcome, respectively.
EOD, experiences of discrimination; SMW, sexual minority women; SO, sexual orientation.
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demographic factors, socioeconomic status, experiences related
to sexual minority status, and sexual victimization history.

Methods

Sample and procedures

We conducted a secondary analysis using cross-sectional
data from the third wave of the Chicago Health and Life
Experiences of Women (CHLEW) Study, collected during
2010–2012. CHLEW is a three-wave, 18-year, longitudinal
cohort study of adult SMW in the Chicago area. CHLEW
participants were initially recruited in 2000–2001 using a
broad range of community-based recruitment techniques.
Recruitment targeted cisgender SMW (those whose gender
identity aligns with the sex they were assigned at birth)27 who
have typically been underrepresented in studies of SMW’s
health, such as older (>50 years) and younger (<25 years)
women, racial and ethnic minorities, and those without a
college education. Data were collected by trained inter-
viewers using computer-assisted interview techniques.

Criteria for participation in the baseline (wave 1) survey
were at least 18 years old, the ability to read and speak En-
glish, and lesbian identity. However, 11 women in the sample
subsequently identified as bisexual during the actual inter-
view. At the third wave of data collection (2010–2012), 354
participants (79%) from the baseline sample were re-
interviewed. An additional sample of 336 women was also
recruited using targeted sampling methods to increase the
number of bisexual, racial/ethnic minority, and younger
women.37,38 We analyzed data from the third wave of CHLEW
as it provided the most recent cervical cancer screening data
from the largest and most diverse sample. To focus on par-
ticipants of potentially reproductive age, women ages 21–45 at
the wave 3 interview were included in the current analysis, for
a total sample size of 430.

Human subject considerations

The University of Illinois at Chicago’s Institutional Re-
view Board approved each wave of the CHLEW study.
CHLEW study interviewers were all women who received
20 hours of training on general field-interviewing techniques
and potentially sensitive topics such as sexual orientation, vi-
olence and victimization, and substance use. Following a re-
view of the purpose and procedures of the study, participants
provided informed consent. A distress protocol was in place for
any participant who became upset or disturbed during the in-
terview (none did), and every participant was given a referral
list for local agencies and hotlines before beginning the inter-
view. The University of Pennsylvania Institutional Review
Board approved the current analysis. CHLEW researchers
shared deidentified data through e-mail, and data files were
subsequently stored in password-protected folders.

Measures

Outcomes. The primary outcome of interest, cervical
cancer screening, was defined as a dichotomous measure
(yes/no) of past-year Pap testing. We operationalized this
variable as participant self-report of a Pap test within the
previous year at the third wave of CHLEW data collection
(2010–2012). Although annual Pap testing does not reflect
current screening guidelines for most women, at the time of

interview, American Cancer Society (ACS) consensus
guidelines endorsed yearly Pap testing with conventional
methods or every 2 years with ‘‘liquid-based Pap testing’’ for
all women up to age 30, transitioning to Pap testing every 3
years only after three consecutive normal Pap tests.39

Primary independent variable. The primary predictor of
interest was pregnancy history. We defined pregnancy history
as participant self-report of ever having been pregnant before
the time of interview (yes/no). Based on Andersen’s model,
we conceptualized pregnancy history as a factor related to
perceived need for screening, since healthcare providers are
likely to recommend regular screening to a woman who has
been pregnant, and cervical cancer screening is a routine part
of most prenatal care.

Covariates. Potential covariates included predisposing
factors, enabling factors, and need-based factors as described
by Andersen’s Behavioral Model. Predisposing factors in-
cluded categorical variables measuring specific sexual ori-
entation (lesbian, bisexual, or other), race/ethnicity (white,
Black/African American, Hispanic/Latina, or other), and a
continuous age variable. Enabling factors related to eco-
nomic status included a categorical income measure using
income quartiles of the CHLEW sample and a binary mea-
sure of health insurance status (any insurance vs. none). We
also conceptualized sexual orientation disclosure to providers
(whether the participant disclosed to all providers vs. not
disclosed to all providers) and participant report of experi-
encing any form of discrimination in a healthcare setting in
the previous year (yes/no) as enabling or disabling factors.
Both were measured using dichotomous variables based on
participant self-report. Factors related to need for screening
included a continuous measure of participants’ age at sexual
debut, as early sexual debut has been shown to increase
sexual and reproductive health risks,40 and a dichotomous
measure of history of any sexual victimization, as this would
likely increase both perceived and evaluated need for future
cancer screening.41 Participants were classified as having
experienced sexual victimization if they reported experi-
encing sexual abuse during childhood or answered ‘‘yes’’ to
either of the following questions: ‘‘Have you ever been raped,
that is, someone had sexual intercourse with you, when you
did not want to, by threatening you or using some degree of
force?’’; ‘‘Have you ever experienced any other kind of
sexual assault?’’

Statistical analyses

Descriptive statistics were generated to characterize the
sample. Means and standard deviations (SDs) were used to
describe continuous variables. Frequencies and percentages
were used to describe dichotomous or categorical variables.
Univariate logistic regression models were used to quantify
the individual impact of each predictor of interest on the odds
of having a Pap test in the past year. Next, a multivariable
logistic regression model was generated, including preg-
nancy history (the primary independent variable), and the
other predisposing, enabling, and disabling and need-based
factors identified in the theoretical model. Model assump-
tions, including multicollinearity of independent variables
and observation independence, were checked. Statistical
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significance (a) was set to the 0.05 level. Based on a sample
size of 430 we had the ability to detect an odds ratio (OR) of
*1.79 with 80% power and a set to 0.05. We also conducted
post hoc chi-square analyses to test for race/ethnicity dif-
ferences in health insurance status in the sample. All statis-
tical analyses were accomplished using SAS statistical
analysis software Version 9.4 (copyrightª 2013; SAS In-
stitute, Inc., Cary, NC).

Results

Table 1 displays the sample characteristics (n = 430). In
this sample, approximately 61% of participants reported
having no pregnancy history, and 60% of participants re-
ported having a Pap test in the previous year. The mean age of
the sample was 32.1 years old (SD = 7.3), and the sample was
33% white, 34% Black/African American, and 27% His-
panic/Latina. Approximately 61% of the sample identified as

lesbian, where 30% identified as bisexual and 9% as some
other nonheterosexual identity. Notably, only 10% of the
sample reported that they had experienced recent discrimi-
nation in a healthcare setting.

Table 2 displays the odds ratios and 95% confidence inter-
vals from unadjusted and adjusted multivariate regression
models. Univariate logistic regression model results demon-
strated that pregnancy history was significantly associated
with past-year Pap testing (OR = 1.76, 95% confidence in-
terval, CI = [1.17–2.63], p = 0.006). Among the other model-
based predictors, only Black/African American identity (OR
1.63, 95% CI = [1.02–2.62], p = 0.042) and bisexual identity
(OR 1.60, 95% CI = [1.03–2.49], p = 0.038) compared to white
and lesbian identities, respectively, were significantly asso-
ciated with past-year Pap testing at the p < 0.05 level.

In the multivariate model, the positive association between
pregnancy history and past-year Pap testing remained sta-
tistically significant. Women who reported having a preg-
nancy history had a 74% increased odds of a past-year Pap
test than women without any pregnancy history (OR 1.74,
95% CI = [1.04–2.92], p = 0.036). Age was negatively asso-
ciated with past-year Pap testing, with each year of increase
in age reflecting a 5% reduction in the odds of reporting a
past-year Pap test (OR 0.95, 95% CI = [0.92–0.99], p = 0.005).
Bisexual women also had a 77% higher odds of past-year
Pap test compared to lesbian-identified women (OR 1.77,
95% CI = [1.04–3.01], p = 0.035). Among the four enabling/
disabling factors examined in the model, only disclosure of
sexual orientation to healthcare providers was significantly
associated with past-year Pap testing. Those who had disclosed
their sexual orientation to all their healthcare providers had a
62% higher odds of past-year Pap testing than those who had
not (OR 1.62, 95% CI = [1.01–2.60], p = 0.045).

Although health insurance status was only marginally
significant in the multivariable model (OR 1.61, 95%
CI = [0.98–2.65], p = 0.058), estimated ORs suggest that be-
ing insured may also be positively associated with past-year
Pap testing. Similarly, the race/ethnicity of participants was
not statistically significant in the multivariable model, but OR
estimates for past-year Pap testing among Black/African
American women were increased compared to white women.
Post hoc chi-square analyses of race/ethnicity and health
insurance in the sample showed that comparatively more
Black/African American participants were uninsured com-
pared to white participants (Fig. 2) (45% vs. 20% uninsured,
Wald w2 21.37, p < 0.001).

Discussion

Overall, our findings show that pregnancy history was
positively associated with past-year Pap testing among SMW
who are of reproductive age. Indeed, the magnitude of the OR
estimate for pregnancy history remained stable even when
controlling for many other factors likely to influence Pap
testing uptake among SMW, including demographic factors,
income and health insurance status, previous experiences of
discrimination in healthcare, and history of victimization.
These findings suggest preliminary evidence that SMW who
have not been pregnant may be at higher risk of missing
cervical cancer screening and that pregnancy-related expe-
riences may be important ‘‘cues to screening’’ among SMW.
SMW who have been pregnant may be more likely to think

Table 1. Distributions of All Study Variables

in the Sample (n = 430)

Variable n Percent (%)

Predisposing factors
Age 32.1 (Mean) 7.3 (SD)
Sexual orientation

Lesbian 263 61.2
Bisexual 127 29.5
Other 40 9.3

Race/ethnicity
White 143 33.3
Black/African American 148 34.4
Hispanic/Latina 118 27.4
Other 21 4.9

Enabling/disabling factors
Health insurance status

No insurance 144 33.5
Any insurance 286 66.5

Income
$0–$14,999 115 28.1
$15,000–$39,999 103 25.1
$40,000–$74,999 103 25.1
>$75,000 89 21.7

Out to all healthcare providers
No 147 34.2
Yes 283 65.8

Discrimination in healthcare
No 388 90.2
Yes 42 9.8

Need-based factors
Primary predictor: ever pregnant

No 262 60.9
Yes 168 39.1

Age at sexual debut 16.4 (Mean) 3.5 (SD)
Sexual victimization

No 191 44.4
Yes 239 55.6

Outcome
Past-year Pap test

No 173 40.2
Yes 257 59.8

SD, standard deviation.
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of themselves as at risk for HPV and cervical cancer.
Pregnancy-related healthcare encounters may also serve as
entry to the healthcare system for some SMW and thereby act
as a cue to other types of preventive healthcare as well.

In addition, providers may be more likely to recommend
and provide cervical cancer screening to SMW who report a
previous pregnancy. Provider recommendations for Pap tests
have been found to be important predictors of Pap test utili-
zation.42 Congruent with other recent findings in studies of
SMW’s use of cervical cancer screening services,22,43 our
findings also suggest an important relationship between dis-
closure of sexual orientation to providers and past-year Pap
testing. This may similarly reflect the impact of communi-

cation on screening service utilization. It is unlikely that this
reflects a causal relationship, where disclosure of minority
sexual identity leads providers to recommend Pap testing.
Instead, it likely reflects that SMW who perceive safety in
disclosing sexual identity and sexual history to providers are
more likely to receive evidence-based preventive care over-
all, including Pap testing. Of note, provider gender has been
found to be associated with Pap testing among the general
population of women (i.e., female healthcare providers report
performing more Pap tests than male providers).4 Investi-
gators explain this difference as a reflection of increased
comfort and patient–provider communication among female
patients, and this may particularly impact SMW. Healthcare
providers should be aware that SMW are at risk for cervical
cancer and need to be screened, regardless of pregnancy or
other reproductive health history.

We did not find statistically significant differences across
race/ethnicity groups in odds of cervical cancer screening.
However, racial/ethnic minority SMW, specifically Black/
African American SMW, were more likely to report past-year
Pap testing than were white SMW in the unadjusted model.
Previous studies of the general population have found that
Black women are more likely than white women to report
cervical cancer screening.4,44 This may be evidence of a
‘‘reverse disparity,’’ an instance in which an otherwise
marginalized group seems to receive better care or have
better health outcomes than the dominant group, but may still
be subject to unconscious bias or discrimination. Similar
reverse disparities have been documented among patients
with end-stage renal disease, in which African American

Table 2. Unadjusted and Adjusted Odds Ratios of Participants Reporting a Pap Test

Within the Past Year (n = 430)

Variable Unadjusted 95% CI Adjusted 95% CI

Predisposing factors
Age 0.975 0.949–1.001 0.951** 0.918–0.985
Race/ethnicity

White (ref.) 1.0 1.0
Black/A.A. 1.633* 1.017–2.623 1.609 0.906–2.858
Hispanic/Latina 1.215 0.742–1.990 1.179 0.679–2.048
Other 0.917 0.366–2.294 0.688 0.257–1.841

Sexual orientation
Lesbian (ref.) 1.0 1.0
Bisexual 1.597* 1.026–2.486 1.770* 1.041–3.009
Other 1.315 0.663–2.609 1.289 0.621–2.676

Enabling/disabling factors
Income

$0–$14,999 1.0 1.0
$15,000–$39,999 0.713 0.414–1.227 0.843 0.471–1.511
$40,000–$74,999 0.944 0.545–1.637 1.160 0.610–2.207
>$75,000 0.809 0.459–1.426 1.133 0.562–2.286

Health insurance 1.356 0.904–2.035 1.614 0.983–2.649
Disclosure of SO 1.231 0.821–1.845 1.622* 1.011–2.602
EOD in healthcare 0.716 0.378–1.357 0.801 0.395–1.622

Need-based factors
Ever pregnant 1.757** 1.172–2.634 1.741* 1.037–2.923
Age at sexual debut 0.967 0.915–1.022 0.986 0.928–1.047
Sexual victimization 1.131 0.768–1.667 1.030 0.662–1.602

*p < 0.05; **p < 0.01.
CI, confidence interval; EOD, experiences of discrimination; SO, sexual orientation.

FIG. 2. Participants’ health insurance status (any vs. none)
by race/ethnicity group, excluding participants in the ‘‘other’’
race group (n = 419, Wald w2 = 21.37, p < 0.001).
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patients seem to have better survival rates, and among those
with major depressive disorder, where racial and ethnic mi-
norities seem to bear lower disease burden than whites.45–47

In this case, increased rates of sexual health screening among
racial and ethnic minorities may reflect providers’ assump-
tions about the sexual orientation or sexual behaviors of their
patients based on their race or ethnicity. Various studies have
demonstrated that unconscious racial bias influences pro-
viders’ assumptions about the number of sex partners patients
have, as well as the provider’s willingness to prescribe pre-
ventive sexual health treatment.48,49 Providers’ assumptions
about sexual risk and therefore indications for cervical cancer
screening may be different about African American SMW
from those about white SMW. Alternatively, these differ-
ences may be a reflection of differences in health seeking
behavior, driven by community-based norms around screen-
ing or other factors.6–9

Similarly, we did not find a statistically significant rela-
tionship between health insurance status and Pap testing
among SMW in this sample. Federal Title X funding has
made low- and no-cost cervical cancer screening available to
many women. Increased funding for and awareness of these
programs may increase screening rates among populations
who are under- or uninsured.50 In addition, the presence of
multiple clinics that target sexual and gender minority pop-
ulations in the region where participants were recruited may
increase the availability of free or low-cost Pap testing for
uninsured women. These programs are funded, in part, by
government initiatives and can mitigate the impact of racial
and class disparities in health insurance status.51 However,
much previous research has described how race, socioeco-
nomic status, and gender all intersect and relate to insurance
status in the United States, and there are likely to be multiple
important interactions between these variables among SMW
specifically.52,53 This is demonstrated by our post hoc anal-
ysis of the racial/ethnic identity and insurance status of the
sample, which demonstrated significant differences in in-
surance rates among white, Black/African American, and
Hispanic/Latina groups (Fig. 2). This finding illustrates that
multiple intersecting relationships between predisposing,
enabling, and need-based factors are likely to act in this
population. Due to our sample size, we were not able to
empirically test for these interactions.

Our findings confirm that SMW are not a homogenous
group in terms of sexual and reproductive health and
healthcare experiences. Mitigating misunderstandings about
the risks of cervical cancer among SMW may be an important
target of public health campaigns and healthcare provider
education.

Study limitations

The findings of this study should be interpreted in light of
the following limitations. First, our analysis tested for as-
sociations between pregnancy history and cervical cancer
screening and was not able to determine causal relationships.
Second, our analysis used cross-sectional data and therefore
did not account for how the tested relationship may change
over time. For example, we measured pregnancy history
over the life span but only the most recent (past-year) po-
tential Pap test. A woman receiving pregnancy-related care
is likely to discuss Pap testing during prenatal care and may

be more motivated to return for a certain number of repeat
Pap tests, but that impact may not last over the entire age
span reflected in the recommendations for Pap testing (21–
65). We focused on participants’ last Pap test although the
benefit of Pap testing as preventive care is largely through
regular, repeat testing over time. There may also be instances
in which a reported pregnancy occurred within the past year
after the reported Pap test. Some covariates included in this
analysis such as experiences of discrimination also occur
variably over the life span and we were therefore not able to
capture a complete picture of their effect on SMW’s use of
Pap testing.

In addition, our measure of pregnancy history was binary
and did not account for nuanced reproductive health history
data such as gravida and parity or pregnancy outcomes. We
were also unable to include other aspects of obstetric and
gynecological history such as whether pregnancies were
planned or desired, whether participants had received Gar-
dasil�, the vaccine that prevents many types of HPV, or
whether participants had been diagnosed with other gyne-
cologic conditions. These aspects of women’s obstetric and
gynecological history are likely to impact their experiences
with sexual and reproductive healthcare and therefore their
likelihood of receiving cervical cancer screening.

Conclusions and Recommendations

Despite limitations, this analysis provides preliminary
evidence that pregnancy history may be significantly asso-
ciated with SMW’s use of Pap testing. Recommendations for
both clinicians and investigators can be drawn from these
findings. First, health professional schools and clinical in-
stitutions should ensure that all healthcare providers are
trained to recommend and provide comprehensive cancer
screening for SMW. According to recent studies, medical and
nursing schools currently place little emphasis on sexual or
gender minority health.54,55 Therefore, practicing clinicians
must learn best practices for caring for SMW and other sexual
minority populations by independently seeking out relevant
resources that confirm that all persons with a cervix should be
screened for cervical cancer. In addition, findings from this
study suggest that providers may only recommend cervical
cancer screening at visits directly related to reproductive
health (such as pregnancy-related visits). Since SMW may be
less likely to need or use some reproductive health services,
providers should also discuss and encourage cervical cancer
screening at a wider variety of clinical encounters. Tools such
as electronic health records have the potential to increase
screening by generating automated reminders for clinicians
and patients about their next recommended screening. This
may be increasingly important under the most current screen-
ing guidelines, which lengthen the time between recommended
Papanicolaou tests for most people.39

Future studies using longitudinal data are needed to un-
derstand the complex associations between obstetric history
and cervical cancer screening in the context of SMW’s lives.
Importantly, more complete reproductive health history data
such as pregnancy outcomes, plannedness of pregnancies,
diagnosis of reproductive illnesses or conditions, and con-
traceptive use will be important to illuminate which spe-
cific aspects of health history support or limit screening
uptake. In addition, the quality and experience of sexual and
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reproductive healthcare encounters also likely influence
whether an individual will return for routine preventive care.

Future research should also investigate SMW’s choices
about where to seek healthcare. Some sexual minority com-
munities have lower access to healthcare that is safe and
affirming. Others, specifically those who reside in urban en-
vironments, may seek care at clinics that specifically cater to
sexual and gender minority populations where providers may
be more comfortable initiating discussions about sexual
identity and behavior and more knowledgeable about SMW’s
risks and screening needs. Discussing sexual health and
planning for disease prevention may be different experiences
for SMW at these clinics than in other primary or reproduc-
tive healthcare settings.

Finally, future analyses should also test the moderating ef-
fect of age, race/ethnicity, and other demographic factors on
the relationship between pregnancy history and cervical cancer
screening. Investigators can use frameworks that explore the
various ways multiple marginalized identities and overlapping
systems of oppression can ultimately impact the health of
SMW, such as Intersectionality Theory. To develop more
nuanced understandings of the health and healthcare utilization
of SMW, research must begin to conceptualize sexual orien-
tation as one of many intersecting components of individuals’
lives that may influence their use of preventive healthcare.
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