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Sexual trauma in women
The importance of identifying a history 
of sexual violence

after the birth of her first child. She was 
treated with antidepressants for 12 months, 
but stopped taking these as they made 
her feel nauseous and robotic. She was not 
offered any counselling at this time. 

Medical procedures that required intimate 
contact sometimes triggered unexpected 
and unwanted responses. For example, 
Jennifer remembered having had two 
painful Pap tests in her 20s that had 
resulted in flashbacks, so she had avoided 
having Pap tests since. She was terrified of 
injections and avoided going to the dentist. 
She also felt guilty about the effects of her 
symptoms on her husband and children.

Just before disclosing her history of sexual 
violence she had watched a documentary 
about child abuse and realised that her 
ongoing physical and emotional problems 
were identical to those experienced by 
other victims. Jennifer attended a general 
practitioner who asked her when she had 
last had a Pap test. When Jennifer told the 
GP that it had been 10 years before, the GP 
asked if there was a particular reason for 
this. Jennifer then disclosed her history of 
sexual violence.

Talking about her experiences of sexual 
violence for the first time caused Jennifer 
to experience further anxiety and panic 
attacks in the ensuing days after disclosure. 
The GP arranged a longer appointment 
at which they discussed treatment 
options. The GP told Jennifer that she was 
suffering from a form of post-traumatic 
stress. Having kept the history of sexual 
violence hidden for so long led to Jennifer 
experiencing physical symptoms as well 
as emotional pain. She and her GP worked 
together to deal with the painful aftermath 
of disclosure, and scheduled regular 
appointments to facilitate Jennifer receiving 
optimal healthcare.

Case study
Jennifer, a scientist and married mother 
of three, was 38 years of age when she 
first disclosed a history of sexual violence: 
‘Disclosing the fact that I had been sexually 
violated, not by strangers, but by people 
closely linked to my family was so shameful it 
made me stay silent for over 30 years.’

Up until this time, no healthcare professional 
had asked Jennifer if she had ever 
experienced sexual violence. Over a period 
of many years she had presented with a 
range of symptoms including abdominal 
pains, headaches, menorrhagia and episodic 
depression, including postnatal depression 
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Background
One in three women in Australia will experience sexual violence at some time in 
their life. Although these women use health services more than nonvictimised 
women, they may not receive the holistic care they need if their sexual trauma 
history is not known. 

Objective
This article discusses the importance of opportunistically identifying a history 
of sexual violence in women presenting to general practice in order to provide 
optimal healthcare and avoid iatrogenic retraumatisation. 

Discussion 
A history of sexual violence is associated with an increased incidence of long 
term physical and psychological health problems, psychosocial difficulties, 
risk taking behaviours and premature death. Most survivors do not disclose a 
history of sexual violence to their doctors. Without this context, their ongoing 
health issues may not be fully understood, leading to suboptimal care. A safe 
environment is vital to support disclosure. General practitioners are well placed 
to identify, support and treat and/or appropriately refer women with a history 
of sexual violence. Priorities in management include addressing the pervasive 
long term consequences of sexual violence, encouraging preventive care and 
avoiding inadvertent retraumatisation. 
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Sexual violence (SV) includes all forms 

of sexual assault, rape, attempted rape, 

contact and noncontact sexual violence 

and childhood sexual assault. It refers to 

unwanted and nonconsenting sexual activity 

in childhood, adolescence and adulthood. 

Sexual trauma encompasses both the event 

and its impact on the individual. 

One in three women in Australia in 2002–03 
reported experiencing SV over their lifetime and 29% 
experienced physical and/or SV before the age of 16 
years.1 
	I t is also estimated that one in 6 men have a 
history of SV, predominantly as childhood sexual 
abuse or SV in early adolescence.2 However, unlike 
women, there is a low incidence of SV for males in 
adulthood. 

General practitioners will inevitably see 
patients for the health problems associated with 
sexual trauma,3,4 many without being aware of the 
SV, because most survivors do not disclose their 
experiences to health professionals.1,5–7 Additionally, 
some GPs may not broach this sensitive subject with 
their patients.8 It is important that GPs are aware of 
the long term physical and psychosocial sequelae 
of SV and the relevant intervention skills required to 
treat these patients holistically to avoid inadvertent 
retraumatisation.9 

Although this article provides an overview of the 
evidence, issues and implications of sexual trauma 
in women, some of the findings are also relevant to 
male survivors of sexual trauma.

Long term health sequelae of 
sexual trauma 
Over the past 3 decades, most English language 
research on the long term health sequelae of SV in 
women has reported on cross-sectional studies of 
community residents, college students and military 
personnel in the United States, relying mainly on self 
reported data. As such, a causal relationship between 
SV and health problems cannot be confirmed and 
more research is needed in this area. Researchers 
have often reported aggregated data for physical 
and/or SV, rather than SV in isolation, and have 
often included data on intimate partner violence. 
Nonetheless, the evidence across a number of studies 
using large, representative samples suggests that SV 
in women is associated with long term physical and 
psychological health problems. Those seeking health 

and substance abuse and/or heavy alcohol 
consumption in specific populations, including female 
adolescents and college students.34–37 Compared 
to the general population, childhood sexual abuse 
victim-survivors also have a greater risk for suicide 
and accidental fatal drug overdose.38 

What can GPs do?
General practitioners need to be aware of the long 
term health sequelae of SV. However, to date, 
undergraduate and graduate entry medical programs 

services may present with a range of symptoms 
and medical conditions that diminish their quality of 
life. These may be comparable to chronic diseases 
such as diabetes and heart disease,10 impair daily 
functioning and disrupt the strength and quality of 
social relationships.7,11

The adult health sequelae of childhood sexual 
abuse alone may present as psychosomatic 
symptoms, which may confound both survivors and 
health professionals, resulting in underdetection, 
misdiagnosis and ineffective treatment.12 Sexual 
trauma is associated with a range of physical 
health problems,13,14 persistent urogynaecological 
and obstetric problems,6,15,16 mental health 
problems10,12,17–21 and health risk behaviours,22 
as well as avoidance of preventive health 
examinations.13,23,24 Table 1 lists the long term 
health problems associated with sexual trauma in 
women.

Considerations for GPs
Women with a lifetime history of SV use health 
services more than nonvictimised women,3,15 but 
are often reluctant to disclose their experiences 
of SV to health professionals, including GPs.1,5–7 
As a result, these women may not receive timely 
and appropriate intervention to detect, treat and/or 
prevent health problems. 

In particular, women with a lifetime history of 
sexual trauma tend to avoid preventive healthcare 
such as Pap smears and early antenatal care.13,23,24 
This is concerning as women with a lifetime history 
of SV, including childhood sexual abuse, rape and 
sexual intimate partner violence, have an increased 
risk for sexually transmissible infections, cervical 
dysplasia and an increased prevalence of invasive 
cervical cancer.25 

The evaluation of common gynaecological 
problems also places these women at risk for 
retraumatisation (eg. triggered memories or 
dissociation) during gynaecological and breast 
examinations.6,26,27 Retraumatisation may also 
occur in the context of perinatal care of women 
and/or their babies.28

The ongoing impact of sexual trauma on mental 
health is an important consideration for GPs. 
Depression, anxiety, stress and post-traumatic 
stress disorder (PTSD) may also increase the risk for 
alcohol abuse,29 binge drinking30,31 and substance 
abuse.20,31 Moreover, PTSD is a risk factor for 
revictimisation,20 as is childhood sexual abuse,1,32,33 

Table 1. Long term health 
problems associated with a history 
of sexual trauma in women 

Physical health problems13,14

•	 Irritable bowel syndrome

•	 Abdominal pain

•	 Vaginal pain

•	 Breast pain

•	 Headaches

•	 Musculoskeletal pain

Urogynaecological and obstetric 
problems6,15,16

•	 �Pelvic pain and pelvic inflammatory 
disease

•	 Dysmenorrhoea

•	 Menorrhagia

•	 Sexual dysfunction

•	 �Nonmenstrual vaginal bleeding or 
discharge

•	 Rectal bleeding

•	 Bladder infection

•	 Dysuria

Mental health problems10,12,17–21

•	 Anxiety

•	 Depressive symptoms

•	 Major depressive episodes

•	 Post-traumatic stress disorder

Health risk behaviours associated 
with childhood sexual abuse22

•	 Smoking

•	 Alcohol use

•	 Drug use

•	 Obesity and inactivity

•	 �Early intercourse and multiple 
partners

Avoidance of preventive 
healthcare13,23,24

•	 Pap tests

•	 Breast examinations
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in Australia have focused mainly on recent sexual 
assault and/or sexual abuse.39 Both the health 
impact and the community costs of sexual trauma 
in women could potentially be reduced by early 
identification, allowing for timely and appropriate 
intervention to treat and prevent health problems.40 
Importantly, the overwhelming majority of women 
with a past history of SV do not tell their doctors 
what happened to them unless they are specifically 
asked. Instead, they present over time with a range 
of physical and/or psychological symptoms, as 
outlined in Table 1. Therefore, GPs who connect 
a woman’s symptoms to historical SV are better 
placed to provide holistic treatment to the woman.7 

The Royal Australian College of General 
Practitioners Guidelines for preventive activities 
in general practice41 (section on identification of 
psychosocial problems), and consensus guidelines 
for primary care physicians managing the family 
unit in the presence of intimate partner violence,42 
advocate personal and professional attributes 
similar to those required to care for women with 
historical SV. 

In terms of when to ask about SV, questioning 
is indicated if the patient presents with multiple 
or chronic health problems, expresses feelings 
of helplessness, shame or guilt, or avoids or 
has difficulty with medical examinations or 
procedures.43 Before asking about a history 
of SV however, GPs should establish rapport 
and trust with their patient; monitor their own 
personal and professional attitudes and beliefs; 
be nonjudgemental and open to discussing 
sexual trauma; be prepared to acknowledge and 
validate the disclosure; make the patient feel safe 
and protected; ensure confidentiality; provide 
sufficient consultation time for discussion; and be 
able to refer the patient to culturally appropriate, 
affordable treatment, and psychological or 
specialist services when needed.7,42–44 Staff 
training, confidentiality of patient records and 
clinic protocols for monitoring patient safety are 
also important. 

Summary
Women with a lifetime history of SV can be 
opportunistically identified by GPs, as they are 
likely to present more frequently than other 
patients with multiple or chronic health problems, 
have poor health status or display health risk 
behaviours. Many of these women will be 

reluctant to disclose their experiences unless they 
already feel comfortable with their doctor. 
	 As one in three women are affected by 
a history of SV, there is a pressing need to 
improve GP knowledge of the long term physical, 
psychological, behavioural and social sequelae 
in victim-survivors in order to build practitioners’ 
capacity to sensitively, safely and effectively meet 
the needs of these women over their lifetime. 
	 Evidence for the health impacts of a lifetime 
history of SV and skills in the sensitive and 
appropriate management of these issues 
should be included in both undergraduate and 
postgraduate medical curricula. 
	 Guidelines for preventive activities in general 
practice should cover the identification of a 
history of SV and the appropriate interventions 
and counselling techniques and referral options.

Authors
S Caroline Taylor AM PhD, is Professor and 
Foundation Chair in Social Justice, Edith Cowan 
University, Perth, Western Australia. c.taylor@
ecu.edu.au

Judith Pugh PhD, MEd, RN, is Research Associate, 
School of Nursing and Midwifery, Edith Cowan 
University, Perth, Western Australia

Raie Goodwach MBBS, MPS, is President, 
Victorian Medical Women’s Society and a psycho-
therapist, Melbourne, Victoria 

Jan Coles MBBS, PhD, MMed(WomenHlth), DCH, 
GCHPE, is Associate Professor, Department of 
Medicine, Nursing and Health Sciences, Monash 
University, Melbourne, Victoria.

Conflict of interest: none declared.

References
1.	M ouzos J, Makkai T. Women’s experiences of male 

violence. Findings from the Australian component 
of the International Violence Against Women 
Survey (IVAWS). Research and Public Policy Series 
No. 56. Canberra, ACT: Australian Institute of 
Criminology, 2004. Available at www.aic.gov.au/
documents/5/8/D/%7B58D8592E–CEF7–4005–
AB11–B7A8B4842399%7DRPP56.pdf [Accessed 10 
March 2010].

2.	 Australian Bureau of Statistics. Personal Safety 
Survey 2005 (Reissue) (Cat. no. 4906.0). Canberra: 
ABS, 2006. 

3.	M artin SL, Rentz ED, Chan RL, et al. Physical and 
sexual violence among North Carolina Women: 
associations with physical health, mental health, 
and functional impairment. Womens Health Issues 
2008;18:130–40.

4.	 Plichta SB. Intimate partner violence and physical 
health consequences: policy and practice implications. 
J Interpers Violence 2004;19:1296–323.

5.	 de Visser RO, Smith AMA, Rissel CE, Richters J, 

Grulich AE. Sex in Australia: experiences of sexual coer-
cion among a representative sample of adults. Aust N Z J 
Public Health 2003;27:198–203.

6.	 Golding JM, Wilsnack SC, Learman LA. Prevalence of 
sexual assault history among women with common 
gynecologic symptoms. Am J Obstet Gynecol 
1998;179:1013–9.

7.	L ievore D. No longer silent: a study of women’s 
help-seeking decisions and service responses to 
sexual assault. Canberra: Australian Institute of 
Criminology, 2005. Available at www.aic.gov.au/
documents/D/0/1/{D01B3CD6–3C29–4B6C–B221–
C8A31F6F84BB}2005–06–noLongerSilent.pdf [Accessed 
20 May 2011].

8.	M azza D, Dennerstein L, Ryan V. Physical, sexual and 
emotional violence against women: a general practice-
based prevalence study. Med J Aust 1996;164:14–7.

9.	H ooper CA, Warwick I. Gender and politics of service pro-
vision for adults with a history of childhood sexual abuse. 
Critical Social Policy 2006;26:467–79.

10.	 Bonomi AE, Anderson ML, Rivara FP, Thompson RS. 
Health outcomes in women with physical and sexual 
intimate partner violence exposure. J Womens Health 
(Larchmt) 2007;16:987–97.

11.	H eritage C. Working with childhood sexual abuse survi-
vors during pregnancy, labor, and birth. J Obstet Gynecol 
Neonatal Nurs 1998;27:671–7.

12.	M onahan K, Forgash C. Enhancing the health care experi-
ences of adult female survivors of childhood sexual 
abuse. Women Health 2000;30:27–41.

13.	S prings FE, Friedrich WN. Health risk behaviors and 
medical sequelae of childhood sexual abuse. Mayo Clin 
Proc 1992;67:527–32.

14.	M cCauley J, Kern DE, Kolodner K, et al. Clinical char-
acteristics of women with a history of childhood abuse. 
Unhealed wounds. JAMA 1997;277:1362–8.

15.	C ampbell R, Lichty LF, Sturza M, Raja S. Gynecological 
health impact of sexual assault. Res Nurs Health 
2006;29:399–413.

16.	L atthe P, Mignini L, Gray R, Hills R, Khan K. Factors 
predisposing women to chronic pelvic pain: systematic 
review. Br Med J 2006;332:749–55.

17.	C ampbell R, Dworkin E, Cabral G. An ecological model of 
the impact of sexual assault on women’s mental health. 
Trauma Violence Abuse 2009;10:225–46.

18.	 Burnam MA, Stein JA, Golding JM, et al. Sexual assault 
and mental disorders in a community population. J 
Consult Clin Psychol 1988;56:843–50.

19.	C oker AL, Smith PH, Thompson MP, McKeown RE, Bethea 
L, Davis KE. Social support protects against the negative 
effects of partner violence on mental health. J Womens 
Health Gend Based Med 2002;11:465–76.

20.	 Dutton MA. Pathways linking intimate partner violence 
and posttraumatic disorder. Trauma Violence Abuse 
2009;10:211–24.

21.	M asho SW, Ahmed G. Age at sexual assault and post-
traumatic stress disorder among women: prevalence, 
correlates, and implications for prevention. J Womens 
Health (Larchmt) 2007;16:262–71.

22.	 Felitti VJ, Anda RF, Nordenberg D, et al. Relationship 
of childhood abuse and household dysfunction to many 
of the leading causes of death in adults. The Adverse 
Childhood Experiences (ACE) Study. Am J Prev Med 
1998;14:245–58.

23.	H arsanyi A, Mott S, Kendall S, Blight A. The impact of a 
history of child sexual assault on women’s decisions and 

540  Reprinted from Australian Family Physician Vol. 41, No. 7, july 2012



professionalSexual trauma in women – the importance of identifying a history of sexual violence

41.	T he Royal Australian College of General Practitioners. 
Guidelines for preventive activities in general practice. 
7th edn. South Melbourne: The RACGP, 2009.

42.	 Victorian Government Department of Justice. 
Management of the whole family when intimate 
partner violence is present: guidelines for primary 
care physicians. Melbourne, 2006. Available at 
www.racgp.org.au/Content/NavigationMenu/
ClinicalResources/RACGPGuidelines/
Familywomenviolence/Intimatepartnerabuse/2006
0507intimatepartnerviolence.pdf [Accessed 20 May 
2010].

43.	L eserman J. Sexual abuse history: Prevalence, health 
effects, mediators, and psychological treatment. 
Psychosom Med 2005;67:906–15.

44.	H egarty K, O’Doherty L. Intimate partner violence: 
Identification and response in general practice. Aust 
Fam Physician 2011;40:852–6.

experiences of cervical screening. Aust Fam Physician 
2003;32:761–2.

24.	 Farley M, Golding JM, Minkoff JR. Is a history of 
trauma associated with a reduced likelihood of cervi-
cal cancer screening? J Fam Pract 2002;51:827–31.

25.	C oker AL, Hopenhayn C, DeSimone CP, Bush HM, 
Crofford L. Violence against women raises risk 
of cervical cancer. J Womens Health (Larchmt) 
2009;18:1179–85.

26.	L eeners B, Stiller R, Block E, Görres G, Imthurn B, Rath 
W. Effect of childhood sexual abuse on gynecologic 
care as an adult. Psychosomatics 2007;48:385–93.

27.	 Robohm JS, Buttenheim M. The gynecological care 
experience of adult survivors of childhood sexual 
abuse: a preliminary investigation. Women Health 
1997;24:59–75.

28.	C oles J, Jones K. “Universal precautions”: perinatal 
touch and examination after childhood sexual abuse. 
Birth 2009;36:230–6.

29.	 Epstein JN, Saunders BE, Kilpatrick DG, Resnick 
HS. PTSD as a mediator between childhood rape 
and alcohol use in adult women. Child Abuse Negl 
1998;22:223–34.

30.	T imko C, Sutkowi A, Pavao J, Kimerling R. Women’s 
childhood and adult adverse experiences, mental 
health, and binge drinking: The California Women’s 
Health Survey. Subst Abuse Treat Prev Policy 
2008;3:15.

31.	J arvis TJ, Copeland J, Walton L. Exploring the 
nature of the relationship between child sexual 
abuse and substance use among women. Addiction 
1998;93:865–75.

32.	 Fleming J, Mullen PE, Sibthorpe B, Bammer G. 
The long-term impact of childhood sexual abuse in 
Australian women. Child Abuse Negl 1999;23:145–59.

33.	C oid J, Petruckevitch A, Feder G, Chung W-S, 
Richardson J, Moorey S. Relation between childhood 
sexual and physical abuse and risk of revictimisa-
tion in women: a cross-sectional survey. Lancet 
2001;358:450–4.

34.	 Brown AL, Testa M, Messman-Moore TL. 
Psychological consequences of sexual victimization 
resulting from force, incapacitation, or verbal coer-
cion. Violence Against Women 2009;15:898–919.

35.	 Gidycz CA, Loh C, Lobo T, Rich C, Lynn SJ, Pashdag 
J. Reciprocal relationships among alcohol use, risk 
perception, and sexual victimisation: a prospective 
analysis. J Am Coll Health 2007;56:5–14.

36.	H oward DE, Wang MQ. Psychosocial correlates of 
U.S. adolescents who report a history of forced sexual 
intercourse. J Adolesc Health 2005;36:372–9.

37.	S hannon L. An examination of women’s alcohol 
use and partner victimization experiences among 
women with protective orders. Subst Use Misuse 
2008;43:1110–28.

38.	C utajar MC, Mullen PE, Ogloff JRP, Thomas SD, Wells 
DL, Spataro J. Suicide and fatal drug overdose in child 
sexual abuse victims: a historical cohort study. Med J 
Aust 2010;192:184–7.

39.	T aylor SC, Pugh J. Happy healthy women, not just sur-
vivors. Briefing paper. Joondalup, Western Australia: 
Social Justice Research Centre, Edith Cowan 
University, 2010.

40.	C oker A, Reeder CE, Fadden MK, Smith PH. Physical 
partner violence and medicaid utilization and expendi-
tures. Public Health Rep 2004;119:557–67.

Reprinted from Australian Family Physician Vol. 41, No. 7, july 2012  541


