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Abstract

Childhood violence victimization is a serious adverse childhood experience with lasting health 

impacts. This study examined the prevalence and characteristics of five forms of childhood 

violence victimization and their association with revictimization and negative health conditions 

among adults. Data are from the 2010–2012 National Intimate Partner and Sexual Violence 

Survey. Age at first victimization and perpetrator sex were assessed; adjusted odds ratios assessed 

associations with revictimization and health. Ages 14–17 were the most common age at first 

victimization for most violence types; almost half of male (46.7%) and a quarter of female 

(27.0%) rape victims reported first victimization before age 10. Most victimization was associated 

with revictimization and negative health, controlling for adult victimization. Primary prevention of 

childhood violence may reduce later health risks.
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Adverse childhood experiences (ACEs) are traumatic events in the lives of young people 

(under age 18), which have traditionally been measured to include a range of experiences, 

such as violence victimization by a parent or caregiver, witnessing familial violence, or 

other challenges in the home (e.g., parental substance use or incarceration) (Merrick et al., 

2019). ACEs can have a lasting negative effect on future health and well-being (Dube et 

al., 2003; Felitti et al., 1998; Hughes et al., 2017; Kalmakis & Chandler, 2015). In a recent 

study of 25 American states, 61% of adults reported experiencing at least one ACE, and 

one in six reported four or more (Merrick et al., 2019). Violence victimization experienced 

as a minor is a particularly common ACE in the United States, but not all experiences 

of violence before the age of 18 (e.g., dating violence, peer sexual violence [SV], and 

stalking) have traditionally been captured as ACEs in previous research. In the United 

States, 25.8% of women and 14.6% of men who experienced intimate partner violence 

(IPV) first experienced it as a child, 43.2% of female and 51.3% of male rape victims 

were first raped as a child, and 21.2% of female and 12.9% of male stalking victims first 

experienced stalking as a child (Smith et al., 2018). These forms of childhood victimization 

are associated with negative health outcomes and revictimization. Childhood sexual and 

physical abuse and dating violence are linked to mental health problems, substance misuse, 

suicidal ideation and attempts in adulthood (Dube et al., 2005; Exner-Cortens et al., 2013; 

Fergusson et al., 2008; Thompson et al., 2002), and adult SV and IPV victimization and 

perpetration (Desai et al., 2002; Ports et al., 2016; Tharp et al., 2013; Walker et al., 2019; 

Whitfield et al., 2003). Although less is known about the impacts of childhood stalking 

victimization (Roberts et al., 2016), it is associated with health issues, such as post-traumatic 

stress disorder symptoms and substance use in youth (Reidy et al., 2016). Associations 

between childhood violence victimization and subsequent chronic health conditions (e.g., 

diabetes, cancer, and heart disease) have been established (Merrick et al., 2019), but more 

information is needed to understand specific forms of childhood victimization not typically 

captured as ACEs (e.g., victimization outside home or by peers) and their relationship to 

health.

This study describes the characteristics of childhood rape, being made to penetrate (MTP), 

stalking, and IPV victimization and tests their association with adult violence victimization 

and 11 negative health conditions diagnosed or experienced at some point in life. We 

hypothesized that for women and men childhood victimization will be associated with: (a) 

adult victimization and (b) lifetime negative health conditions, even after controlling for 

adult victimization.

METHODS

Data originated from the 2010–2012 National Intimate Partner and Sexual Violence 

Survey (NISVS) conducted through random-digit-dial telephone interviews. Participants 

are noninstitutionalized English- and Spanish-speaking U.S. adults, randomly selected to 
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form a large nationally representative sample. The NISVS study protocol was approved 

by the Institutional Review Board of RTI International, Inc. A total of 41,174 respondents 

completed the survey (22,590 women and 18,584 men), 56.7% by cellular and 43.3% by 

landline phone. The overall weighted response rates ranged from 27.5% to 33.6%, and the 

weighted cooperation rates ranged from 80.3% to 83.5%. For detailed information about 

NISVS, see (Smith et al., 2017). The NISVS was developed by the U.S. Centers for Disease 

Control and Prevention (CDC). Public-use data are archived with the Inter-University 

Consortium for Political and Social Research at the University of Michigan.

Measures

Survey respondents’ age at interview was calculated based on the year when a respondent 

was born and the time of interview followed by a classification of four categories: 18–24, 

25–34, 35–44, and 45 years and older. Respondents’ race and ethnicity (separate questions) 

were combined into these categories: non-Hispanic White, non-Hispanic Black, Hispanic, 

and other non-Hispanic. The highest level of education was coded as less than high school, 

high school graduate but without a 4-year college degree, and a 4-year college degree or 

higher.

Behaviorally specific questions assessed completed or attempted rape (13 questions) and 

MTP (10 questions), including vaginal, oral, or anal penetration by any perpetrator through 

the use of physical force or alcohol/drug facilitation. Combining a respondent’s disclosure 

of victimization experiences in one of the subtypes of rape or MTP, respondent’s sex, 

and perpetrator’s sex, a respondent was coded as a nonvictim or a victim of a complete 

or attempted rape in the analysis. In addition, we included a measure of “rape or MTP,” 

a combination of one or both types of violence. A person was considered a stalking 

victim if (a) she/he experienced multiple harassing/threatening tactics or a single harassing/

threatening tactic multiple times by the same perpetrator and (b) felt very fearful or believed 

that she/he or someone close to her/him would be harmed or killed as a consequence of the 

perpetrator’s behavior. IPV included the following forms of violence by a current or former 

intimate partner: SV (rape, MTP, sexual coercion, unwanted sexual contact, and noncontact 

unwanted sexual experiences); physical violence (behaviors ranging from slapping/pushing/

shoving to severe acts, such as hit with a fist, beaten); stalking (as defined above); and 

psychological aggression, including expressive aggression (e.g., name-calling) and coercive 

control and entrapment (e.g., monitoring or controlling). The analysis also included an “any 

victimization” measure, which combines rape, MTP, or stalking by any perpetrator, and/or 

any IPV. All victimization questions can be found in Smith et al. (2017). Victims were asked 

the sex of their perpetrators. If a victim had multiple perpetrators for a form of violence, the 

victim reported whether she/he had male perpetrators only, female perpetrators only, or both 

male and female perpetrators.

Respondents were asked their age at first victimization with respect to each perpetrator. A 

respondent was categorized as a childhood victim of a form of violence if the youngest 

age at first victimization across all perpetrators was before 18 years of age. We studied 

age at first victimization in three age groups (10 years or younger, 11–13 years, and 14–17 

years). In each age group, victims were represented once under a given form of violence if a 
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perpetrator (or multiple perpetrators) first committed that form of violence when the victim 

was in that age group. If the victim experienced victimization of the same type (e.g., rape) 

by different perpetrators for the first time at different ages (e.g., one perpetrator at 11–13 

years and another at 14–17 years), the victim was counted in each age group once. The age 

grouping-specific estimate provides the proportion of victims within each form of violence 

who reported at least one perpetrator first victimized them when they were in that age group. 

If a victim first experienced multiple forms of violence in the same age group (including 

when one perpetrator committed multiple forms of violence), then the victim would be 

represented once in that age group under each form of violence. To measure revictimization, 

respondents who experienced victimization as both a minor (17 and younger) and an adult 

(18 and older) were characterized as having been revictimized.

Prior to answering questions about violence victimization, respondents were asked whether 

they had experienced or were diagnosed at any point in their life with asthma, irritable 

bowel syndrome (IBS), diabetes, high blood pressure, frequent headaches, chronic pain, 

difficulty sleeping, and activity limitations due to physical, mental, or emotional problems. 

Additionally, participants self-rated their physical and mental health (excellent, very good, 

good, fair, and poor). Finally, participants answered whether they had any health problems 

that required the use of special equipment (e.g., cane).

Data Analysis

Data were weighted to account for the complex sampling design and analyzed using 

SUDAAN (version 11.01). An estimated proportion was the weighted percentage of victims 

who reported experiencing the specific form of violence at least once. An estimate is 

not reported when the relative standard error is >30% or when the numerator case count 

is ≤20. When assessing associations (adjusted odds ratio [AOR]) between childhood 

victimization and adulthood victimization experiences, we conducted logistic regression and 

controlled for demographic characteristics (race/ethnicity, age, and educational attainment 

at the interview). When assessing associations (AOR) between childhood victimization 

and negative health conditions, we conducted logistic regression and controlled for the 

same demographic characteristics with and without controlling for adulthood victimization 

experiences to eliminate the potential confounding effect of victimization experienced as 

an adult on the association between childhood victimization and negative health conditions. 

The statistical significance of any association measured was established when the computed 

95% confidence interval (CI) of the AOR did not contain 1.0.

RESULTS

Victim Characteristics

Overall, 17.4% of females and 10.4% of males reported experiencing at least one of the 

measured forms of violence during childhood, with higher prevalence among females and 

males who were younger at the time of the interview and those with lower education levels. 

The proportion of females and males reporting each specific type of violence, stratified by 

age group, race/ethnicity, and education is provided in Table 1.
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Age at First Victimization

Among female victims before 18 years of age, age 14–17 years old was the most common 

age at first victimization for all types of childhood violence examined (Table 2). For rape, 

more than three in five (65.8%) were first victimized by at least one perpetrator when they 

were 14–17 years old. In addition, more than one quarter (27.0%) of victims reported that 

they were first raped by at least one perpetrator at age 10 or younger, and more than one 

in seven victims (15.0%) were aged 11–13. Among those stalked as a child, the majority 

(80.9%) of female victims reported first victimization by at least one perpetrator when they 

were aged 14–17, followed by 11–13, and 10 or younger (14.4% and 9.8%, respectively). 

For childhood IPV victimization, almost all female victims (98.1%) were first victimized by 

at least one partner when they were aged 14–17. Although uncommon (3.7%), some female 

victims were first victimized by a partner between ages 11 and 13. Among female victims of 

any violence as a child, close to 9 in 10 (87.0%) reported that they were first victimized by 

at least one perpetrator when they were aged 14–17.

For males, nearly half (46.7%) of victims of rape reported experiencing this form of 

victimization for the first time when they were 10 and under. Over 3 in 10 (30.6%) and 

more than 1 in 4 (26.6%) were first raped by at least one perpetrator at 14–17 and 11–13 

years, respectively. For all other types of childhood violence, male victims most commonly 

reported first victimization when they were 14–17 (Table 2). More than 6 in 10 (67.0%) 

male MTP victims were first victimized by at least one perpetrator at an age range of 14–17, 

while about 2 in 10 (19.4%) experienced such a form of violence before age 11. Almost 7 in 

10 (69.8%) victims were stalked at an age range of 14–17, and more than 2 in 10 (20.5%) 

reported first stalking victimization before age 11. For childhood IPV, almost all (97.7%) 

victims were first victimized by at least one partner at an age range of 14–17. Similarly, 

most (92.8%) victims of any childhood violence reported their first experience by at least 

one perpetrator when they were aged 14–17.

Perpetrator Sex

Among female victims of all forms of childhood violence assessed, most victims reported 

having male perpetrators only (Table 3). For males, 93.5% of victims of childhood rape and 

63.7% of victims of stalking during childhood reported only male perpetrators. In contrast, 

among male victims of MTP, IPV, and any of the other forms of childhood victimization 

examined, more victims reported only female perpetrators, especially IPV victims (97.6%).

Revictimization During Adulthood

Among females, after controlling for demographics, childhood victims of each form of 

violence examined except MTP (which was unstable and not reported) had significantly 

higher adjusted odds of experiencing all forms of violence during adulthood (Table 4). 

For example, rape victims had at least four times the odds of experiencing all forms of 

violence as an adult compared with those who had not been raped as a child. For males, 

experiencing each form of violence as a child was significantly associated with experiencing 

almost all forms of violence as an adult, with only three exceptions (childhood rape: adult 

rape [unstable]; childhood IPV: adult rape; and childhood stalking: adult stalking [unstable]). 
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For both males and females, each specific form of violence was associated with adult 

victimization from any violence.

Association With Negative Health Conditions

Association Without Controlling for Adulthood Victimization Experiences.—
After controlling for demographics, female childhood victims of each form of violence were 

significantly more likely to report having IBS, activity limitations, chronic pain, difficulty 

sleeping, poor mental health, and poor physical health at some point in life compared with 

nonvictims. In addition, all forms of violence except MTP were associated with having 

asthma and frequent headaches. Conversely, having been victimized as a child for any form 

of violence measured was not associated with high blood pressure (Table 5). Controlling for 

demographics, male child victims had higher odds of reporting activity limitations, chronic 

pain, difficulty sleeping, and frequent headaches compared with nonvictims, regardless of 

the type of victimization. In addition, men who were stalked as a child had over four times 

the odds of reporting IBS (AOR = 4.2, 95% CI = 1.8–9.8) compared with nonvictims. Men 

who reported MTP, rape/MTP, or stalking victimization in childhood had higher odds of 

reporting poor mental health compared with those without such victimization. The combined 

indicator for any childhood victimization was associated with all negative health conditions 

except diabetes, high blood pressure, IBS, and poor physical health. High blood pressure 

was not significantly associated with childhood victimization of any kind (Table 6).

Association After Controlling for Adulthood Victimization Experiences.—
Controlling for demographics and any form of adult victimization, women who were 

victimized as children were significantly more likely to report chronic pain, difficulty 

sleeping, and poor mental and physical health, regardless of the victimization type. The 

combined indicator for any childhood victimization was significantly associated with 

asthma, IBS, activity limitations, chronic pain, difficulty sleeping, frequent headaches, poor 

mental health, poor physical health, and the use of special equipment (Table 5).

Controlling for demographics and adult victimization, male childhood victims had higher 

odds of reporting activity limitations, chronic pain, and difficulty sleeping, regardless of the 

type of victimization (Table 6).

DISCUSSION

This study’s findings uncover important characteristics about experiences of childhood rape, 

MTP, IPV, and stalking victimization in the United States and suggest that these experiences 

are associated with higher odds of adult revictimization and a range of negative health 

conditions. These forms of childhood victimization, although not traditionally captured as 

such, can be conceptualized as ACEs, potentially traumatic events in the lives of children 

(younger than age 18) that traditionally have also included a range of experiences beyond 

direct victimization, such as witnessing violence, parental substance misuse, or parental 

incarceration (Felitti et al., 1998). ACEs can have a lasting negative effect on future 

health (Merrick et al., 2019). Teen dating violence, SV by peers or other noncaregivers, 

and stalking victimization have not traditionally been captured as ACEs, although these 
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childhood exposures constitute adversity and, based on our analyses, are associated with 

traumatic impacts.

For all victimization types assessed in this study, the late teen years, ages 14–17, seem 

to be the most common developmental stage to first experience these forms of violence, 

except for male rape victimization, which was most commonly experienced at age 10 or 

younger. In addition, the results are consistent with previous findings that most SV against 

girls is perpetrated by males, and most SV against boys is perpetrated by females (Dube 

et al., 2005), with the exception of rape of boys which was found to be more commonly 

male perpetrated. Consistent with previous research (Fisher et al., 2014), our study found 

that stalking victimization of adolescents is more commonly perpetrated by males. There 

is limited literature on precise age intervals for the first occurrence of victimization—the 

majority of studies focus broadly on childhood, adolescence, and young adulthood, which 

could reflect the underlying brain science that documents the vulnerability of the brain 

during key developmental periods (National Scientific Council on the Developing Child, 

2020). Our study highlights early childhood (<10 years) and late teens (14–17 years) as 

the most common developmental stages for first victimization. Similarly, a previous study 

(Bonomi et al., 2012) on age at first dating violence explored narrow teenage categories 

and also found differences in patterns of victimization by age (13–15 and 16–17 years) and 

sex, suggesting types of dating violence might have different patterns of emergence for girls 

and boys. Understanding precise age at first victimization patterns for numerous types of 

childhood violence and perpetrator sex is important to inform prevention because it can help 

determine the timing (i.e., before teen years) and participants for primary prevention efforts. 

For example, our findings suggest that sexual and teen dating violence primary prevention 

programs in middle school (before the ages of 14–17) that focus on healthy relationships, 

gender roles, and related topics might be helpful to prevent the types of victimization most 

commonly reported in this study.

Consistent with results from numerous studies that examined the link between exposure to 

ACEs and violence victimization in adulthood (Desai et al., 2002; Ports et al., 2016; Walker 

et al., 2019; Whitfield et al., 2003), we found that, for female and male victims, all forms 

of childhood victimization examined in this study (except MTP of females) were associated 

with increased odds of “any” adult victimization as well as most of the specific forms of 

adult revictimization. Moreover, “any” childhood victimization was also associated with 

increased odds of experiencing many negative health conditions (i.e., activity limitations, 

chronic pain, difficulty sleeping, and poor mental health) for both males and females, 

and these associations remained after controlling for adult victimization. Some possible 

explanations for why this finding did not hold for all negative health conditions in the study 

are the prevalence in the U.S. population of some of the nonsignificant health conditions 

(e.g., high blood pressure and diabetes), the potential for recall bias for older respondents 

that may be particularly relevant to conditions with later onsets, like high blood pressure, 

and the fact that some of the nonsignificant conditions are medically diagnosed rather 

than self-reported and limited access to medical care among those with more ACEs could 

potentially contribute to that pattern.
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The current findings are consistent with previous studies demonstrating that ACEs, as 

they have been traditionally conceptualized, are associated with numerous negative health 

outcomes, from revictimization in adulthood to mental health conditions (Desai et al., 2002; 

Exner-Cortens et al., 2013; Fergusson et al., 2008; Ports et al., 2016; Thompson et al., 2002; 

Walker et al., 2019; Whitfield et al., 2003). The ACEs construct (which includes childhood 

violence victimization) has also been linked to a wide spectrum of chronic diseases, such as 

asthma, diabetes, heart disease, obesity, and cancer (Bhan et al., 2014; Exley et al., 2015; 

Merrick et al., 2019; Miller et al., 2011; Morris et al., 2019). This study contributes to 

the literature by, first, expanding the types of childhood violence that might be considered 

ACEs to include teen dating violence, SV by any perpetrator, and stalking in childhood 

and, second, by demonstrating associations of each of these specific forms of violence with 

health conditions.

The high prevalence of childhood victimization and its associations with subsequent 

risk for violence and negative health conditions underscore the ethical and strategic 

importance of early prevention strategies to reduce multiple forms of violence in 

childhood. Decades of research have resulted in substantial knowledge about programs, 

policies, and practices that can effectively prevent violence outcomes and key risk and 

protective factors for violence. To help states make use of the best available evidence, 

the CDC released a series of technical packages that describe key strategies and existing 

evidence for preventing child abuse and neglect, SV, intimate partner/dating violence, 

and youth violence (https://www.cdc.gov/violenceprevention/communication-resources/pub/

technical-packages.html#technicalPackages) common under age 10. The current results 

combined with those from prior ACEs research suggest that violence prevention efforts 

during childhood are strategically important for reducing immediate risk for injury and 

trauma and potentially preventing a range of negative health conditions with possible 

lifelong consequences.

Some limitations are noteworthy. First, as a telephone survey, NISVS does not capture 

those without a phone, such as persons who are incarcerated. Second, given the 

sensitive and stigmatizing nature of victimization questions, victimization reported is 

likely an undercount. Third, some estimated associations between childhood and adulthood 

victimization had relatively wide CIs and should be considered with caution. Fourth, 

reporting childhood victimization decreases with respondent age, suggesting there might be 

some recall bias for older respondents. If older respondents underreport child victimization 

and are more likely to suffer from health problems, this could suggest an underestimation 

of the impacts of childhood victimization on the health conditions examined. Fifth, because 

the data neither contain information about the onset of any health condition or diagnosis 

nor the date of any experience of violence victimization, a causal link between victimization 

and experience of health conditions could not be established. However, the data revealed 

some significant associations between ACEs and many negative health conditions. Finally, 

stratified analyses by racial and ethnic subgroups were not explored in this study due to 

the relatively low prevalence of several forms of violence victimization in this study and 

the limited sample size for some racial and ethnic subgroups after stratifying results by 

sex. Research has demonstrated that there is substantial variation in the prevalence of many 

forms of violence victimization, such as homicide, rape, stalking victimization, and IPV 
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victimization among racial and ethnic minority populations (Breiding et al., 2014; CDC: 

WISQARS, 2021). When considering differences in violence victimization among racial and 

ethnic minority populations, it is important to consider the larger socioeconomic context. 

Social and structural conditions, such as neighborhood crime rates, concentrated poverty, 

and economic and housing instability may contribute substantially to inequities in risk for 

violence among racial and ethnic minority populations (Nation et al., 2021). Some additional 

limitations of the NISVS methodology have been described previously (Smith et al., 2017).

CONCLUSION

This study demonstrates that childhood victimization (SV, IPV, and stalking) is associated 

with revictimization in adulthood as well as most of the negative health conditions 

measured. Importantly, although certain violence experiences happened at younger ages 

(e.g., male rape was most common under age 10), this study also identified the late teen 

years (i.e., ages 14–17) as the most common developmental stage to first experience most 

of these forms of violence and showed that stalking and IPV in childhood, although not 

traditionally considered ACEs, have similar health impacts as childhood SV. Additional 

research to understand the impact of multiple forms of violence during the late teen years on 

both behavioral and biological mechanisms for negative health conditions and the potential 

mediating role of adult victimization on the relationship between childhood victimization 

and health conditions is warranted. Taken together, this study’s findings highlight the 

importance of early violence prevention strategies to reduce childhood exposure to multiple 

types of violence and help reduce the potential risk for long-term health consequences.
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