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BACKGROUND. Previous studies of lesbian and bisexual women have suggested that negative experiences with 
health care practitioners, combined with misinformation about the health needs of this diverse population, have 
led to an underutilization of medical services.

METHODS. This study combined focus group data (N=44) with a self-administered questionnaire (N=576) to 
explore the health concerns of lesbian women, including the prevalence of risk factors for cervical cancer, the fre­
quency of Papanicolaou (Pap) test screening, and the barriers to obtaining care. We examined the influence of 
women’s perceptions regarding the knowledge and sensitivity of their clinicians to lesbian issues and their experi­
ences of discrimination in the medical setting on Pap test utilization.

RESULTS. Respondents reported risk factors for cervical cancer, including multiple past or current sexual part­
ners (both male and female), early age at first coitus, history of sexually transmitted diseases, and cigarette 
smoking. One fourth of respondents had not had a Pap test within the last 3 years, including 39 (7.6%) who had 
never had a Pap test. Women who reported that their health care providers were more knowledgeable and sensi­
tive to lesbian issues were significantly more likely to have had a Pap test within the last year, even when control­
ling for age, education, income, and insurance status.

CONCLUSIONS. Lesbian women are at risk for cervical cancer and should receive routine cytologic screening 
according to individual risk assessment. The quality of clinician-patient interactions strongly influences care-seek­
ing within the population sampled.

KEY WORDS. Homosexuality, female; lesbian (non-MeSH); Papanicolaou smear; cancer; physician-patient rela­
tions. (J Fam Pract 1998; 46:139-143)

L
esbian and other women who partner with 
women may represent an underserved and at- 
risk population with unique barriers to routine 
medical care. Previous studies o f lesbian and 
bisexual women have suggested that negative 
experiences with health care practitioners, combined 

with misinformation about the health needs and concerns 
of this diverse community, have led to an underutilization 
of medical services.12 Research has documented the 
homophobic attitudes and behaviors o f medical profes­
sionals119 and the reluctance o f lesbians to reveal their sex­
ual orientation to providers for fear o f receiving compro­
mised care.10-11 These studies have shown that lesbians 
will often delay or not obtain needed care, even in the 
face o f worrisome symptoms.1011 In both published and 
unpublished reports, from 5% to 8% o f lesbians surveyed 
had never had a Papanicoulou (Pap) smear.lw9 The 
impression exists among both clinicians and women who 
partner with women that lesbians are a low-risk group not 
requiring cytologic screening with the same frequency as
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their heterosexual counterparts.
The purpose o f  the present study was to better under­

stand the attitudes, behaviors, beliefs, and experiences 
affecting the health o f lesbians and other women who 
partner with women. We combined focus group data with 
a self-administered questionnaire to explore health con­
cerns, including the prevalence o f risk factors for cervical 
cancer, the frequency o f Pap test screening, and the bar­
riers to obtaining care.

METHODS

Data Collection
Focus group data (N=44) were employed in the develop­
ment o f  a 76-item anonymous self-report survey that was 
distributed through social networks and community orga­
nizations o f lesbian and bisexual women in North 
Carolina between June and November 1995. Women were 
invited to complete the questionnaire if they either self- 
identified as lesbian or bisexual or had past or present 
sexual relationships with other women, regardless o f self­
definition as homosexual or heterosexual. Targeted out­
reach methods were employed to broaden the demo­
graphic diversity o f  respondents. Approximately 1000 to 
1200 questionnaires were distributed.
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O f 591 respondents, 15 male-to-female tran­
sexual or transgendered individuals were 
excluded from this analysis because o f the 
absence o f a uterine cervix. Table 1 summa­
rizes the sociodemographic characteristics 
o f  the remaining 576 respondents. Fifty- 
three o f  these women reported having had a 
hysterectomy and 11 reported a history o f 
cervical cancer. Because their medical histo- 
ly  would alter guidelines for care, these 
women were not included in the analysis o f 
Pap test frequency, leaving a sample o f  512 
for those calculations.

Risk Factors for 
Cervical Cancer
Table 2 shows the prevalence o f  selected 
risk factors for cervical cancer for the full 
sample o f  576 women in the study. Two 
thirds o f  respondents had had at least four 
female sexual partners (66.6%), and about 
one third (31.5%) o f  respondents were 
younger than 18 years when they had their 
first sexual experience with a woman. Forty- 
five percent o f  respondents had had at least 
four male sexual partners, and half (50.9%) 
were younger than 18 when they had their 
first sexual experience with a man. More

TABLE 1

Study Measures
Sociodemographic characteristics used in analysis were 
race/ethnicity, educational level, income, insurance, age, 
area o f  residence, and self-reported health status. 
Measures for cervical cancer screening included ever hav­
ing had a Pap test, having had a Pap test within the last 
year, and barriers to screening for those women who had 
not had a Pap test within the last 3 years. Risk factors 
assessed included number o f  lifetime sexual partners 
(male and female); age at first consensual sexual experi­
ence with a woman and with a man; and whether respon­
dents had engaged in any o f 14 listed sexual 
risk behaviors within the past 3 years. Histoiy 
o f sexually transmitted disease (STD) includ­
ed report o f infection with human papillo­
mavirus (HPV), genital or anal herpes, chlamy­
dia, gonorrhea, syphilis, tri chomonas, bacter­
ial vaginosis, or human immunodeficiency 
virus (HIV). Positive smoking status indicated 
a current smoker. Two Likert-type scales were 
employed to assess women’s perceptions o f 
their clinician’s knowledge about and sensitiv­
ity to lesbian health issues (a  = .86) and any 
experiences o f discrimination in the health 
care setting because o f age, race, income or 
sexual orientation (a  = .79).

RESULTS

than half (55.8%) o f  the women reported engaging in 
four or more risky sexual behaviors in the past 3 years 
with younger women significantly more likely to report 
this (P  = <.0001). The most common risk behaviors cited 
were unprotected digital stimulation or penetration of 
the vagina (87.5%), unprotected oral-vaginal contact 
(85.6%), and tribadism, or genital-to-genital contact 
(73.4%). Twenty-eight percent o f  our sample were cur­
rent smokers, compared with 24.6% o f  all North Carolina 
women reported in the 1994 Behavioral Risk Factor 
Surveillance System data.3

Sociodemographic Characteristics of 576 Lesbian or Bisexual Women 
Compared with 1990 North Carolina Census Data

Characteristic
Lesbian or Bisexual Women 

No. (%)
All NC Women

%

Race
White 415 (72.3) 75.1
Black 110 (19.2) 21.7
Native American 22 (3.8) 1.2
Latina 16 (2.8) 0.8
Asian/Pacific Islander 7 (1.2) 0.8
Other 2 (0.3) 0.3

Education
High school or less 56 (9.8) 54.4
Some college 14 (25.8) 29.6
College/some graduate 203 (35.7) 11.8
Graduate/professional 63 (28,6) 4.2

Residence
Rural 90 (15.7) NA
Small town 136 (25.8)
Suburb 119 (20.8)
City 227 (39.7)

Insurance
No 93 (16.2) 12.7 f
Yes 80 (83.8)

Income*
<$10,000 85 (14.9) 27.3
$10,000- $19,999 155 (27.2) 32.4
$20,000 - $29,999 140 (24.6) 20.4
$30,000 - $39,999 97 (17.0) 10.8
>$40,000 92 (16.2) 9.1

Age, years
17-29 170 (30.0) 30.6
30-39 193 (34.1) 26.2
40-49 135 (23.9) 20.6
50-77 (50-64 for NC census) 68 (12.0) 22.6

* 1990 North Carolina Census income data is for female householder aged 15-64. 
1 1993 North Carolina Behavioral Risk Factor Surveillance System data.20
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Use of Pap Testing
Most of the 512 women (92.1%) reported that they have 
had a Pap test, and 43.5% reported having had a Pap test 
within the last year (Table 3). Women who were more edu­
cated (P = <.0001), had higher incomes (P = <.0001), and 
were older (P  = <.0001) were more likely both to have ever 
had a Pap test and to have had one within the last year. 
Women with insurance were also more likely to report 
they had had a Pap test within the last year (P =.006). One 
hundred twenty-seven women (24.8%) had not had a Pap 
test within the last 3 years, including 39 (7.6%) who had 
never had one.

Those women who reported positive experiences with 
their health care providers were more likely to have ever 
had a Pap test (P =.05) and to have had one within the last 
year (P  = <.0001). Controlling for age, education, income, 
and insurance status, women who had positive attitudes 
toward their providers were still more likely to have had a 
Pap test within the last year, but no more likely to have 
ever had one. For those women who had experienced dis­
crimination, there was no association with ever having had 
a Pap test, but there was a strong association with not hav­
ing had a Pap test within the last year (P  = <.0001), even 
when controlling for age, education, income, and insur­
ance status.

TABLE 2

The Prevalence of Recognized and Possible Risk 
Factors for Cervical Cancer in the Study Sample of 
Lesbian or Bisexual Women (N=576)

Risk Factor No. (%)

No. male sexual partners
0 113(19.5)
1 to 3 205 (35.4)
4 to 10 159 (27.5)
11 + 102 (17.6)

Younger than 18 at first sexual 
experience with a man 227 (50.9)

Current smoker 161 (28.4)

History of sexually transmitted disease 166 (29.8)

No. female sexual partners 
0
I to 3 
4 to 10
I I  +

Younger than 18 at first sexual 
experience with a woman 176 (31.5)

Four or more sexual risk behaviors
with either male or female partner 319 (55.8)

DISCUSSION
Any research on lesbian and bisexual women is inherently 
subject to sample bias resulting from the stigma associat­
ed with nonheterosexual identity or behavior. This study 
sought to minimize these limitations through targeted peer 
outreach in a variety o f  community and social networks o f 
women who partner with women. While our sample 
achieved a degree o f ethnic diversity representative o f the 
overall population in North Carolina, our results cannot be 
considered a random sample nor generalizable to all 
women who partner with women. The element o f selec­
tion bias resulting from the possibility that women with an 
interest in health concerns may have been more likely to 
complete the survey must also be considered. This would, 
however, tend to overestimate the level o f  compliance 
with screening examinations, since such women would 
presumably be more active in their own health-seeking 
behaviors.

Our data support the finding o f significant risk factors 
for cervical cancer among lesbians. Eighty percent o f  our 
sample had engaged in heterosexual intercourse, half o f 
these for the first time at age 17 or younger. Forty-five per­
cent o f respondents reported four or more male sexual 
partners during their lifetime to date. The number o f 
female sexual partners is similar, although the age o f onset 
for female partners was slightly later for many women. 
Although lesbians (especially those who have been sexu­
ally active exclusively with other women) appear to be at 
lower risk for STDs,19 21'22 almost one third o f  our respon­
dents reported a history o f some type o f sexually trans­
mitted infection. Six women (1%) reported testing positive 
for HIV, and 2% reported a history o f  cervical carcinoma in 
situ. (N o cases o f invasive cervical cancer were reported.) 
Sexual risk behaviors were common, with oral-genital 
contact, unprotected digital-genital stimulation, and geni- 
tai-to-genital contact being the most prevalent.

Cervical neoplasia, related to HPV infection, has been 
reported in lesbian women with no history o f  heterosexu­
al activity.23*25 While oral transmission o f HPV has been 
identified,2028 it is possible that a more likely route between 
female sexual partners might be genital-to-genital contact, 
allowing direct exposure o f HPV-infected tissues and flu­
ids to the labia and vaginal mucosa o f a partner. Another 
common practice, the sharing o f sex toys such as dildos or 
vibrators without the application o f a fresh condom or a 
thorough cleaning between partners, literally places the 
cervical secretions o f one woman on the cervix and geni­
tal tissues o f the other. These seldom-considered sexual 
activities may place women who have sex with women at 
risk for HPV (and other STD) transmission.

Despite the risk o f cervical cancer among women who 
partner with women, many respondents do not obtain rou­
tine Pap screening. Almost 8% o f our respondents had 
never had a Pap test. This is consistent with previous stud­
ies o f lesbian women1011319 and slightly higher than statistics 
for all North Carolina women.20 Respondents’ perceptions

10(1.7) 
183 (31.7) 
252 (43.6) 
133 (23.0)
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TABLE 3

Pap Smear Status by Sociodemographic Characteristics

Characteristic

Ever Had 
a Pap Smear 

No. (%)

Had a Pap 
Smear Within 
Last Year, % p

All respondents (N=512) 506 (92.1) 43.5

o f clinician attitudes appear to 
have a significant influence on the 
regularity o f  Pap screening. Those 
women who felt that their 
providers were more sensitive to 
and knowledgeable about sexual 
issues and the health concerns o f 
lesbians and bisexual women were 
more likely to have been screened 
within the past year. Similarly, 
women who reported they had 
experienced discrimination (based 
on age, race, socioeconomic sta­
tus, or sexual orientation) were 
less likely to have had a Pap test in 
the past year. Overall, 43.5% o f our 
sample have had a Pap test in the 
past year, compared with 67% o f 
all North Carolina women.20

CONCLUSIONS

Lesbians and other women who 
partner with women are at risk 
for cervical cancer. Financial bar­
riers, negative encounters within 
the medical setting, and misper­
ceptions about risk held by both 
lesbians and clinicians may lead 
many wom en to forgo needed 
care. Making assumptions about 
an individual's health needs on 
the basis o f  limited observations 
about an entire population is a 
dangerous practice. A  thorough 
assessment o f  cervical cancer 
risk, including numbers o f  past 
and present sexual partners (o f  
either sex), age at onset o f  sexual 
activity, history o f  STDs, specific sexual activities 
engaged in, history o f  smoking, and DES exposure is 
necessary for all women seeking care (see Appendix). 
Health practitioners should counsel patients regarding 
the risk o f  cervical neoplasia, and together they should 
arrive at an appropriate plan fo r  preventive care. 
Clinicians and health educators must become knowl-

96 (89.6) 42.7
365 (93,4) .20 44.9 .70

50 (82.0) 26.0
132 (87.1) 40.2
179 (93.3) 39.1
139(98.6) <.0001 58.3 <.0001

86 (91.9) 30.2
417 (92.1) .94 46.5 .006

220 (85.9) 33.2
122 (95.9) 46.7
82 (96.3) 52.4
75 (98.7) <.0001 58.7 <.0001

165 (81.8) 30.3
176 (96.6) 45.5
155(98.7) <.0001 54.8 <.0001

56 (85.7) 35.7
296 (94.3) 42.6
145 (91.0) .62 49.0 .07
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Race
Black
White

Education
High school or less 
Some college 
College/Some graduate 
Graduate/Professional

Insurance
No
Yes

Income
<$19,999
$20,000 to $29,999 
$30,000 to $39,000 
>$40,000

Age, years 
17 to 29 
30 to 39 
>40

Health Status 
Poor/Fair 
Good 
Excellent

edgeable about the full range o f human sexual behavior 
and be comfortable offering harm-reduction guidance to 
their lesbian clients. Education on lesbian health issues 
and training in cultural sensitivity should be integrated 
into the curricula for both students and practicing clini­
cians. By improving their knowledge o f and sensitivity to 
the health concerns o f women who partner with women, 
providers can enhance rapport, increase patient com­
fort, and improve screening adherence. By the ensuring 
o f access to affordable, respectful, and well-informed 
medical care, all women are better served.
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APPENDIX
How to Conduct a Sensitive and Inclusive Sexual History Interview

It is often helpful to preface sensitive questions with an explanation about their importance in providing 
appropriate care, and to reassure your patient about confidentiality ( i f  that can be promised honestly). For 
example: “People are at risk for different diseases and need different tests depending on what activities 
they’re engaging in now and what they have done in the past. I w ill need to ask you several personal questions 
that I ask all my patients about their sexual activity to help me give you the best care tailored to your specif­
ic needs.” This can then be followed by more detailed questions about specific sexual practice; age at first 
intercourse; the number and gender o f past and present partners; any history o f  trading sex for money, drugs, 
food, or shelter; sexual activity while under influence o f drugs or alcohol; history o f  sexually transmitted dis­
eases; reproductive history; and so forth.

Ask About Relationships
• Are you involved in a significant relationship?
• Tell me about your living situation. Who shares the household with you?
• Tell me about the people who are important to you. From whom do you get the most support?
• Are your relationships satisfying? Are there any concerns you’d like to discuss?

Ask About Behaviors
• Are you sexually active? With men, with women, or with both?
• Have your sexual partners in the past been men, women, or both?
• Have you had a new partner(s) or a change in your sexual activity since your last visit?
• Do you have any need to discuss birth control?
• How are you dealing with the issues o f “safer sex” and STD risk?
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