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Abstract

Sexual violence (SV) is an urgent public health issue that is common and has lifelong effects on
health. Previous scholarship has documented the association of SV victimization with numerous
health conditions and impacts, but much of this past work has focused on negative health
outcomes associated with child sexual abuse using non-nationally representative samples. This
article used a nationally representative female sample to examine health conditions associated with
any lifetime experience of rape. We also examined injury and health outcomes (e.g., fear, injury)
resulting from any violence by a perpetrator of rape. About two in five rape victims (39.1%)
reported injury (e.g., bruises, vaginal tears), and 12.3% reported a sexually transmitted disease

as a result of the rape victimization. Approximately 71.3% of rape victims (an estimated 16.4
million women) experienced some form of impact as a result of violence by a rape perpetrator.
Among U.S. women, the adjusted odds of experiencing asthma, irritable bowel syndrome, frequent
headaches, chronic pain, difficulty sleeping, activity limitations, poor physical or mental health,
and use of special equipment (e.g., wheelchair) were significantly higher for lifetime rape

victims compared with non-victims. This article fills gaps in our understanding of health impacts
associated with rape of women and is the only nationally representative source of this information
to our knowledge. Primary prevention efforts in youth that seek to prevent the first occurrence of
rape and other forms of SV may be most effective for reducing the long-term health effects of this
violence.
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Introduction

Sexual violence (SV), defined by the Centers for Disease Control and Prevention as any
sexual act (e.g., rape, unwanted sexual touching, verbal sexual harassment) perpetrated
against someone without their freely given consent, continues to be a significant public
health problem in the United States (Smith et al., 2018). U.S. estimates from the National
Intimate Partner and Sexual Violence Survey (NISVS) indicate that more than 1 in 3 women
and about 1 in 4 men have experienced some form of SV involving physical contact at some
point in their life. Women have a particularly high burden of SV victimization. One in five
women (21.3%) have been raped (attempted or completed experiences involving forced or
alcohol/drug-facilitated penetration), 1 in 6 women (16.0%) have been sexually coerced (i.e.,
nonphysically pressured to have sex), and more than a third of women (37.0%) have been
sexually touched without consent in their lifetime (Smith et al., 2018).

Decades of scholarship have provided evidence of the associations between SV
victimization and poor health outcomes and behaviors, including immediate and long-term
physical and mental health outcomes, as well as health risk behaviors (e.g., high-risk sexual
behavior, substance abuse) (Basile & Smith, 2011). However, much of this past work

has focused on negative health outcomes associated with child sexual abuse, and most of
this research has focused on SV victimization of any kind. With limited evidence on the
associations between specific kinds of SV victimization and poor health outcomes among

a nationally representative sample, less is known about what specific forms of SV are
driving this association. Understanding the association of health and severe forms of SV

can inform prevention and victim services. However, a literature search extending back
approximately 10 years identified only a handful of studies using nationally representative
data that examined the association of female rape victimization (a severe form of SV) and
poor health, and these studies had limitations. For example, most of these studies focused
only on college women (Amstadter et al., 2010; Zinzow, Resnick, McCauley, et al., 2010),
women who sought medical care (McCauley et al., 2013), or associations with mental health
outcomes only (Zinzow, Resnick, Amstadter, et al., 2010). No study to our knowledge has
comprehensively examined physical health (including chronic conditions and sexual health),
mental health, self-perceptions of health, which have been linked to health status (Yamada
et al., 2012), and health-related behaviors (e.g., missing school or work) associated with
adult or child rape victimization in a nationally representative sample of women; thus,

the generalizability of the studies that exist is limited. The following is a brief summary

of literature published in the United States over the last decade (since 2008) about the
associations of rape or other SV (e.g., child sexual abuse) and physical health, mental health,
health care utilization, and other health-related behaviors.

Physical Health

Numerous physical health impacts are associated with rape victimization, such as immediate
genital and other injuries, like abrasions or bruises (Basile et al., 2015; Lincoln et al., 2013).
However, many of the physical impacts associated with rape and other SV victimization

are long-term and can persist into old age (Sachs-Ericsson et al., 2014). Child sexual abuse
has been associated with serious chronic physical health conditions (e.g., hypertension and
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heart disease, thyroid disorders and diabetes, cancer) in adulthood (Andersen et al., 2014).

In a study of 25 U.S. states, Smith and Breiding (2011) found that previous nonconsensual
sex was associated with numerous physical health conditions including high cholesterol,
stroke, and heart disease in addition to behaviors that can have an impact on physical health
and increase risk for human immunodeficiency virus (HIV), such as receiving money for
sex and abusing alcohol or other substances. Santaularia et al. (2014) found that a history

of SV victimization was associated with disability (i.e., activity limitations because of
physical, mental, or emotional problems and/or use of special equipment such as a cane,
wheelchair, etc.) and asthma. Previous research has also established a relationship between a
history of rape and other SV victimization and having sexually transmitted diseases (STDs)
(Brookmeyer et al., 2017; Jones et al., 2015; Sarkar, 2010; Williams et al., 2013). For
example, Brookmeyer and colleagues (2017) found that women who experienced forced sex
were more likely than women who did not to be diagnosed with chlamydia, herpes, and
genital warts. Research has also found that a history of child SV was associated with sexual
health issues and behaviors, such as severe perimenstrual periods (Sarkar, 2010), pain during
inter-course, a history of an abnormal pap smear, as well as a significantly larger number of
sexual partners than nonvictims (Sutherland et al., 2013), increasing risk for STDs.

Mental Health

Numerous mental health issues have been associated with prior SV victimization. For
example, prior rape or other SV victimization was associated with depression (Brabant et al.,
2014; Choudhary et al., 2012; Kendler & Aggen, 2014; McDougall et al., 2019; Santaularia
et al., 2014; Zinzow et al., 2012; Zinzow, Resnick, Amstadter, et al., 2010; Zinzow, Resnick,
McCauley, et al., 2010), post-traumatic stress disorder (PTSD) symptoms (Basile et al.,
2015; Basile, Smith, et al., 2016b; Brabant et al., 2014; Choudhary et al., 2012; lverson et
al., 2013; Zinzow et al., 2012; Zinzow, Resnick, Amstadter, et al., 2010; Zinzow, Resnick,
McCauley, et al., 2010), distress (Jones et al., 2015), anxiety (Choudhary et al., 2012;
Iverson et al., 2013; Santaularia et al., 2014), fear (Amstadter & Vernon, 2008), and suicidal
ideation (Brabant et al., 2014; Santaularia et al., 2014; Sarkar, 2010) and attempts (Iverson
et al., 2013). While some of these impacts, like fear, can be immediate or happen during

the violent incident(s), many of these mental health issues can be lifelong problems for

SV survivors. For example, in a national probability sample of older adults, Sachs-Ericsson
and colleagues (2014) found that forced sexual contact since the age of 18 was associated
with low self-esteem and poor psychological health (including depression, anxiety, and
loneliness) in older age (sample ranged from 57 to 85 years old).

Service Utilization and Health-Related Behaviors

Services sought after rape or other SV might involve law enforcement, housing, legal,
victim advocacy, or mental health services. For example, previous SV victimization has
been associated with the receipt of mental health counseling (Amstadter et al., 2010; Jones
etal., 2015; McCauley et al., 2013), medical care (Amstadter et al., 2010), and religious
counseling (Amstadter et al., 2010). Studies have also documented the need for services
after victimization (whether received or not), such as medical care, mental health, and

other services from the community (e.g., housing, victim advocacy) (Basile et al., 2015,
2016b). However, previous research documents that the majority of SV acts are not reported
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to law enforcement or shared with social workers or other service providers (Hanson et

al., 2003). Even given its association with numerous health issues, SV victimization has
also been associated with decreased likelihood to seek routine medical checkups (Kapur

& Windish, 2012; Watson-Johnson et al., 2012). SV victimization can also have an impact
on other behaviors, relationships, and day-to-day living, including work-related behaviors.
For instance, Banyard and colleagues (2011) found a link between victimization and work-
related outcomes, including increased absenteeism, difficulty concentrating at work, and
decreased employee productivity and job satisfaction, in which some job outcomes were
mediated by mental and physical health outcomes.

Cumulative Violence and Relationship to Poor Health

The Current

Method

Participants

While some of the impacts of rape and other SV (e.g., genital injuries, STD diagnosis)

may be directly related to these forms of violence, many impacts of SV may occur in the
context of cumulative violence from a specific perpetrator, like in the case of an abusive
intimate partner relationship or ongoing child abuse victimization. This could manifest as
co-occurring types of violence by the same perpetrator or revictimization over time. It is
important to recognize the collective stress and associated impacts that one or more forms
of violence over time (e.g., sexual, physical, psychological) could create, not only fear and
injury, but also increased likelihood for chronic health conditions, such as asthma, sleep
difficulties, chronic pain, or high blood pressure. Previous scholarship has proposed different
mechanisms by which SV victimization may be associated with poor health. Some have
proposed that adverse experiences in childhood and adolescence lead to a stress response
that remodels the brain architecture and, as a result, changes behavioral and psychological
responses (Shonkoff et al., 2009). Others have argued that SV victimization leads the victim
to avoid and suppress negative feelings and memories associated with the sexual trauma,
which can lead to negative coping strategies (e.g., substance abuse or overeating) that result
in poor health (Polusny & Follette, 1995).

Study

Although previous research has described the relationships between SV victimization

and poor health, more information is needed on the associations between severe forms

of SV, such as rape victimization, and a wider array of health conditions and impacts
among women. This study sought to address this research gap by comprehensively
examining the associations between rape victimization and health conditions and other
impacts among women. Overcoming the shortcoming of some previously published studies’
lack of generalizability to the general population, the current study used data from a
nationally representative sample which allows for making inferences of the entire U.S.
noninstitutionalized English- or Spanish-speaking adult women population.

Analyses were based on data from the 2010-2012 administration of the NISVS, an ongoing,
nationally representative random-digit-dial telephone survey of noninstitutionalized English-
or Spanish-speaking adults in the United States. NISV'S uses a dual-frame sampling design
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that includes both landline and cell phone. NISVS assesses both lifetime and 12-month
prevalence and characteristics of multiple forms of SV, stalking, and intimate partner
violence. The survey protocol was approved through an Institutional Review Board. During
2010-2012, 41,174 respondents (22,590 women, 18,584 men) completed the survey, with
56.7% of interviews conducted by cell phone and 43.3% by landline. The overall weighted
response rate across the 2010-2012 data years ranged from 27.5% to 33.6%. The weighted
cooperation rate (the proportion of respondents who participated in the survey among those
contacted and determined to be eligible) ranged from 80.3% to 83.5%. The final female
sample size used in the current analysis was 22,590.

Rape. Rape was measured with 13 items that assessed completed or attempted forced
and completed alcohol/drug-facilitated penetration of the victim, including oral, anal, and
vaginal penetration. Actual question language can be found in Smith et al. (2017).

Demographics.—Demographics included as control variables in this analysis were the
following. Age was measured among all survey participants prior to answering questions
about victimization. Education was assessed with the question: “What is the highest level of
education you have completed?” For this analysis, responses were coded into the following
categories: less than high school; high school graduate; post—high school but without a
4-year college degree; and 4-year college degree or higher. Race/Ethnicity was measured
with the following questions: (a) “Are you of Hispanic or {if female: Latina; if male: Latin}
origin? and (b) What is your race? You may identify more than one category. Would you
say you are White, Black or African American, Asian, Native Hawaiian or Pacific Islander,
or American Indian or Alaskan Native?” Responses were recoded into non-Hispanic Black,
non-Hispanic Asian/Pacific Islander, non-Hispanic American Indian/Alaskan Native, non-
Hispanic multiracial, Hispanic, non-Hispanic others, and Non-Hispanic White.

Sexual violence other than rape.—Sexual violence other than rape, a composite
measure which included being made to penetrate someone else, unwanted sexual contact,
sexual coercion, and noncontact unwanted sexual experiences, was used as a control
variable. Additional control variables were the following: stalking by any perpetrator,

and psychological aggression (expressive aggression or coercive control and entrapment),
control of sexual and reproductive health, and physical violence by an intimate partner.
Details about these measures can be found in Smith et al. (2017).

Impact.—Impact was assessed among participants who experienced any form of violence
measured in the survey. Women were asked whether they experienced specific forms of
impact by a perpetrator when “this/any of these things happened” with a specific perpetrator
(identified through perpetrator initials chosen by participants). More detail about the
perpetrator-victim linking and follow-up questions can be found in Black et al. (2011). Two
sections of the survey assessed impact. First, for participants who disclosed rape or being
made to penetrate, they were reminded about the experiences they disclosed and then asked,
(@) “Were you physically injured when {fill: initials} did {fill: this/any of these things}? For
example, did you have bruises, vaginal or anal tears, or other internal or external injuries?”
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and (b) “Did you ever get a STD or other infection when {fill: initials} did {fill: this/any of
these things}? For example, did you get Chlamydia, Gonorrhea, HIV, or some other STD?”

Second, for women who disclosed any form of violence assessed in the survey, another set
of questions was asked to assess broader impacts in relation to any forms of violence by the
perpetrator: being fearful, concerned for safety, having symptoms of PTSD (i.e., nightmares;
tried not to think about or avoided reminders of; felt constantly on guard, watchful, or

easily startled; and felt numb or detached), injuries, needed medical care, needed housing
services, needed victim advocacy services, needed legal services, contacted a crisis hotline,
and missed days of work or school. More details about these measures can be found in
Smith et al. (2017).

Health conditions and limitations.—Health conditions were assessed among all survey
participants prior to answering questions about victimization. Participants were asked about
their experience or diagnosis of asthma, irritable bowel syndrome, diabetes, high blood
pressure, frequent headaches, chronic pain, difficulty sleeping, and activity limitations
because of physical, mental, or emotional problems. In addition, two questions asked
participants to rate their own physical health and mental health (excellent, very good, good,
fair, poor), and respondents were asked whether they had health problems that required

the use of special equipment such as a cane, wheelchair, special bed, or special telephone.
Additional question details can be found in Smith et al. (2017).

Data Analysis

Results

Data collected from 2010 to 2012 were combined and calibrated to be a cross-sectional
national survey dataset over the survey period. All data analyses were conducted using
SUDAAN (version 11.01) statistical software to account for the complex survey design
features that were implemented in NISVS (e.g., dual-sampling design, stratification, and
unequal probability of sample selection). The prevalence estimate for a given type of
victimization is the weighted percentage of U.S. adult female population that reported the
particular type of violence at least once. For every reported violence victimization estimate,
two statistical reliability criteria were satisfied: (a) The relative standard error was less
than or equal to 30% and (b) the victim count for a type of violence was greater than

20. For lifetime estimates that met the statistical reliability criteria, the association between
rape victimization and a given physical or mental health condition was examined using the
adjusted Wald Ftest. A significant statistical association was identified when the adjusted
Wald ~test pvalue was less than alpha of 0.05, and measured by an adjusted odds ratio.

Immediate Impacts of Lifetime Rape Victimization

About 2 in 5 females who reported having been raped at some point in life (39.1%) also
reported sustaining an injury (such as having bruises, vaginal tears, or other internal or
external injuries) as a result of the rape. In addition, 12.3% reported an STD as a result of
rape victimization (Table 1).
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Impacts of Violence by a Rape Perpetrator

Approximately 71.3% of female lifetime rape victims (an estimated 16.4 million) reported
some form of physical health, mental health, or health-related behavior impact as a result of
any violence by a rape perpetrator (Table 2).

The commonly disclosed impacts were fear (65.2%), concern for safety (58.9%), having
PTSD symptoms (56.6%), injury (35.7%), missing at least 1 day of work or school (25.9%),
and needing medical care (25.4%).

Associations Between Lifetime Rape Victimization and Health Conditions

After controlling for age, race/ethnicity, and education; ever experiencing intimate partner
psychological aggression (expressive aggression or coercive control and entrapment);
physical violence; stalking by an intimate or non-intimate partner; and SV other than rape
by any perpetrator, results indicate that the adjusted odds of reporting being diagnosed

with certain health conditions were higher among U.S. women who experienced rape at
some point in life compared with female non-rape victims. These health conditions include
asthma, irritable bowel syndrome, frequent headaches, chronic pain, difficulty sleeping,
activity limitations, poor physical health, poor mental health, and health problems requiring
the use of special equipment. A strong association was detected with mental health; victims
had higher odds of reporting poor mental health compared to those without a history of rape,
with an adjusted odds ratio of 2.2 (Table 3).

Discussion

SV is a serious public health problem affecting millions of women each year. Understanding
the link between rape and health issues and impacts may improve the long-term health of
victims. The current study is the first to use a nationally representative sample to examine
health impacts resulting from women’s rape victimization and other health conditions that
are associated with rape victimization. Of the 10 impacts measured, findings indicate that
over 70% of victims suffered some type of impact resulting from violence by a rape
perpetrator, such as PTSD symptoms, needing medical care, and missing work or school.
Regarding rape experiences specifically, about 2 in 5 female victims were physically injured,
and over 1 in 10 contracted an STD as a result of the rape. Finally, rape victims had a higher
odds of reporting being diagnosed with asthma, irritable bowel syndrome, experiencing
frequent headaches, chronic pain, difficulty sleeping, activity limitations, poor physical
health, poor mental health, and use of special equipment (e.g., wheelchair), and were more
than twice as likely to report their mental health as “poor” compared to women without a
rape history.

Consistent with previous literature, this nationally representative study showed significant
associations between rape victimization and immediate health concerns such as physical
injury and STDs, as well as nine of the 11 health conditions measured. The lack of
observing a significant association between a history of rape victimization and high blood
pressure is consistent with previous research (Smith & Breiding, 2011) and suggests that
high blood pressure may not be directly associated with SV. This study also revealed
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no evidence of an association between rape victimization history and diagnosed diabetes,
which may only be indirectly associated with SV through obesity or other health risks
(Brewerton et al., 2015). In addition, this study showed that rape victims often report that
the violence by the rape perpetrator, including rape or other forms of violence, resulted in
fear, concerns for safety, PTSD symptoms, and the need for numerous services. It could

be that these rape perpetrators are also perpetrating other forms of violence, such as in the
case of intimate partner perpetrators; other analyses of the NISVS data revealed that intimate
partners were the most commonly reported perpetrator of rape against women (Smith et al.,
2017). Given different forms of violence victimization often co-occur (e.g., intimate partner
physical, sexual, psychological, and stalking violence), it could be that for some women, the
combination of multiple victimization experiences leads to the health impacts, particularly
the need for services. However, rape victimization alone could be driving these associations
for some women. Our analysis examining chronic health conditions was able to show that
those with a history of rape victimization reported numerous poor health indicators even
after controlling for other forms of violence victimization.

This study is subject to a few limitations. The sample consists of noninstitutionalized
women, and therefore does not include potentially high-risk groups, such as incarcerated
and homeless women. This limitation suggests the need for additional research with these
populations. Second, due to the cross-sectional nature of the sample, directionality cannot
be determined between the health conditions and victimization; however, victims attributed
physical injury and STDs to the rape victimization, and the impacts included in Table 2 were
assessed in relation to a specific rape perpetrator and any of the victimization experienced
from that perpetrator. Third, given the way the data were collected about all victimization
experiences by a given perpetrator, we cannot isolate rape victimization when examining the
health impacts presented in Table 2. Fourth, our estimates are considered underestimates.
Due to the sensitive nature of the survey questions, some women may not have felt
comfortable disclosing their victimization. Fifth, in this analysis we did not take into account
the difference in health impact between those victims who were raped once compared with
those who were raped more than once. Sixth, despite strategies implemented to encourage
survey participation, the overall NISV'S response rates were less than desirable. It is unclear
whether one’s violence victimization experiences might be related to any randomly selected
individual’s decision to complete the interview. The fact that the cooperation rate indicates
that over eight out of 10 eligible adults chose to participate in the survey suggests that the
violence topics might not have systematically influenced a certain group of adults to drop
out of the survey, however. While the response rate is a common measure of survey quality,
studies have not found a consistent relationship between a survey’s response rate and the
accuracy of survey estimates (Choung et al., 2013; Keeter et al., 2006).

Public Health Implications

Primary prevention of rape and other violence is a critical undertaking to improve societal
health and reduce long-term health and other costs of victimization. Resources are available
that describe approaches with the best available evidence to consider in a comprehensive
strategy for preventing SV (Basile et al., 2016a). In addition, screening for violence
victimization and trauma informed, integrated health care that incorporates areas such as
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STD testing and treatment is also important to reduce negative outcomes when violence
occurs (American College of Obstetricians and Gynecologists, 2013). It would be beneficial
to conduct future research that longitudinally examines direct and indirect relationships
between different forms of SV victimization and later health outcomes as well as the specific
circumstances that may protect victims from adverse health and other negative impacts.

The author(s) received no financial support for the research, authorship, and/or publication of this article.
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Table 1.
Prevalence Estimates of Injury and Sexually Transmitted Disease Resulting From Rape Among Female
Lifetime Rape Victims,? NISVS 2010-2012 Average Annual Estimates.

Impact Weighted % 95% ClI Estimated Number of Victimsb
Physical injury 39.1 [36.8, 41.4] 8,986,000
12.3 [10.8, 13.9] 2,820,000

Contracted sexually transmitted disease

Note. NISVS = National Intimate Partner and Sexual Violence Survey; CI = confidence interval.

aln the NISVS 2010-2012 sample, 99 female victims (or 2.4% of female rape victims) reported having experienced both rape and being made to

penetrate someone else.

bRounded to the nearest thousand.
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Table 2.

Prevalence Estimates of Impactsa Resulting From Any Form of Violence by a Rape Perpetrator Among
Female Lifetime Rape Victims,b NISVS 2010-2012 Average Annual Estimates.

Impact Weighted % 95% Cl  Egtimated Number of Victims®
Any reported impacta'd 71.3 [69.1, 73.5] 16,400,000
Fear 65.2 [62.9, 67.4] 14,984,000
Concern for safety 58.9 [56.6, 61.2] 13,549,000
Any PTSD symptoms® 56.6 [54.3,58.9] 13,019,000
Injury 35.7 [33.5, 38.0] 8,214,000
Needed medical care 25.4 [23.4, 27.5] 5,840,000
Needed housing services 7.1 [5.9, 8.5] 1,636,000
Needed victim’s advocate services 10.4 [8.9, 12.0] 2,384,000
Needed legal services 16.5 [14.9, 18.2] 3,788,000
Contacted a crisis hotline 6.9 [5.7,8.2] 1,580,000
Missed at least 1 day of work or school 25.9 [23.9, 27.9] 5,948,000

Note. NISVS = National Intimate Partner and Sexual Violence Survey; Cl = confidence interval; PTSD = post-traumatic stress disorder.

a . . . - . -

Includes experiencing any of the following: being fearful, concerned for safety, any post-traumatic stress disorder symptoms, injury, need for
medical care, need for housing services, need for victim’s advocate services, need for legal services, contacting a crisis hotline, and having missed
at least 1 day of work or school.

bln the NISVS 2010-2012 sample, 99 female victims (or 2.4% of female rape victims) reported having experienced both rape and being made to
penetrate someone else.

c
Rounded to the nearest thousand.
Impact questions were assessed in relation to a specific perpetrator, without regard to the time period in which the impact occurred, and asked
in relation to any form of violence: sexual violence, stalking, physical violence, psychological aggression (including expressive aggression and

coercive control and entrapment), and control of reproductive/sexual health experienced in that relationship.

e . . . . . .
Includes nightmares; tried not to think about or avoided reminders of; felt constantly on guard, watchful, or easily startled; and felt numb or
detached.
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Table 3.

Association With Physical or Mental Health Conditions Among Women With a History of Rape Victimization
Versus Women Without Any Lifetime History of Rape Victimization, Controlling for Age, Race/Ethnicity,
Education, and All Other Forms of Violence—U.S. Women, NISVS 2010-2012 Average Annual Estimates.

Health Condition Adjusted OddsRatio?® 95% Cl of AOR b value?
Asthma 147 [1.2,1.7] <.0001
Irritable bowel syndrome 147 [1.2,1.7] <.0001
Diabetes 1.2 [1.0, 1.4] .0686
High blood pressure 11 [1.0, 1.3] .1801
Frequent headaches 13% [1.1,1.5] 0007
Chronic pain 15" [1.3,1.7] <.0001
Difficulty sleeping 147 [1.2,1.6] <.0001
Activity limitations 147 [1.3,1.6] <.0001
Poor physical health 157 [1.1,1.9] 0072
Poor mental health 227 [1.6,3.1] <.0001
Uses special equipment (wheelchair, special bed, cane, etc.) 147 [1.2,1.8] 10009

Note. NISVS = National Intimate Partner and Sexual Violence Survey; AOR = adjusted odds ratio; Cl = confidence interval.
a, . - . L . . . . .

Adjusted for age, race/ethnicity, education, ever experiencing psychological aggression (expressive aggression or coercive control and
entrapment), control of reproductive/sexual health, physical violence, stalking, and sexual violence other than rape. Adult females with no rape
victimization history were the reference group.

bAdjusted Wiald Ftest. Considered statistically significant when p<.05.

*
Adult females who reported a history of rape victimization were significantly more likely to report the respective health condition.
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