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Delayed Visits for Contraception Due to Concerns
Regarding Pelvic Examination Among Women with History
of Intimate Partner Violence
Hunter K. Holt, MD1 , George F. Sawaya, MD2, Alison M. El Ayadi, ScD2,
Jillian T. Henderson, PhD3, Corinne H. Rocca, PhD2, Carolyn L. Westhoff, MD4, and
Cynthia C. Harper, PhD2

1Department of Family and Community Medicine, University of California, San Francisco, CA, USA; 2Department of Obstetrics, Gynecology &
Reproductive Sciences, University of California, San Francisco, CA, USA; 3Kaiser Permanente Center for Health Research, Northwest, Portland,
Oregon, USA; 4Department of Obstetrics and Gynecology, Columbia University Medical Center, New York, NY, USA.

BACKGROUND: Concern regarding pelvic examinations
may be more common among women experiencing inti-
mate partner violence.
OBJECTIVE: We examined women’s attitudes towards
pelvic examination with history of intimate partner vio-
lence (pressured to have sex, or verbal, or physical abuse).
DESIGN: Secondary analysis of data from a cluster ran-
domized trial on contraceptive access.
PARTICIPANTS:Women aged 18–25 were recruited at 40
reproductive health centers across the USA (2011–2013).
MAIN MEASURES: Delays in clinic visits for contracep-
tion and preference to avoid pelvic examinations, by his-
tory of ever experiencing pressured sex, verbal, or physi-
cal abuse from a sexual partner, reported by frequency
(never, rarely, sometimes, often). We used multivariable
logistic regression with generalized estimating equations
for clustered data.
KEY RESULTS: A total of 1490 women were included.
Ever experiencing pressured sex was reported by 32.4%
of participants, with 16.5% reporting it rarely, 12.1%
reporting it sometimes, and 3.8% reporting it often. Ever
experiencing verbal abuse was reported by 19.4% and
physical abuse by 10.2% of participants. Overall, 13.2%
of participants reported ever having delayed going to the
clinic for contraception to avoid having a pelvic examina-
tion, and 38.2% reported a preference to avoid pelvic
examinations. Inmultivariable analysis,women reporting
that they experienced pressured sex oftenhad significant-
ly higher odds of delaying a clinic visit for birth control
(aOR 3.10 95% CI 1.39–6.84) and for reporting a prefer-
ence to avoid pelvic examinations (aOR 2.91 95%CI 1.57–
5.40). We found no associations between delay of clinic
visits or preferences to avoid a pelvic examination and
verbal or physical abuse.
CONCLUSIONS: History of pressured sex from an inti-
mate partner is common. Among women who have expe-
rienced pressured sex, concern regarding pelvic examina-
t ions is a potential barrier to contraception.

Communicating that routine pelvic examinations are no
longer recommended by professional societies could po-
tentially reduce barriers and increase preventive health-
care visits.

KEY WORDS: pelvic examination; intimate partner violence;

contraception; family planning; sexual abuse; verbal abuse; physical

abuse.
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INTRODUCTION

Pelvic examinations were once required to obtain hormonal
contraception and posed a substantial barrier.1 Reducing bar-
riers to contraceptive access is critical to optimizing person-
centered reproductive healthcare.2 In efforts to reduce barriers
to contraceptive care, the World Health Organization in 1994
stated that combined hormonal oral contraception can be safely
prescribed without a pelvic examination.1 Organizations such
as the Centers for Disease Control and Prevention (CDC) and
other professional medical organizations, including the Amer-
ican College of Obstetricians and Gynecologists (ACOG) in
1996 and the American College of Physicians (ACP), have
echoed this sentiment and expanded it to other hormonal forms
including injectable and implantable methods.2–5 Despite these
recommendations, many providers still require a pelvic exam-
ination prior to prescribing or administering contraception,
creating an unnecessary barrier to access contraception, espe-
cially in vulnerable populations.6,7

Intimate partner violence (IPV) affects millions of people in
the United States (U.S.) and is a preventable and serious public
health problem. IPV is defined by the CDC as abuse or
aggression that occurs in close relationships and can include
physical, sexual, or verbal abuse. Over forty-three million U.S.
women have experienced some form of IPV in their lifetime,
and approximately twenty-two million U.S. women report
some form of sexual violence from an intimate partner in their
lifetime. Of these women experiencing some form of IPV,
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71.1% report first experiencing IPV before the age of 25.8

Women who have experienced IPV report lower rates of
contraceptive use, use of less effective methods, and less
consistent use than those without an IPV history.9,10 Many
studies have investigated the possible factors responsible for
these patterns, but have primarily focused on reasons related to
the IPV such as fear of violence from their partner, challenges
hiding contraception from their partner, or fear of contracep-
tive sabotage from their partner.11–13

Women who have experienced IPV may be especially
concerned about pelvic examinations. Previous research has
found that these examinations can re-traumatize women, and
other studies have found that women with history of IPV
experience more pain and discomfort with the examina-
tion.14–16 Thus, a patient’s desire to avoid pelvic examinations
may represent an important barrier to seeking contraceptive
care among women with history of IPV due to traumatic
experiences. This analysis aims to investigate attitudes to-
wards pelvic examinations among women with a history of
intimate partner related pressure to have sex (pressured sex),
verbal or physical abuse receiving reproductive healthcare
services. We hypothesized that concern regarding pelvic
examinations would be more prevalent among women who
have experienced intimate partner violence.

MATERIALS AND METHODS

Study Design

This secondary data analysis uses baseline questionnaire
data collected during a cluster randomized trial to increase
contraceptive access in 40 family planning and abortion
clinics across the United States.17 In the trial, 20 health
centers were randomly assigned to receive a provider
training in evidence-based contraceptive care including
intrauterine device (IUD) and implant placement; pro-
viders at the other 20 sites acted as controls with usual
standard practice. Fifteen hundred women aged 18–25
were enrolled in the study and were followed for one
year. Patients receiving either family planning or abortion
care were recruited if they were receiving contraceptive
counseling and not desiring pregnancy in the next
12 months. Data were collected between 2011 and 2013.
The study was approved by the University of California,
San Francisco Institutional Review Board and the Allen-
dale Investigational Review Board, Old Lyme, CT.
Measurements. The study outcome was whether the
participant had ever delayed a clinic visit for contraception
to avoid a pelvic examination, as evaluated with the following
question: “In the past, I have put off going to the clinic for birth
control because I did not want to have a pelvic examination”
(yes/no). We also investigated an additional survey item to

understand preferences towards pelvic examinations: “Unless
I have symptoms of something wrong, I would rather not have
a pelvic examination when I visit a clinic for birth control”
(yes/no). Of note, in the survey, the term “pelvic examination”
was not defined for participants. The independent variables of
interest were history of pressure to have sex, verbal abuse, or
physical abuse, reported by frequency (never, rarely,
sometimes, often). These survey items were based on prior
studies investigating IPV in diverse populations.18–21

Furthermore, these survey questions investigating different
forms of IPV were asked together and were in reference to
previous sexual partners. Pressured sex was measured with the
question “How often has a sexual partner ever pressured you
to have sex?” Verbal abuse was measured with the question
“how often has a sexual partner threatened to leave you, called
you names, or sworn at you?”. Physical abuse was measured
with the question “How often has a sexual partner ever beaten
you up, thrown something at you, or hit, pushed, slapped,
kicked, or choked you?”
We assessed an interaction with age and abuse types.

For purposes of interaction analyses, abuse types were
dichotomized to yes (“rarely,” “sometimes,” “often”)/no.
Age was dichotomized to 17–20 years of age and those
21 years of age and older for our interaction analyses
because women 21 and older should be undergoing rou-
tine cervical cancer screening and will have likely expe-
rienced a pelvic examination as the U.S. Preventive Serv-
ices Task Force (USPSTF) began recommending screen-
ing beginning at age 21 in its 2012 recommendations.

Analysis. The analysis population included all participants
responding to the study outcome variables for delay of
clinic visits due to concern regarding pelvic examination
(n = 1490) and preference to avoid pelvic examination
(n = 1486). We used Pearson’s chi-squared testing in bi-
variate analyses, and then multivariable generalized esti-
mating equations for clustered data, with a logit link, to
examine the associations of each abuse variable with the
outcome variables, delaying a clinic visit to avoid an
examination and pelvic examination preferences. Multi-
variable analyses regarding delayed clinical visits due to
pelvic examinations and pelvic examination preferences
included all abuse types and the following covariates: age,
race/ethnicity, nulliparity, health insurance, and practice
setting, which were selected a priori as possible confound-
ers, and trial arm to account for the study design. We also
estimated a model to investigate the potential for statisti-
cal interaction between age and abuse types and effect on
delay of clinical visits.
All analyses were performed with STATA 16, and we

considered differences at the p < 0.05 level as statistically
significant.
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RESULTS

Participant Characteristics

Of the 1490 participants in the study, the mean age was 21.5
(SD 2.2 years). Half (49.6%) self-identified as White, 27.2%
as Latina/Hispanic, 14.8% as Black, and 8.4% as Asian/other.
Eighty percent had completed high school. Only 6.1% were
currently married. 27.3% of the participants had Medicaid/
state insurance, 29.8% had private insurance, 38.0% did not
have any form of insurance, and 4.9% did not know if they had
insurance. 70.7% of participants were nulliparous. Fifty-seven
percent of the participants were seen in a family planning
clinic while the rest were seen in an abortion clinic. Finally,
53.5% of the participants were in the intervention arm of the
original cluster randomized trial (Table 1).
Almost one-third (32.4%) reported ever experiencing pres-

sure from a sexual partner to have sex. Overall, 16.5%
reported they had experienced pressured sex rarely, 12.1%
reported it sometimes, and 3.8% reported it often. About
20% responded ever experiencing a sexual partner threaten
to leave them, called them names, or sworn at them. 9.0%
reported experiencing it rarely, 7.1% reported sometimes, and
3.3% reported often. 10.2% reported ever experiencing

physical abuse from a sexual partner. 5.4% reporting rarely
experiencing physical abuse, 3.6% reporting experiencing
sometimes, and 1.2% reporting experiencing physical abuse
often.

Relationship Between Intimate Partner
Violence and Delaying Clinic Visits to Avoid
Pelvic Examination

Overall, 13.2% (n = 196) of the sample reported that they had
delayed a clinic visit to avoid having a pelvic examination. In
bivariable analyses, of the types of abuse we examined, only
pressured sex was significantly associated with ever delaying a
clinic visit to avoid pelvic examination (p < 0.001). Verbal
abuse and physical abuse were not associated with clinic
delays (p = 0.39; p = 0.29, respectively) (Table 2).
In adjusted models, the odds of delaying going to clinic

to avoid a pelvic examination was 76% higher among
women reporting pressured sex rarely (aOR 1.76 95% CI
1.31–2.37), compared to participants who had never ex-
perienced pressured sex. Odds were 210% higher among
women reporting pressured sex often (aOR 3.10 95% CI
1.39–6.93), and odds were elevated for those reporting
pressured sex sometimes (aOR 1.53 95% CI 0.96–2.43),

Table 1 Characteristics of Participants

Total Ever delayed clinic visit to avoid pelvic exam

Yes No p value¥

Sociodemographic characteristics N = 1490 (%) N = 196 (%) N = 1294 (%)
Age, mean (SD) 21 (SD ± 2.2) 22 (SD ± 2.1) 21 (SD ± 2.2) 0.01
Race
White 744 (49.6) 129 (65.8) 613 (47.4) < 0.001
Hispanic 408 (27.2) 33 (16.8) 371 (28.7)
African American 222 (14.8) 21 (10.7) 199 (15.4)
Asian/other 126 (8.4) 13 (6.6) 111 (8.6)

Education
Less than high school 102 (6.9) 15 (7.7) 86 (6.7) 0.44
High school degree/GED 878 (59.0) 103 (53.1) 770 (59.8)
Some college 314 (7.5) 46 (23.4) 266 (20.6)
College degree or more 195 (13.6) 30 (15.3) 165 (12.8)

Currently married (n = 1486) 90 (6.1) 12 (6.2) 78 (6.1) 0.95
Health insurance type (n = 1490)
Medicaid or state 409 (27.3) 41 (20.9) 366 (28.3) 0.10
Private 447 (29.8) 70 (35.7) 377 (29.1)
None 570 (38.0) 74 (37.8) 491 (37.9)
Do not know 74 (4.9) 11 (5.6) 60 (4.6)

Practice setting
Family planning 852 (56.8) 100 (51.0) 748 (57.8) 0.07
Abortion clinic 648 (43.2) 96 (49.0) 546 (42.2)

Study arm
Control arm 698 (46.5) 94 (48.0) 599 (46.3) 0.66
Intervention arm 802 (53.5) 102 (52.0) 695 (53.7)

Reproductive and sexual history
Unless symptoms, prefer to not have a pelvic examination
No 918 (61.8) 43 (21.9) 874 (67.9) < 0.001
Yes 568 (38.2) 153 (78.1) 414 (32.1)

Ever had a pelvic exam
No 277 (18.7) 38 (19.7) 238 (18.5) 0.18
Yes 1064 (71.8) 144 (74.6) 920 (71.6)
Do not know 140 (9.5) 11 (5.7) 127 (9.9)

Nulliparous (n = 1489) 1052 (70.7) 154 (79.4) 894 (69.5) 0.02

¥Pearson’s chi-squared test
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though shy of significance. No significant statistically
associations were found for verbal abuse or physical
abuse. Nulliparous women were found to have higher
odds of delaying clinic visits compared to parous women
(aOR 1.60 95% CI 1.04–2.44). Finally, African American
and Latina/Hispanic participants were less likely to delay
a pelvic examination in comparison to white participants
(aOR 0.46 95% CI 0.32–0.66 and aOR 0.49 95% CI 0.38–
0.64, respectively) (Table 3).
In addition, we found no evidence of interaction between

abuse forms and age (not shown).

Preferences for Pelvic Examination During
Contraceptive Visits

Overall, 38.2% (n = 568) of the participants reported that
they would not want to have a pelvic examination during
clinical visits for contraception. In bivariable analyses, of
the types of abuse we examined, only pressured sex was
significantly associated with participants preferring not to
have a pelvic examination (p = 0.002). Verbal abuse and
physical abuse were not associated with preferences for
not having a pelvic examination (p = 0.92; p = 0.56,
respectively).
In models evaluating preferences for not having a pel-

vic examination during clinic visits for contraception, we
found 63% higher odds of not wanting an examination
among women reporting pressured sex sometimes (aOR
1.63 95% CI 1.11–2.38) and 191% higher odds among
women reporting pressured sex often (aOR 2.85 95% CI
1.58–5.40) as compared to women that have never expe-
rienced pressured sex (Supplemental Table 1).

Table 3 Delaying Clinical Visit for Contraception due to Not
Wanting a Pelvic Examination in Women with History of Physical,

Sexual, or Verbal Abuse (N = 1474)

Delayed clinic visit for pelvic
exam

Predictor aOR (95% CI)* p value

History of pressured sex
Never 1.00 REF
Rarely 1.76 (1.31–2.37) < 0.001
Sometimes 1.53 (0.96–2.43) 0.07
Often 3.10 (1.39–6.84) 0.005

History of verbal abuse
Never 1.00 REF
Rarely 0.56 (0.30–1.03) 0.06
Sometimes 1.12 (0.61–2.07) 0.71
Often 1.04 (0.37–2.94) 0.93

History of physical abuse
Never 1.00 REF
Rarely 1.12 (0.57–2.24) 0.74
Sometimes 0.42 (0.17–1.07) 0.07
Often 0.19 (.02–1.76) 0.14

Age 1.10 (1.00–1.21) 0.04
Race/ethnicity
White 1.00 REF
African American 0.64 (0.41–1.00) 0.050
Latina/Hispanic 0.51 (0.35–0.74) < 0.001
Asian/other 0.55 (0.27–1.12) 0.10

Insurance Status
Private insurance 1.00 REF
Medicaid 0.89 (0.53–1.45) 0.62
No Insurance 0.99 (0.70–1.40) 0.96
Do not know 1.17 (0.58–2.37) 0.66

Prior pregnancy history
History of parity 1.00 REF
Nulliparous 1.60 (1.04–2.44) 0.03

Practice setting
Family planning site 1.00 REF
Abortion clinic 1.31 (0.95–1.82) 0.10

Study arm
Control arm 1.00 REF
Intervention arm 0.93 (0.66–1.31) 0.70

aOR, adjusted odds ratio; CI, confidence interval
*Adjusted for all variables included in table

Table 2 Histories of Abuse by Type

Total Ever delayed clinic visit to avoid pelvic exam

Yes No p value¥

History of abuse types N = 1490 (%) N = 196 (%) N = 1294 (%)

History of pressured sex*
Never 1010 (67.7) 109 (55.9) 895 (69.4) < 0.001
Rarely 246 (16.5) 45 (23.1) 201 (15.6)
Sometimes 180 (12.1) 28 (14.4) 151 (11.7)
Often 56 (3.8) 13 (6.7) 42 (3.3)

History of verbal abuse*
Never 1203 (80.6) 156 (80.0) 1041 (80.7) 0.39
Rarely 135 (9.0) 14 (7.2) 120 (9.3)
Sometimes 106 (7.1) 19 (9.7) 87 (6.7)
Often 49 (3.3) 6 (3.1) 42 (3.3)

History of physical abuse*
Never 1341 (89.9) 174 (89.2) 1159 (89.9) 0.29
Rarely 80 (5.4) 15 (7.7) 65 (5.0)
Sometimes 53 (3.6) 5 (2.6) 48 (3.7)
Often 18 (1.2) 1 (0.5) 17 (1.3)

¥Pearson’s chi-squared test
*Please see the “Measurements” section for survey questions
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DISCUSSION

Principal Findings

In this study, approximately a third of the young women
reported ever experiencing sexual coercion or pressure to have
sex against their will which is higher than reported national
prevalences.8 These women that experienced pressure to have
sex were more likely to report having delayed clinical visits for
contraception to avoid a pelvic examination and were more
likely to not want a pelvic examination when visiting a clinic
for contraception. Prior research has shown that fear of pelvic
examinations may lead younger women to delay or avoid
obtaining oral contraception, and our findings indicate that
this effect is even more dramatic in women with history of
pressured sex.22 Furthermore, our results are aligned with
other research regarding history of sexual abuse and the pelvic
exam which has found that women with a history of sexual
violence are more likely to find the pelvic examination dis-
tressing, embarrassing, or frightening, and are more likely to
experience more pain during the actual exam.14,15 Previous
research has shown that women who have experienced IPV
are more likely to delay clinical visits in general.23 Our re-
search provides potential insight into one reason women with
IPV may delay clinical visits: a preference for avoiding a
pelvic examination.

Clinical Implications

Our findings are important in context, as they suggest that
young women experiencing IPV, who may already have lim-
ited access to contraception or use contraception inconsistent-
ly, also face barriers to care from healthcare providers and
healthcare system.9,10 Despite recommendations that many
contraception types do not require pelvic exams, providers
who require a pelvic examination before providing contracep-
tion create a barrier for vulnerable women who have experi-
enced pressured sex. These healthcare barriers could poten-
tially stand in the way of pregnancy prevention and increase
overall health risks for patients.6,24 These results further sup-
port the importance of removing requirements for pelvic ex-
amination for contraceptive access in all healthcare settings.
Healthcare providers and systemsmay need to be evaluated on
this practice as a key quality indicator.
In addition to an absence of clinical justification for pelvic

examinations to determine medical eligibility for contracep-
tion, the importance of this examination for routine preventive
screening to prevent disease is also questionable. Currently,
the ACP and the American Academy of Family Physicians
(AAFP) recommend against performing pelvic examinations
in asymptomatic, non-pregnant women.4,25 The USPSTF
states there is insufficient evidence to make a recommendation
regarding routine pelvic examinations.26 Finally, ACOG
believes routine pelvic examinations should be performed
when indicated by medical history and symptoms, but can
also be a shared decision between providers and patients.27

Despite these guidelines, many physicians continue to perform
unnecessary pelvic examinations, especially in younger pop-
ulations.7,28,29 Many young women with history of IPV may
be avoiding preventive clinic visits because they are worried
that the visit may include a pelvic examination. This could be
one potential reason for the decline in adequate cervical cancer
screening over the past two decades.30 Communicating to
women ages 30 and older with a history of IPV that cervical
cancer screening can be done every 5 years with either cytol-
ogy and high-risk human papillomavirus (hrHPV) testing (co-
testing) or hrHPV testing alone could potentially increase
preventative visits and adequate cervical cancer screening.
Our study did not find any relationship between histories of

physical or verbal abuse and delay of clinic visits for contra-
ception, which is in line with previous findings that women
with history of physical abuse and verbal abuse are not any
more or less likely to seek preventative healthcare services.31–
33

Limitations and Implications for Research

Our study had limitations. A pelvic exam, as defined by
ACOG, can include visualization, insertion of the speculum,
bimanual exam, and/or rectovaginal inspection.27 The ques-
tions used in this study did not specifically define the com-
ponents of a pelvic exam. Thus, exactly what specific aspect
of the pelvic examination might cause women to delay
clinical visits is not known, or whether it is a more general
reaction. Further research could investigate whether specific
aspects of the pelvic exam are most uncomfortable for
women. Second, our questionnaire only probed questions
directly related to previous sexual partners, and did not elicit
childhood physical, sexual, or verbal abuse, which may
have a different effect on patient’s views on pelvic exami-
nations. Further studies could work to better understand the
effects of childhood trauma. Third, this study included par-
ticipants who were already present at a healthcare facility
where they received either family planning or abortion care
services. These study participants had already overcome
their concerns and come to clinic, so our results are not
generalizable to women who do not make it to clinic. Our
study likely underestimates the effects of pressured sex and
concerns about pelvic examination. Also, while pressured
sex was investigated in a series of questions related to IPV,
there is the possibility for interpretation of the question to
reflect normal responsive/reactive sexual desire among
those in long-term relationships. Future studies should in-
vestigate other domains of sexual abuse and the effects on
attitudes towards pelvic examinations. Additionally, the
questionnaire collected cross-sectional data, so we are un-
able to establish temporality. Finally, this was not a pre-
specified secondary data analysis of a cluster randomized
trial; thus, a type I error is possible, though our p values for
our significant findings are p value 0.005 to < 0.001 which is
well under an adjusted p value for multiple comparisons.
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CONCLUSIONS

In conclusion, our analysis found that pressured sex is very
common and that the pelvic examinations are a specific
healthcare-related barrier to care in patients with history of
IPV that could serve as a barrier to contraception and other
reproductive healthcare. Despite professional recommenda-
tions, many healthcare providers continue to perform unnec-
essary pelvic examinations which contributes to an assump-
tion by patients that a pelvic exam is necessary to obtain
effective contraception or other needed reproductive health-
care services.29 Communicating to the public and providers
that routine pelvic examinations are no longer recommended
by professional societies for contraception or routine preven-
tive healthcare visits could potentially remove barriers and
increase preventive healthcare visits for these women.
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