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Disease Control and Prevention Healthy People 2030 
aims to increase the proportion of women ages 21 to 65 
participating in cervical cancer screening to 84.3% [3]. 
Most cervical cancer cases occur in never screened or 
under-screened individuals such as undocumented citi-
zens, under-represented minorities, the underinsured, 
and victims of intimate partner violence (IPV) [4–6].

IPV affects 20–30% of women in the United States and 
has been associated with lower rates of cervical cancer 
screening and increased risk of cervical cancer (adjusted 
relative risk [aRR] = 4.28; 95% CI 1.94, 18.39) [7]. Women 
who have experienced IPV encounter a higher number 
of negative social determinants of health. These factors 
have been linked to cervical cancer and include lacking 

Introduction
Cervical cancer is the fourth most common cancer in 
females worldwide and is preventable through cervi-
cal cancer screening programs [1]. In 2021, 72.4% of all 
eligible individuals in the United States were up-to-date 
on their cervical cancer screening [2]. The Centers for 
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Abstract
Intimate partner violence affects 20–30% of women in the United States. Disparities in routine cervical cancer 
surveillance have been demonstrated in certain populations, including victims of intimate partner violence (IPV). 
This study examined and assessed the acceptability of high-risk HPV (hrHPV) self-collection among individuals 
who have experienced IPV. We conducted an observational study using qualitative data collection and analysis. We 
interviewed individuals with a history of IPV and who currently reside in Oregon. This study identified key themes 
describing knowledge and attitudes towards cervical cancer screening for individuals who have experienced IPV. 
They include: guideline knowledge, prior office-based cervical cancer screening experience, barriers to cervical 
cancer screening, at-home hrHPV self-collection experience, and testing confidence. Participants experienced fewer 
barriers and expressed increased comfort and control with hrHPV self-collection process. Individuals with a history 
of IPV have lower rates of cervical cancer screening adherence and higher rates of cervical dysplasia and cancer 
than other populations. The patient-centered approach of hrHPV self-collection for cervical cancer screening can 
reduce barriers related to the pelvic exam and empower patients to reduce their risks of developing cervical cancer 
by enabling greater control of the testing process.
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health insurance coverage, living in poverty, having lim-
ited education, facing challenges in finding employment, 
and having reduced access to transportation [8]. An indi-
vidual who has encountered IPV or whose past has led 
to feelings of embarrassment around pelvic exams might 
forego screening or experience notable distress during 
an examination, potentially being retraumatized by the 
experience [5, 9].

High-risk human papillomavirus (hrHPV) self-collec-
tion can reduce barriers and increase uptake of cervical 
cancer screening among under-screened women [6, 10, 
11]. According to the National Cancer Institute there are 
12 high-risk HPV types that have been associated with 
cancer including cervical cancer [12]. HrHPV self-collec-
tion uses a simple collection device (e.g., a brush or swab) 
to obtain cervicovaginal cells to test for hrHPV infection. 
HrHPV self-collection testing has comparable sensitiv-
ity and specificity to clinician-collected samples for the 
detection of high-grade cervical precancerous lesions 
[13, 14]. Self-collection eliminates the need for an office 
visit and pelvic exam. If hrHPV is detected, individuals 
can proceed to clinic-based follow-up care. Research has 
already shown that in under-screened individuals from 
low-income backgrounds, the distribution of mailed self-
collection kits for hrHPV resulted in greater uptake of 
cervical cancer screening [15, 16]. There are no published 
studies on the role for hrHPV self-collection among indi-
viduals with a history of IPV. This study explores per-
spectives on clinic-based cervical cancer screening and 
attitudes towards self-collection for hrHPV among indi-
viduals who have experienced IPV.

Methods
We conducted an observational study using qualitative 
data collection and analysis. We interviewed individuals 
who had a history of IPV residing in Oregon. Our study 
was approved by the Oregon Health and Science Univer-
sity (OHSU) Institutional Review Board. All participants 
provided written informed consent prior to enrollment 
in the study. In addition, all enrolled participants pro-
vided informed verbal consent prior to beginning the 
interviews. The research team included four members 
consisting of two OB/GYN physicians, one Gynecologic 
Oncology physician, one premedical student, and one 
Ph.D. health services researcher.

Participants
Participants were recruited via healthcare provider 
networks, the OHSU Women’s Health Research Unit 
(WHRU) Newsletter and from prior participants in 
WHRU studies. To be eligible, participants met the fol-
lowing criteria: (1) individuals with a cervix who are 
eligible for primary hrHPV testing (age 25 and older) 
according to national cervical cancer screening guidelines 

[17]; (2) self-identify as having a history of IPV, sexual 
abuse, or sexual trauma; (3) have access to a smartphone, 
tablet, or computer with video capability; (4) English 
speaking; and (5) reside in the state of Oregon. All partic-
ipants were mailed a hrHPV self-collection kit after com-
pleting the intake survey and the electronic consent in 
the Research Electronic Data Capture (REDCap) secure 
web application [18]. Results were available one week 
after completion of the self-collection kit. No partici-
pants had prior experience with hrHPV self-collection. 
Participants and the research team met for the first time 
during the interview. All participants were compensated 
for their time via a ClinCard debit card. Participants were 
given $10 for completing the consent and demographic 
survey, $40 for completing the hrHPV self-collection and 
$50 for participating in an interview.

Data Collection
Data were collected through interviews with participants 
and a survey (Appendix A). Once recruited and con-
sented, participants completed a brief demographic sur-
vey via REDCap [18] and were subsequently scheduled 
for an interview. Interviews were conducted between 
October 2022 and May 2023. An OB/Gyn physician (RM) 
and Ph.D. health services researcher (JC) with expertise 
in qualitative research conducted all interviews virtu-
ally using a semi-structured interview guide (Appendix 
B). No repeat interviews were conducted. Interviews 
were performed virtually through Webex, a secure, 
encrypted virtual platform. All interviews were audio and 
video recorded. No one other than two members of the 
research team and the participant was present during an 
interview.

The interview guide, consisting of nine questions, was 
developed using the socio-ecological model to explore 
the interaction of individual, social, organization, and 
community level factors affecting cervical cancer screen-
ing among study participants [19]. Individual level fac-
tors included knowledge, attitude, and perceived value 
of cervical cancer screening and hrHPV self-collection. 
Social level factors included social support provided by 
family, partners, or friends. Organizational level factors 
explored the patient-provider relationship, including 
provider knowledge and sensitivity providing cervical 
cancer screening to individuals who have experienced 
sexual trauma and perceptions and the exam environ-
ment, specifically preferences for cervical cancer screen-
ing at a clinic versus an individual’s home. Community 
level factors probed access to cervical cancer screening 
including clinic location, workplace flexibility, insurance 
status, and transportation. Policy level factors were not 
explored. Two questions addressed general cervical can-
cer screening knowledge (individual level factors); two 
questions addressed prior experience with office-based 
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cervical cancer screening (organizational level factors); 
and the remaining five questions were open-ended focus-
ing on the hrHPV self-collection experience and pre-
ferred cervical cancer screening method (individual, 
social support, organizational, and community level fac-
tors). Interviews lasted an average of 32 min. Each inter-
view was transcribed verbatim, de-identified, and verified 
for accuracy prior to analysis by a team member. We did 
perform member checking with participants, which is a 
process used in qualitative research to ensure the validity 
of the results.

Qualitative analysis
Taguette (version 1.41) [20], a qualitative software pro-
gram, was used to organize qualitative data. We drew 
upon grounded theory, conducting and analyzing inter-
views until we reached thematic saturation, defined as 
the point at which no new themes repeat/reoccur [21]. A 
comparative, iterative, and interactive method, grounded 
theory follows a cyclical research process of collecting, 
analyzing, and coding data, memo-writing and theoreti-
cal sampling to the point of saturation, where no new 
ideas, theories or constructs emerge [22]. Application of 
grounded theory ensured the research team was open to 
all possible theoretical understandings, developed inter-
pretations through the process of simultaneous data 

collection, coding and categorizing the data, and had a 
system to develop, check and refine theoretical categories 
[23–27]. First, two team members (JC and RM) coded the 
transcripts together. Our multidisciplinary team created 
a codebook using an inductive approach. Next, the study 
team discussed and refined the codebook, recoding, and 
adding new codes as needed. Emergent themes were 
derived from the data. The two researchers discussed 
variations in interpretation and application of codes 
until agreement was reached. We categorized themes by 
micro, macro, and meta-level themes. Using this organi-
zational structure, we presented our results in a thematic 
analysis memo.

Results
Sixteen interviews were conducted between October 
24th, 2022 and May 30th, 2023. No enrolled participants 
withdrew from the study and all completed the demo-
graphic survey (Table  1). The median age was 34.5. Fif-
teen of the sixteen participants (94%) identified as female 
and one identified as non-binary. 81% identified as white, 
43% identified as single, and 43% as married or living 
with a partner. All participants successfully collected 
a vaginal specimen sufficient to test for the presence or 
absence of high-risk HPV. 3/16 participants had the pres-
ence of high-risk HPV.

We identified five macro level themes that included: 
screening guideline knowledge, prior office-based cervi-
cal cancer screening experience, barriers to screening, 
hrHPV self-collection experience, and testing confidence. 
(See Fig.  1) Themes and exemplar quotations from par-
ticipants are highlighted in Table 2.

Theme 1: screening guideline knowledge and HPV 
awareness
Theme 1 pertains to the participants’ comprehension of 
cervical cancer screening guidelines. Participants were 
globally confused about screening guidelines: age to 
begin screening, frequency of screening, and who needs 
screening. Several participants lacked knowledge about 
hrHPV, particularly confusion about sexual activity and 
its associated risk for HPV.

Theme 2: prior cervical cancer screening experience: 
discomfort, pain, fear, and the importance of 
communication
Theme 2 focused on prior experiences with cervical can-
cer screening. Respondents described experiences that 
created a positive exam environment and also examples 
of feeling pain, fear, and discomfort. Theme 2 highlights 
the influence of physical pain (secondary to instruments 
used in the exam, as well as difficulties with entering the 
vagina) and emotional pain (feelings of being minimized 
or dismissed by their provider). Fear was associated with 

Table 1  Demographic information of respondents (n = 16)
Characteristic N (%)
Age
(21–30) 4
(30–40) 9
(40–50) *Eldest participant was 50 years old 3
Race/ethnicity (all that apply)
Black or African 1
White 13
American Indian/Alaska Native 1
Asian 2
Native Hawaiian or Pacific Islander 0
Other
Hispanic or Latinx 2
Gender
Female 15
Male
Transgender
Non-binary/non-conforming 1
Other
Relationship Status
Married or living with a partner 7
Widowed
Divorced 2
Separated
Single 7
Do not wish to answer
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the exam and receiving an abnormal result. Discomfort 
stemmed from vulnerability associated with the exam, 
including the nature of the physical exam, the pace of the 
exam, and the number of people in the exam room.

Participants emphasized the importance of a provider’s 
communication and word choice during the visit. Par-
ticipants remarked about feeling vulnerable and their 
perceived lack of control. Embedded in theme 2 is the 
patient-provider relationship which can be damaged or 
strengthened through a provider’s communication style 
and bedside manner. For example, one participant stated, 
“She was, like, explaining to me what she was doing and 
checking in to see how I was feeling, if things cause pain, 
and let me know when it was going to be inserted and 
so it was just a lot more helpful to be taken really slowly 
and I felt like I could trust her a lot more because she was 
being very transparent about every single thing in an area 
of my body that’s very hard for me to let other people 
around and so I felt like that just helped build my trust.” 
We found that participants who felt that their providers 
practiced trauma-informed care, had providers who cre-
ated a safe space that made participants feel more com-
fortable and included explaining and slowing the pace of 
the exam. Conducting trauma-informed exams involves 

prioritizing patients’ feelings of safety, control, and 
choice [28]. Several participants commented on the value 
of providers acknowledging the abuse and the difficulties 
that cervical cancer screening poses as important factors 
for improving the experience.

Theme 3: barriers to clinic-based cervical cancer screening
Theme 3 revealed individual and health system level 
barriers to clinic-based cervical cancer screening. Indi-
vidual level barriers focused mainly on discomfort, fear, 
poor communication from a prior provider, a history of 
IPV, insurance status, transportation, and clinic loca-
tion as reasons for delaying or forgoing screening. One 
participant shared, “There’s also a fear of people walk-
ing through the door. There’s a lot of fears in that, but 
also being in the hands of somebody else is very similar 
to being in the hands of somebody else who you didn’t 
consent to.” Another participant said, “It’s very uncom-
fortable so that, for me it is definitely enough to cause a 
hesitation and try to put it out as far as I can or procras-
tinate.” Health system barriers, including being uninsured 
and not having a primary care provider, were identified 
by multiple participants as significant obstacles.

Fig. 1  hrHPV Self Collection Themes
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Theme 4: at-home hrHPV self collection experience: 
convenience, control, and comfort
Theme 4 is about a person with a history of IPV’s experi-
ence juxtaposed with the hrHPV self-collection process. 
Topics embedded within theme 4 are control, flexibil-
ity, convenience, ease-of-use, and personal safety. Par-
ticipants in our study expressed a strong preference for 
at-home hrHPV self-collection as a method for cervical 
cancer screening, with 87.5% of participants preferring 
self-collection over provider-collected screening. Having 
complete control of the testing process was identified as 
the single most important benefit of hrHPV self-collec-
tion. One participant stated, “You don’t have to go some-
where. You don’t have to deal with another person. It’s 
less invasive in my opinion. It was simple and easy to 
do.” Participants also noted convenience, ease of use, pri-
vacy, and lack of discomfort during the self-collection 
process as reasons they preferred it. Another participant 
said, “I didn’t have to worry about catching a bus to go 
down there and make an appointment and being late 
and everything else. It is a lot more flexible; I can just 
do it on my own without anybody else around.” Notably, 

aforementioned barriers to screening were alleviated 
with hrHPV self-collection including pain, mistrust, lack 
of control, and privacy.

Theme 5: testing confidence: belief in self-collection as a 
valid screening method
Theme 5 addressed how participants felt about self-
collection results. A common concern among partici-
pants was not collecting correctly, and that test results 
were inaccurate. Embedded within theme 5 is that some 
respondents desire the opportunity to connect with a 
provider as part of the self-collection experience. We 
identified uncertainty of follow-up for an abnormal test 
result as a concern. Accessibility and the timely avail-
ability of results were identified as positive aspects of 
self-collection.

Discussion
Five macro level themes describing knowledge and atti-
tudes towards prior office-based and self-collection 
cervical cancer screening for individuals who have expe-
rienced IPV were identified. Results revealed suboptimal 

Table 2  Themes and exemplar quotations from respondents
Theme Exemplar Quotation
Screening 
Guideline 
Knowledge

“I didn’t understand a whole lot about it.” (Respondent 2)
“So, for me, it really just comes down to, they said I have to test. I’m going to test, but I don’t know why.” (Respondent 1)
“Nothing. I knew nothing.” (Respondent 11)

Prior office-
based cervical 
cancer screen-
ing experience

“She was, like, explaining to me what she was doing and checking in to see how I was feeling, if things cause pain, and let me know 
when it was going to be inserted and so it was just a lot more helpful to be taken really slowly and I felt like I could trust her a lot 
more because she was being very transparent about every single thing in an area of my body that’s very hard for me to let other 
people around and so I felt like that just helped build my trust.” (Respondent 7)
“And then it sometimes feels very abrupt and then rushed and distancing when the provider finishes and it’s like, here’s a pad, here’s 
a washcloth.  Phrases like ‘clean yourself up’ are just not good. Take a moment to take however long you need to take care of yourself 
feels so much better than, clean yourself up. Using more specific language, like relaxing is really abstract, using more specific lan-
guage can really help. I noticed you’re breathing really deeply, keep that up. That felt encouraging. It felt affirming.” (Respondent 4)
“In these cases, I have known them (provider), but they’re still a stranger to me. I don’t hang out with them. I’m not intimate with 
them. I don’t have sex with them. Yeah, I don’t engage in intimate activities with this person who’s into my intimate body parts. It is 
awkward because we wouldn’t do that with any other stranger.” (Respondent 1)

Barriers to 
screening

“There’s also a fear of people walking through the door. There’s a lot of fears in that, but also being in the hands of somebody else is 
very similar to being in the hands of somebody else who you didn’t consent to.” (Respondent 1)
“I didn’t have insurance. I didn’t have a provider, so there were probably many years, especially in my young adulthood, where I 
didn’t have access to that, or at least know how to access that.” (Respondent 4)
“The ability to take off work and to get to a clinic honestly been the biggest thing - lack of time off and no clinics near me. It’s not 
like I can run and get it done on a lunch break. I have to also factor in it’s about an hour each way on public transit.” (Respondent 10)

At-home hrHPV 
self-collection 
experience

“It’s nice that I don’t have to interact with another person and tell them why it’s a hard experience for me. It’s just a routine proce-
dure and I get that, but, for me, it’s not.” (Respondent 7)
“You don’t have to go somewhere. You don’t have to deal with another person. It’s less invasive in my opinion. It was simple and 
easy to do.” (Respondent 2)
“I didn’t have to worry about catching a bus to go down there and make an appointment and being late and everything else. It is a 
lot more flexible; I can just do it on my own without anybody else around.” (Respondent 2)

Testing 
Confidence

“I always wonder is it going to give me like a real result? Can it really know if I’m doing this right?” (Respondent 5)
“Just doing self-collection kits in general, did I do it right? Did I get enough of whatever they needed on this thing for them to be 
able to test it accurately? I guess that’s the only kind of concern that I have.” (Respondent 7)
“After the self-collection process, I’m still left with this sense of can I trust these results?” (Respondent 4)
“The only thing that would bother me is if there was any slight delay of between getting that result and talking to a doctor.” (Re-
spondent 14)
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knowledge about cervical cancer screening guidelines, 
individual and system level barriers to screening, and a 
strong preference among individuals with a history of 
IPV for hrHPV self-collection. Despite this preference, 
we identified a need for patient education and assurance 
around specimen collection and test result accuracy.

Knowledge about cervical cancer screening guide-
lines is a challenge to cervical cancer screening guideline 
adherence and is experienced by many populations [29, 
30]. In one U.S. study, the primary reason for not being 
up-to-date was not knowing that screening was needed 
[31]. Previous studies also documented poor cervical 
cancer screening knowledge in sexual trauma survi-
vors [32, 33]. In addition to screening-based knowledge, 
knowledge of hrHPV, a critical factor in the development 
of cervical dysplasia and cancer, was also suboptimal in 
our study population. Several studies have found that 
many women have low levels of HPV knowledge, includ-
ing knowledge of risk factors, disease management, and 
cancer risks [34]. Changing guidelines may make it dif-
ficult for patients to stay up-to-date. In 2021, the national 
cervical cancer screening guidelines were updated and 
now recommend a Pap test every 3 years for average-risk 
women aged 21–65 [30]. Women aged 30–65 are advised 
to receive a Pap test alone every 3 years, a high-risk HPV 
test alone every 5 years, or co-testing (a high-risk HPV 
test and a Pap test) every 5 years [35]. Prior studies have 
demonstrated that implementing cervical cancer educa-
tional interventions can increase participation in screen-
ing programs [36, 37]. Regardless of screening modality, 
increasing knowledge regarding cervical cancer screen-
ing will help increase screening rates [37–39].

Office-based cervical cancer screening consists of a 
patient undressing, the lithotomy position (patient is 
supine with their legs separated, flexed, and supported in 
foot/leg rests), introduction of a speculum into the vagina 
to visualize the cervix, and a bimanual exam (one hand 
on lower abdomen and two fingers in the vagina to pal-
pate the uterus and ovaries). A personal history of trauma 
or a traumatic prior pelvic exam can have a lasting nega-
tive effect on future cervical cancer screening and some 
respondents endorsed feelings of traumatization dur-
ing office-based visits; conversely, positive office-based 
experiences can improve patient-provider relationships 
and reduce fear around future exams [40]. Prior trauma 
can affect an individual’s stress response, sense of safety, 
perception of control and has been associated with pel-
vic exam avoidance [41]. Theme 2, prior cervical can-
cer screening experience: discomfort, pain, fear, and the 
importance of communication highlights the lack of a 
sense of safety and the desire for some amount of control. 
By taking a more trauma-informed approach, providers 
can create a safe space, explain each step of the exam, 
and give some sense of control back to the patient. A 

trauma-informed approach to cervical cancer screening 
can address complex barriers for those with a history of 
IPV and others who avoid cervical cancer screening [40]. 
Trauma-informed approaches should be incorporated 
into medical training for all health care professionals. 
Trauma-informed care is grounded in an understanding 
and responsiveness to the impact of trauma, that empha-
sizes physical, psychological, and emotional safety and 
creates opportunities for survivors to rebuild a sense of 
control and empowerment [42].

Our study identified several other barriers to cervical 
cancer screening in this population including financial 
costs, insurance status, transportation, time off work, and 
challenges with scheduling. Many of these barriers are 
not unique to the IPV population and have been found 
to be present across many different populations [5]. In a 
U.S. based study of uninsured women, the most common 
cited barriers included cost (62%), finding cancer (53%), 
anxiety about the procedure (39%), feelings of embarrass-
ment (26%), anticipation of pain (23.6%), presence of a 
male physician (19%) and lack of knowledge (19%) [43]. 
In a Swedish study, the most cited reasons for nonatten-
dance were feeling healthy, lack of time, and discomfort 
with the gynecologic examination [44]. A similar study 
in England found the most common barriers included 
embarrassment, intending to go but not getting around 
to it, fear of pain, and worry about what the test might 
find [45]. Delays in screening and timely diagnosis con-
tribute to disparities in cervical cancer mortality. Among 
those in the U.S. diagnosed with cervical cancer, more 
than 50% have not been screened in over 5 years or had 
their abnormal results not managed as recommended by 
current guidelines, suggesting that operational and access 
issues contribute to cervical dancer [46].

To improve the experience and address some of these 
barriers several solutions have been proposed in the 
literature. Some suggestions have focused on com-
munication, safety, trust, having a chaperone present, 
and sharing control. Another solution that may help to 
address logistical and psychosocial barriers for under 
screened groups is HPV self-collection kits for at-home 
or in-clinic use [47].

HrHPV self-collection can reduce barriers to cervi-
cal cancer screening among individuals with a history 
of IPV by providing patient autonomy and aligning with 
trauma-informed gynecologic care. Additional studies 
across multiple patient groups have demonstrated self-
collection is acceptable and preferred compared to pro-
vider-collected tests [48–50]. One cross-sectional study 
of 605 women in the United States used an online survey 
to examine the acceptability of HPV self-collection as a 
screening method [51]. This study by Bishop et al. found 
that 72.7% of U.S. women reported high willingness to 
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use an hrHPV self-sample kit [51] which is comparable to 
other studies from the US and abroad [52–55].

Despite a preference for self-collection, participants 
expressed doubts regarding testing confidence, con-
sistent with previously published research [48, 50, 56]. 
Numerous studies have documented patient and pro-
vider concerns regarding specimen collection confidence, 
tracking the results, delivering results to their provider, 
and a desire to discuss the test results in clinic [35, 57–
59]. Fitch and colleagues performed a randomized study, 
stratified by menopausal status, of telehealth instruction 
vs. standard written instructions and found that the addi-
tion of provider telehealth instruction did not increase 
patient comfort with performing self-collection [60]. 

Bishop et al. found similar concerns about test accuracy 
(53.1%), obtaining the sample incorrectly (51.1%), and a 
preference to see a health care provider for cervical can-
cer screening (25.3%) [51]. The National Cancer Insti-
tute is conducting a large trial comparing self-collection 
to provider-collected cervical cancer screening. FDA 
approval for self-collection is anticipated pending the 
final results. We must address these concerns to imple-
ment self-collection into existing cervical cancer screen-
ing programs and increase the numbers of individuals 
actively participating in screening programs.

This study has several strengths. This is the first study 
to explore the hrHPV self-collection experience in sexual 
trauma survivors and we performed sufficient interviews 
to reach thematic saturation. Limitations include the par-
ticipant population consisting largely of non-Hispanic 
white and cis-gendered females. We asked respondents 
to reflect on events that happened in the past which may 
have led to recall bias. Expanding self-collection research 
into additional populations would add to this body of 
literature.

Recommendations
We identified several opportunities to increase and 
improve cervical cancer screening for the IPV popula-
tion and included a table with four recommendations 
(Table  3). First, awareness about the eligibility, timing, 
and frequency of cervical cancer screening is suboptimal 
for this population. Other published studies demonstrate 
increased knowledge and awareness leads to increased 
compliance with guideline adherent care [36, 37]. Thus, 
provider education on the importance of recommending 
and explaining patient-specific cervical cancer screen-
ing guidelines is an essential first step. Additionally, 
patients receive health information from other sources 
such as social media, friends, and formal public service 
announcements through government agencies. A multi-
modal education strategy with culturally tailored mes-
saging would create a greater educational impact. This 
would be inclusive of anyone eligible for cervical cancer 
screening. For example, this could involve short message 
service (SMS) texts about the importance of early detec-
tion or messages to allay fear or a reminder of where to 
go for screening. Second, trauma-informed gynecologic 
care can reduce individual level screening barriers such 
as pain, fear, and discomfort. Any provider performing a 
gynecologic exam should proceed in a trauma-informed 
manner [61]. Third, to address concerns about self-col-
lection correctly, providers and future programs should 
emphasize that most people who have performed the 
self-collection test reported it was easy to use and were 
able to appropriately obtain an adequate sample [48, 
50, 54, 55]. Fourth, to address concerns about the accu-
racy of self-collection, the company who sends out the 

Table 3  Recommendations to improve cervical Cancer 
screening using self-collection in the IPV Population
Recommendation Issue/Concern Specific Recommendations
Recommendation 1 Knowledge 

about cervical 
cancer screening 
is lacking

Increased knowledge and 
awareness leads to increased 
compliance with guideline 
adherent care.
To increase knowledge:
Ensure healthcare provid-
ers and public health staff 
are familiar with the latest 
cervical cancer screening and 
management guidelines.
Update brochures and 
educational materials to have 
latest patient information 
and use a variety of platforms 
for distributions (e.g. hard 
copy, social media, after-visit 
summary materials).

Recommendation 2 Pain, fear, discom-
fort associated 
with gynecologic 
exam

Trauma-informed care should 
be central to any patient 
interaction with additional 
education for a trauma-
informed pelvic exam.

Recommendation 3 Patient concerns 
regarding 
self-sampling 
correctly

Educate patient that many 
studies have demonstrated 
the feasibility of hrHPV 
self-collection.
Review instructions with pa-
tient if they need additional 
assurance in obtaining a 
sample.

Recommendation 4 Patient concerns 
about accurate 
results with 
self-sampling

Educate patient that studies 
have shown similar results 
for detecting moderate 
dysplasia or worse when 
comparing self-sampling to 
provider-collected samples.
Companies with direct-to-
consumer sales of testing kits 
should clearly provide their 
sensitivity and specificity for 
detecting moderate dyspla-
sia or greater.
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kits could include information about the sensitivity and 
specificity of the test for detecting moderate dysplasia 
or greater. Lastly, because the hrHPV self-collection test 
was recently FDA approved on May 15th, 2024 it will be 
imperative that providers who offer self-collection tests 
also share this information with patients [62].

Conclusion
Cervical cancer screening saves lives through early detec-
tion of cancer. Primary care providers (PCPs), Obste-
trician/Gynecologist (OB/GYNs), and other advance 
practice providers are essential to ensuring adequate 
screening and preventing cervical cancer. This study pro-
vides important information for health care providers 
about the importance of alternative screening methods 
and use of hrHPV self-collection for this patient popula-
tion. Individuals who have experienced IPV have lower 
rates of guideline adherent cervical cancer screening and 
increased risk of cervical cancer. Fear, pain, and discom-
fort experienced during prior clinic-based pelvic exams 
can also have an adverse impact an indivi72.4dual’s 
adherence to screening. HrHPV self-collection testing 
reduces screening barriers, while providing increased 
comfort and control for those who have IPV and sexual 
trauma. Results from this study can help guide wide-
spread implementation of hrHPV self-collection for this 
population.
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