
Introduction
Preventative screening is the most effective way of ensur-
ing that cancers are detected at early stages (1). Pap smear, 
also known as Pap test, is a screening test for cervical 
cancer. The American Cancer Society (ACS), American 
Society for Colposcopy and Cervical Pathology (ASCCP), 
American Society for Clinical Pathology (ASCP), Unit-
ed States Preventive Services Task Force (USPSTF), and 
the American College of Obstetricians and Gynecologists 
(ACOG) all recommended in 2012 that Pap testing begin 
at age 21 and continue every 3 years until the age of 65. 
Both mammography and self-breast exam (SBE) are used 
to screen for breast cancer. There is less agreement on rec-
ommendations for mammography with the USPSTF stat-
ing that screening begins at age 50 and repeated every two 
years whereas the ACS suggests that screening begin at 
age 40 and continue annually. There is general consensus 
that SBE should begin by age 20 and clinical breast exams 
should be a part of all well-woman exams. 
Other commonly recommended preventative screening 
tests in well-woman care settings include sexually trans-
mitted infections (STI) testing and HIV testing. Despite 
the recommendations, many women do not utilize the 

preventative health screening services. For example, 67% 
of US women in the general population reported having a 
Pap test in the last 12 months and 9% acknowledged nev-
er having a Pap test in year 2010 (2). Preventative health 
screening among women who experience intimate part-
ner violence (IPV) is more challenging as the perpetrator 
may restrict her access to preventative healthcare. 
Any form of physical, psychological, economic, verbal, or 
sexual abuse by current and/or former spouses and dating 
partners can be classified as IPV (1). The global estimates 
of IPV are as high as 50% (3). The literature presents con-
flicting results with regards to preventive health seeking 
behaviors among abused women. One study found that 
IPV is independently associated with inadequate Pap tests 
(4). Cadman et al (5) found that women who have experi-
enced sexual abuse are less likely to have cervical screen-
ing. Another study also found that the odds of receiving 
Pap tests, and STI/HIV testing increase for women who 
saw an obstetrician-gynecologist independent of IPV (6). 
On the other hand, studies reported that abused women 
have higher healthcare utilization and costs compared 
to non-abused women (7-9). Brown et al (10) found that 
HIV testing and self-breast examination rates are higher 
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Introduction 
Throughout the history of the world, the ones who had 
confronted the bitterest face of poverty and war had al-
ways been the women. As known poverty and war affects 
human health either directly or indirectly, the effects of 
this condition on health and status of women in the so-
ciety should not be ignored. This study intends to cast 
light on the effects of war and poverty on the reproductive 
health of women. For this purpose, the face of war affect-
ing the women, the problem of immigration, inequalities 
in distribution of income based on gender and the effects 
of all these on the reproductive health of women will be 
addressed.

War and Women’s Health
Famine, synonymous with war and poverty, is clearer for 
women; war means deep disadvantages such as full de-
struction, loss of future and uncertainty for women. Wars 
are conflicts that destroy families, societies and cultures 
that negatively affect the health of community and cause 
violation of human rights. According to the data of World 
Health Organization (WHO) and World Bank, in 2002 
wars had been among the first ten reasons which killed 
the most and caused disabilities. Civil losses are at the rate 
of 90% within all losses (1).
War has many negative effects on human health. One of 
these is its effect of shortening the average human life. 
According to the data of WHO, the average human life is 
68.1 years for males and 72.7 years for females. It is being 

thought that severe military conflicts in Africa shorten 
the expected lifetime for more than 2 years. In general, 
WHO had calculated that 269 thousand people had died 
in 1999 due to the effect of wars and that loss of 8.44 mil-
lion healthy years of life had occurred (2,3).
Wars negatively affect the provision of health services. 
Health institutions such as hospitals, laboratories and 
health centers are direct targets of war. Moreover, the wars 
cause the migration of qualified health employees, and 
thus the health services hitches. Assessments made indi-
cate that the effect of destruction in the infrastructure of 
health continues for 5-10 years even after the finalization 
of conflicts (3). Due to resource requirements in the re-
structuring investments after war, the share allocated to 
health has decreased (1).

Mortalities and Morbidities
The ones who are most affected from wars are women and 
children. While deaths depending on direct violence af-
fect the male population, the indirect deaths kill children, 
women and elders more. In Iraq between 1990-1994, in-
fant deaths had shown this reality in its more bare form 
with an increase of 600% (4). The war taking five years 
increases the child deaths under age of 5 by 13%. Also 47% 
of all the refugees in the world and 50% of asylum seekers 
and displaced people are women and girls and 44% ref-
ugees and asylum seekers are children under the age of 
18 (5).
As the result of wars and armed conflicts, women are 
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among abused women compared with women without an 
IPV history. 
Despite the higher rates of overall healthcare use and 
healthcare costs, preventive healthcare utilization among 
IPV-exposed women is comparably low (6). Women who 
reported safety concerns reported less cancer testing, few-
er clinical breast examinations, and mammography com-
pared to women who did not report safety concerns (11). 
Furthermore, women’s preventive health seeking behavior 
is affected by their awareness regarding abuse and willing-
ness to disclose the abuse (12). Women with a history of 
IPV may be more vigilant about certain screening prac-
tices related to their health. This could explain some of 
the conflicting results regarding the preventive screening 
practices of abused women when compared with non-
abused women. Nonetheless, preventive health screening 
is an important health issue among abused women be-
cause a growing body of research suggests a positive as-
sociation between cancers and IPV (13-15). Additionally, 
IPV is also associated with STIs (16-18), and a higher risk 
of HIV (19,20).
Clearly, partner violence is linked to higher rates of wom-
en’s cancers and increased use of health care services. 
However, evidence of the association between severity of 
violence and preventative health screening behaviors (i.e., 
Pap testing, mammography, & clinical/SBEs) is lacking. 
The purpose of this study was to identify engagement of 
abused women in preventive health screening behaviors 
and to determine if screening is occurring at optimal rates 
as recommended by US guidelines.

Methods
Participants were 284 abused women with children who 
reached out to safe shelter or the justice system for assis-
tance. The women ranged in age from 18 to 52 (median 
age 30 years), 79% of Hispanic origin, 37% having immi-
grant status, and the majority living at poverty levels as 
determined by the U.S. Department of Health and Human 
Services guidelines (21). This report is part of a 7-year 
prospective study to examine the treatment efficacy of safe 
shelter and justice services. The women are interviewed 
every 4 months for 7 years to assess the impact of abuse 
on safety, health, and functioning. Details of the 7-year 
study are reported elsewhere (22). The self-reported data 
presented herein were obtained by interview at the 24th 
month of the study to explore relationships between key 
demographics (i.e., immigrant status, ethnicity, primary 
language, and intervention group, and select recommend-
ed preventative health care behaviors). Preventive health 
measures chosen for this study were based on US national 
guidelines for women and included breast self-examina-
tion, pap smears, and sexually transmitted diseases. The 
questionnaire is presented in Table 1. 

Data Analysis
Frequencies were tabulated on questionnaire respons-
es. In order to test for differences in preventative health 
promotion behaviors, a series of crosstabulations with 

Table 1. Health Promotion Questions asked of Study Participants

Have you Ever had a pap smear? (speculum and swab into vagina)
•	 Yes
•	 No
If yes, last pap smear was
•	 Within last 12 months
•	 1 to 3 years ago
•	 Greater than 3 years but less than 5 years
•	 Equal to or greater than 5 years
If yes to pap smear, have you Ever been told the results were 
abnormal?
•	 Yes
•	 No
Have you EVER been told by a doctor/nurse you had a sexually 
transmitted infection, ie, HPV, HIV
•	 Yes
•	 No
Have you EVER had a mammogram? 
•	 Yes
•	 No
If yes, last mammogram was:
Within last 12 months
•	 1 to 2 years ago
•	 3 to 4 years ago
•	 5 or more years ago
If yes to mammogram, were you EVER told the results were 
abnormal?
•	 Yes
•	 No
Have you EVER had an examination of your breasts by a Doctor or 
nurse?
•	 Yes
•	 No
Have you EVER been told/shown by a Doctor or Nurse how to 
examine your breast for lumps?
•	 Yes
•	 No
How often do you examine your breasts for lumps?
•	 Once a month
•	 3-4 times a year
•	 Never

Pearson’s chi-square were conducted by key demographic 
variables (i.e., language spoken, immigrant status, ethnic-
ity, group). Cramer’s V is used as a measure of effect size 
with chi square analysis. Values of 0.25 or high indicate a 
very strong relationship; 0.15 to 0.25 a strong relationship; 
0.11 to 0.15 a moderate relationship, 0.06 to 0.10 a weak 
relationship, and 0.01 to 0.05 no or negligible relationship. 

Results
The 284 abused women participating in this study were 
more likely to have had a Pap test, mammogram, and en-
gage in SBE than the general population of women in the 
Unites States. A summary of the results may be found in 
Table 2.
In regard to breast health, just over two thirds of the sam-
ple reported receiving a mammogram (66.5%), and of 
those women 40% reported having had a mammogram 
within the past 12 months. Furthermore, 90.8% of the 
women reported receiving a breast exam by a healthcare 
provider, and 44.2% reported doing breast self-examina-
tion on a monthly basis. There was also a significant rela-
tionship and moderate effect size between language spo-
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ken and having been shown how to give oneself a breast 
exam, χ2 (1) = 6.09, P = .014, Cramer’s V = 0.147. A greater 
proportion of women who spoke English (n = 181, 88.7%) 
reported that they had been shown how to give themselves 
a breast exam compared to women who speak Spanish 
(n = 61, 77.2%). 
Nearly all the women in the sample (99.6%) reported hav-
ing a Pap smear in their lifetimes and 60.3% reported hav-
ing this test within the past 12 months. The variance in the 
length of time that has passed since the last Pap test var-
ied by race, ethnicity, and immigration status. There was 
a significant relationship and strong effect size between 
ethnicity and time of last Pap smear, χ2 (9) = 17.63, P = 
.040, Cramer’s V = 0.250. A greater proportion of Black 
participants (n = 56, 78.9%) reported having had a pap 
smear in the past year compared to White women (n = 
34, 54.8%). There was also a significant relationship and 
strong effect size between immigrant status and date of 
last pap smear, χ2 (3) = 8.99, P = .029, Cramer’s V = 0.179. 
A greater proportion of women born in the United States 
(n = 125, 69.4%) reported having had a pap smear in the 

past year compared to women born outside of the United 
States (n = 56, 54.9%). 
A more alarming finding was that greater than two-thirds 
of the women in the study (70.7%) reported receiving ab-
normal Pap test results. There was also a significant rela-
tionship between ethnicity and having had an abnormal 
pap smear, χ2 (3) = 17.27, P < .001, Cramer’s V = 0.247. 
There was a greater proportion of White women (n = 31, 
50.0%) who had irregular pap smears compared to both 
Black (n = 17, 23.9%) and Hispanic (n = 31, 23.7%) wom-
en. There was a significant relationship between immi-
grant status and having had an irregular pap smear, χ2 (1) 
= 8.46, P = .004, Cramer’s V = 0.173. A greater proportion 
of women who were born in the United States (n = 63, 
35%) reported having had an abnormal pap smear com-
pared to those born outside of the United States (n = 19, 
18.6%). 
Women in the study reported a higher incidence of STIs 
which could account for the increased frequency of ab-
normal Pap test results. There was a significant relation-
ship and strong effect size between immigrant status and 
having had an STI, χ2 (1) = 15.67, P < .001, Cramer’s V = 
0.235. A greater proportion of women born in the United 
States (n = 66, 36.7%) reported having had an STI com-
pared to women born outside of the United States (n = 15, 
14.6%). 

Discussion
In recent years there has been a shift in and stronger em-
phasis placed on health promoting behaviors in the Unit-
ed States. The behaviors which tend to receive the most at-
tention are often associated with diet and lifestyle changes 
related to the prevention of obesity and cardiovascular 
disease. This study, however, shifts the focus to utiliza-
tion of preventative screening by women who have expe-
rienced IPV. The finding that women in this study were 
more likely to have had a Pap test, mammogram, or en-
gage in SBE when compared to non-abused US women is 
consistent with the findings of Brown et al (10). This is in 
stark contrast to the work of Black et al (23) and Loxton et 
al (4) who found that IPV was independently and strong-
ly correlated with no recent preventative gynecologic care 
and inadequate PAP testing even after accounting for 
commonly-cited barriers to accessing care such as lack 
of education, lack of transportation, poverty, and depres-
sion. The difference in findings between these studies and 
the current study may relate to the age of the participants. 
Older abused women (over the age of 40) have been cit-
ed to be late in their routine Pap smear testing (24). The 
median age of the women in our study is 30 years. While 
previous researchers (25) suggest that women who have 
experienced IPV tend to exhibit gynecological care avoid-
ance behaviors associated with the sexual violation, the 
women in the current study did not express this concern.
Higher incidence of STIs and abnormal Pap test results 
found in this study is likely not related to the fact that many 
of the women are living under the US Federal poverty line. 
Other factors, such as age, marital status, and sexual his-

Table 2. Frequencies and percentages of mother health items

Number %
Ever had pap smear

No 1 0.3
Yes 283 99.6

Last pap smear
Within 12 months 182 60.3
1 to 3 years 62 21.9
3 to 5 years 13 4.6
More than 5 years 26 9.2

Ever had abnormal pap
No 200 70.7
Yes 83 29.3

Ever had STI
No 202 71.1
Yes 82 28.9

Ever had mammogram
No 189 66.5
Yes 95 33.5

Last mammogram
Within 12 months 38 40.0
1 to 3 years 22 23.2
3 to 4 years 14 14.7
5 or more years 21 22.1

Ever had abnormal mammogram
No 78 83.0
Yes 16 17.0

Ever had breast exam
No 26 9.2
Yes 258 90.8

Ever shown how to self-exam breast
No 41 14.4
Yes 243 85.6

Frequency of breast self-exam
Once a month 117 44.2
3 to 4 times per year 75 28.3
Never 73 27.5

Note. Percentages shown are valid percentages
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tory, are more reliable predictors for HPV (26). Adimora 
and Schoenback (27), however, assert that poverty may af-
fect the other risk factors for STI’s, including HPV. For ex-
ample, decreased marriage stability in poor communities 
may increase the number of sexual partners a person may 
have. Poverty does place women with cervical dysplasia at 
higher risk for cervical cancer because it often results in 
delayed or absent screening and treatment (28). 
Though the incidence of and mortality from cervical 
cancer has been declining in the United States for sever-
al years, women with a history of partner violence have 
an increased prevalence of invasive cervical cancer (13). 
In this study of abused women, a greater proportion of 
women who were born in the United States reported being 
screened for cervical cancer (69.4%) compared to those 
born outside of the United States (54.9%). These results 
are modest compared to Tsui and associates (29) who 
found foreign born women three times more likely not to 
receive cervical cancer screening than US born women. 
Without proper screening, women are at higher risk for 
invasive cervical cancer. Of the women screened in our 
study, a greater proportion of women who were born in 
the United States reported having had an abnormal pap 
smear compared to those born outside of the United 
States. Though comparison studies are lacking in the re-
search, we do know the incidence of cervical cancer in the 
United States from 2006-2010 is 7.7% for Whites, 10.3% 
for Blacks, and 10.9% for Hispanics (30) which may sug-
gest that those born outside of the United States would 
report more abnormal Pap smears.
Black participants in the current study reported having 
had a Pap smear in the past year more often than White 
study participants. This is consistent with the findings re-
ported by Ashok and colleagues (31) who reported black 
women were least often tested for a Pap smear >3 years 
ago among their study populations, indicating that more 
factors other than ethnicity should be considered to un-
derstand Pap smear testing behavior. Because the black 
women in our study were victims of IPV who reached out 
to safe shelter or the justice system for assistance for the 
first time, the higher rates of Pap smear test may be related 
to women’s other help-seeking behaviors. 
Women who experience symptoms of STIs are more like-
ly to seek treatment and a higher incidence of STI’s can 
lead to abnormal Pap test results. A greater proportion 
of White women had irregular pap smears compared to 
both Black and Hispanic women which may be related to 
greater healthcare use by White women and associated 
screening (29). Data were not collected from the women 
in the study regarding the specific type of STI or if the Pap 
testing was done concurrently with HPV screening. Ab-
normal Pap results with concurrent positive HPV screen 
suggest a greater risk for developing cervical cancer.
A greater proportion of women who spoke English (n = 
181, 88.7%) reported that they had been shown how to 
give themselves a breast exam compared to women who 
speak Spanish which is explained by more acculturation 
and use of healthcare by English speakers. This may be 

influenced by the lack of Spanish-speaking providers in 
some health care settings in the United States.

Implications
In its 2013 Clinical and Policy Guidelines, the World 
Health Organization (WHO) (3) recommended screen-
ing for IPV when assessing for conditions that may be 
affected by violence. This research reinforces previous 
research that indicates that abused women are more like-
ly to experience STI’s and abnormal Pap smears. This is 
an indication that women seeking gynecological services, 
such as Pap smears, should also be screened for IPV. IPV 
screening is now covered by US policy in the Affordable 
Care Act (ACA) and is available to insured women free of 
charge (32). 
At this time, there are no specific guidelines on screening 
(33), but a recent systemic review for the USPSTF rec-
ommendations has identified five screening instruments 
as having high diagnostic accuracy. The list includes the 
Spanish and English versions of the 4-item Hurt, Insult, 
Threaten Scream instrument and the Ongoing Violence 
Assessment Tool (34). Once screening has occurred and 
IPV has been identified, the HHS Office of Women’s 
Health (33) offers suggestions that all providers can pro-
vide brief counseling. The provider should first promote 
safety, discuss the connection of any medical issues with 
IPV, and connect the woman to appropriate resources. The 
HHS Family Violence Prevention and Services Program 
website has information about IPV with links to nation-
al and state resources (http://www.acf.hhs.gov/programs/
fysb/programs/family-violence-prevention-services). 

Conclusion
While there is abundant evidence that the prevalence of 
IPV impacts health and health care utilization, little is 
known about its linkages to cancer prevention and screen-
ing, especially in the immigrant population. The higher 
incidence of STIs and abnormal cervical screens warrants 
continued vigilance and promotion of regular health care 
screening for abused women. In addition to Pap testing 
and testing for STIs, it is recommended that HPV testing 
also be done as well as bimanual pelvic exams as indicated. 
Counseling for consideration of administering the HPV 
vaccine to the children of women living in unsafe situa-
tions could also be suggested.
More effort is needed to promote acceptance of the lat-
est evidence-based recommendations so that all women 
receive the maximal benefits of cervical cancer screening 
and other well-woman care. These findings indicate the 
urgency to maintain high rates of screening and empha-
size the need for follow-up care to address the frequently 
occurring abnormal findings. Recognition of the potential 
co-existence of gynecological infections or cervical cellu-
lar irregularities with the experience of partner abuse may 
lead to improved gender-specific health outcomes. 
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