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The

nonpsychiatric effects of violence on women's health is reviewed, including rape, battery, and the adult
consequences of child sexual abuse. The sequelae of these victimizations
are summarized with consideration of acute effects (genital and nongenital
injuries, sexually transmitted disease, and pregnancy), late consequences (chronic pelvic pain and other forms of chronic pain, gastrointestinal symptoms, premenstrual
symptoms, and negative health behaviors), and long-term increases in the use of medrapidly growing literature

on

the somatic,

ical services. A recurrent theme across the literature is that the medical treatment of
all types of victimized women can be improved by providing attention to the underlying cause of their symptoms. Achievement of this goal requires that physicians identify victimization history and provide access to appropriate support services. Because
all forms of violence against women are prevalent among primary care populations,
and victimization is clearly linked to health, health care providers cannot afford to
miss this relevant history. The article concludes with suggestions for fostering and
(Arch Farn Med. 1992;1:53-59)
responding to disclosures of victimization.
Victimization is a diagnosis that physi¬
cians are increasingly expected to make as
frontline health care providers.1"4 Because

of their high level of public contact and
the decreased stigma compared with men¬
tal health providers, primary care physi¬
cians are an important resource for women
victimized by sexual and physical vio¬
lence, including rape, domestic violence,
and the adulthood sequelae of sexual abuse
in childhood.5 Until recently, the medical
literature had focused exclusively on fo¬
rensic issues and acute treatment.6"10 Con¬
sideration of somatic consequences that ex¬
tended beyond the emergency period was
limited to the psychological aftereffects. Now,
a rapidly growing body of research assoFrom the
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by violence to physi¬
cal illnesses. This article provides a review
of the somatic outcomes, including acute
conditions, delayed consequences, and re¬
lated changes in longitudinal medical care
usage. The primary sources for this review
were obtained through computer-assisted
literature searches using MEDLINE and
PSYLIT databases through 1991. Al¬
though men are victims too, the literature
reviewed focuses almost exclusively on
women. The scope of violence against
women is enormous11"26: one in five women
has been a victim of completed rape1923;
one in four women has been physically bat¬
tered24; and 15% to 62% of women recall
at least one incident of childhood sexual
abuse before age 18 years.1418
Women are much more likely than
men to be the targets of rape, battery, and
ciates victimization
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child abuse. Forty-two percent more
episodes of severe battering are sus¬
tained by women12; nine of 10 rape
victims are women, according to the
National Crime Victimization Survey1 ' ;
and 78% of the substantiated cases of
child sexual abuse involve girls.13
VICTIMIZATION-INDUCED
CHANGES IN MEDICAL
UTILIZATION
Victimized women compared with
those whose lives are untouched by
violence perceive their health less fa¬

vorably, experience more symptoms
across virtually all body systems (ex¬
cept skin and eye), and report higher

levels of injurious health behaviors
such as smoking or failure to use seat
belts.27 These findings, and the fact
that all forms of intimateperpetrated violence are more likely
to involve multiple incidents across
time, increase the potential for vic¬
tims to visit their physician repeat¬
edly.28 Considerable evidence sub¬
stantiates increased medical utilization
by victimized women27·29"36:
1. Twenty-two percent of women
raped or molested in childhood vis¬
ited a physician 10 or more times a
year compared with 6% of nonvictimized women.33
,

2.

Physician visits were twice as
high among women raped and as¬
saulted in adulthood compared with

nonvictimized women (6.9 vs 3.5 vis¬
its per year).27
3. Medical expenses were 2.5
times higher among severely victim¬
ized women compared with nonvic¬
timized women ($401 vs $161).27
4. Victimization severity was the
most powerful predictor of total yearly

physician visits and outpatient costs.27
5. The biggest increases in med¬

ical utilization occurred in the sec¬
ond year following victimization.27
In response to financial impli¬
cations of these data, Robert
McAfee, MD, vice chairman of the
American Medical Association Board
of Trustees, concluded, "In addition
to the terrible human toll, violence
strains the resources of our health care

When we are being con¬
criticized
about health care
stantly
costs, this is one of the factors driv¬
ing those costs up" (Am Med News.
March 4, 1991:34).

system.

.

.

.

ACUTE MEDICAL
CONSEQUENCES OF
VIOLENCE

tic violence

are more

likely to have

breast, chest, or ab¬
injuries
domen42; multiple injuries to vari¬
to

the

parts of the body42; and past in¬
juries, including old fractures and
bruises, in various stages of heal¬
ous

ing.43

Battery

complaint;

rarely

is

a

more common

presenting
clinical pre¬

anxiety, depres¬
dependency, chronic

sentations include

Although victimized women seek care
in a variety of settings, for many the
emergency department is the typical
point of entry into the health care sys¬
tem.6·37 Emergency treatment proto¬
cols of battery and rape victims de¬
lineate physicians' responsibilities, in¬
cluding psychological and somatic
issues.6"10 The medical treatment of bat¬
tery includes identification and treat¬
ment of violence-linked injuries, elicitation of the details of abusive rela¬
tionships to foster self-identity as a
domestic violence victim, creation in
the patient's mind of a realistic view
of the severity and danger of her liv¬
ing situation, exploration of treatment
options, and documentation in the med¬
ical record of the intervention to pro¬
mote future medical provider's abil¬
ity to provide continuity of care.6,38·39
The physician's responsibility in treat¬
ing rape victims is to provide prompt
treatment of physical injuries, preven¬
tion of sexually transmitted disease
(STD), prophylaxis to prevent preg¬
nancy, psychological support with ar¬
rangement for follow-up counseling,
and forensic documentation.7"10·40·41

Nongenital Injuries
Domestic violence accounts for more

injuries than automobile accidents,
muggings, and rapes combined; in¬
juries necessitating surgical interven¬

are most often perpetrated by
male intimates.39 Physical injury pat¬
terns of domestic violence generally
involve contusions or minor lacera¬
tions to the face, head, neck, breast,
or abdomen, and are distinguished
from unintentional injuries, which
generally involve the periphery of the
body.41 Compared with victims of ac¬
cidental injuries, victims of domes-

tion

sion, chemical

headaches, abdominal pain,

com¬

plaints
dysfunction,
rent vaginal infections, joint pain,
muscle pain, sleeping and eating dis¬
of sexual

recur¬

orders, and suicide attempts.38·39·41,44

Some writers have suggested that bat¬
tery may be the most important pre¬
cipitant of female suicides yet iden¬
tified.41 Estimates are that one of four
suicide attempts by women is pre¬
ceded by abuse. Among black women,
the figure may be so high that one
in two suicide attempts follows do¬
mestic violence. However, the data
for these conclusions are few and bear
replication in other centers. Domes¬
tic violence should be suspected when¬
ever new injuries are seen in the pres¬
ence of vague complaints and evidence
of old injuries and whenever risk fac¬
tors are present, including alcohol or
drug dependence in the partner, vi¬
olence in the family of origin, living
in poverty, and

unemployment.45

Physical injuries

are

also

seen

in some 40% of rape victims.46,47 These
include minor and major abrasions
or contusions anatomically centered

about the head, neck, and face (50%),
and involving the extremities (33%)
or the trunk region (15%).46 Severe
injuries consist of equal numbers of
multiple traumas, major fractures, and
major lacerations.46 Physical symp¬
toms include the direct effects of
trauma, such as general soreness,
bruising, and irritation.48 Skeletal mus¬
cle tension may be manifested in ten¬
sion headaches, fatigue, and sleep pat¬
tern disturbances following injury.
Gastrointestinal irritability is an¬
other presenting problem that en¬
compasses symptoms of stomach
pains, nausea, decreased appetite, and
inability to taste food.
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Genital Injuries

patients presenting with vaginal
hemorrhage, bleeding should be as¬
sumed to be a complication of preg¬
In

nancy until proven otherwise.49 In¬
cluded in the full differential diagnosis
is the possibility that the bleeding is
rape-induced. The difficulty docu¬
menting genital findings in rape vic¬
tims by gross visualization is well
known. The use of the colposcope
may significantly increase reliabil¬
ity.30 Genital injury patterns include
the following:
1. Half of the rape victims seen
in trauma centers have vaginal and per¬

meai trauma (from microscopic to ma¬
jor) including vulvar contusions and
hymenal and vaginal lacerations.46
2. Fifteen percent of victims have
significant vaginal tears; 1% require
surgical repair of the laceration.46·51
3. Genital injuries are more likely
to occur in elderly victims.36
One third of rapes include oral
or anal penetration in addition to vag¬
inal contact.46·47 Most anorectal inju¬
ries present as nonperforating mucosal
lacerations, disruptions of anal sphinc¬
ters, retained foreign bodies, and transmural perforations of the rectosigmoid,
and are produced by penile penetra¬
tion as well as introduction of digits,
hands, blunt objects, or foreign bod¬
ies into the rectum.52·53
,

Sexually Transmitted

Diseases

Sexually transmitted diseases have been

estimated to occur as a result of rape
in 3.6% to 30% of victims, and can
be contracted from any of 15 differ¬
ent organisms.40·5457 Neisseria gonorrhoeae, Chlamydia trachomatis, trichomonal infections, and syphilis are most

commonly seen; however, hepatitis
and human immunodeficiency virus
(HIV) infection are possible lifethreatening consequences ofsexual as¬
sault.57 Untreated STDs may result in

pelvic inflammatory disease. Testing
for STD should be performed within
24 hours and prophylaxis should be

given within 72 hours.58·59 Evaluation
and treatment guidelines are avail-

able.58·59 The Centers for Disease Con¬
trol evaluation guidelines for rape vic¬
tims include screening for gonorrhoeae and C trachomatis from any site
of penetration or attempted penetra¬
tion; collection of blood for a serologie
test for syphilis; storage of the spec¬
imen for delayed testing for HIV and
hepatitis infection; examination of

vaginal specimens for tunica vagina-

lis and for evidence of bacterial vag-

inosis; pregnancy testing;

follow-up

evaluation at 14 to 21 days to repeat
studies other than those for syphilis
and viral STD; and follow-up evalu¬
ation at 8 to 12 weeks to repeat se¬
rologie studies and screen for hepa¬
titis and/or HIV.58
The risk of contracting HIV dur¬
ing sexual assault is currently un¬
known, but cases have been re¬
ported in women with no other risk
factors except rape.57·60"62 The fre¬
quency of HIV transmission by rape
is certainly less than for other routes
of transmission; however, the as¬
sumption is premature that HIV trans¬
mission is minimal.63 Physicians need
to address the issue of possible HIV
transmission at the initial contact and

provide appropriate sequential test¬

ing. Within 3 months of rape, 26%
of victims spontaneously mentioned

acquired immunodeficiency

syn¬
drome as a concern; for half, it was
their primary concern in the imme¬
diate period after the rape.64 Cur¬
rent indications suggest the HIV an¬
tibodies develop within 6 months in
95% of the individuals who become
infected after exposure.58·59
According to a recent national
telephone survey that included rape
victims who sought medical care,
pregnancy testing or prophylaxis was
received by 60% of rape vic¬
tims, and no information or testing
for exposure to HIV was reported by

not

73% of victims.26 These retrospec¬

tive data would have included

some

rapes that occurred before the present
era of acquired immunodeficiency
syndrome awareness, and it is pos¬
sible that physicians may have skipped
pregnancy testing in certain cases,
such as in premenarchal and post-

menopausal victims.

It is more dif¬
ficult to rationalize the absence of in¬
formation or testing for STDs that was
reported by 39% of victims.26

Pregnancy
Five percent of rape victims become

pregnant.23·40 Therefore, counseling
about the possibility of pregnancy,
postcoital contraception, and termi¬

nation of pregnancy should be dis¬
cussed with victims of rape. Several

strategies of pregnancy prophylaxis

exist, including offering no immedi¬

treatment, performing preg¬
nancy testing if the next menses is
missed, or repeated serum preg¬
nancy testing 1 week after the as¬
sault. All postcoital interventions for
prevention of pregnancy are ineffec¬
ate

tive after 72 hours.40 Anticoncep¬
tion medication regimens consist of

initially ingesting two tablets of ethinyl estradiol and norgestrel, fol¬
lowed by two tablets in 12 hours.40
The physician should inform the pa¬
tient of the 1% failure rate of pro¬

phylaxis and possible complications
of medical intervention.

Some rape victims are already
pregnant when assaulted. Examina¬
tions of rape victims at a large met¬
ropolitan hospital revealed rates of
vulvar (95%), oral (27%), and anal

(6%) penetration for pregnant

vic¬
tims that were comparable with the
pattern in nonpregnant women.65 The
site of trauma did not vary with ges-

tational age, with injuries seen more
often in nonpregnant victims. No
spontaneous abortions, deliveries, preterm rupture of membranes, or pre¬
mature detachment of the placenta
occurred within 4 weeks of the rape.65
Because this study lacked a compar¬
ison

sample,

it

was not

possible

to

draw conclusions about the health
of the newboms.
Pregnancy is a risk factor for the
initiation or escalation of physical

abuse.66"72
1.
women

ical

Sixty percent of pregnant
sustain some

aggression.66

degree of phys¬

2. The abdomen is targeted twice
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as

frequently in pregnant women as

in

nonpregnant victims.45
3. Fifteen percent of a national

among

rent

pregnancy.69
5. At initial prenatal visits, 4%

of obstetric patients at a university hos¬

pital reported that physical abuse oc¬
curred during their current pregnancy.70
6. Women with a history of bat¬
are
three times as likely to be
tery
injured during pregnancy than nonbattered women.30·69·70
Women who were battered while
pregnant were attacked on the head
and neck (57%); breasts, abdomen,
and genitals (20%); and arms, buttocks,
back, and legs (22%). These assaults
have been associated with preterm la¬
bor, premature rupture of the mem¬

branes, placental separation, antepartum hemorrhage, fetal fractures, and
rupture of the uterus, liver, or spleen.71

Direct trauma to the abdomen also may
increase the risk of adverse outcomes

for the fetus.45 Battered women expe¬
rience more negative pregnancy out¬
comes,

including miscarriages, still¬

births, and low-birth-weight

new-

borns.66·67·69·71 Among 589 women at

public and private hospitals interviewed
about battery post partum, the rate of
low-birth-weight newborns was 13%
in women who had been beaten com¬
pared with 7% in nonbattered women.72

The differences were more pronounced
among private hospital patients, but
as the samples were not representa¬
tive, the results must be replicated at
other sites. In response to these find¬
ings, the Surgeon General has recom¬
mended that all pregnant women be
examined for battery as part of rou¬
tine

prenatal assessments.1

LATE COMPLICATIONS
OF VICTIMIZATION

with

a

history

of

are

diagnosed

more

frequently

physically or sexually victim¬

ized; the average duration of abuse

Chronic Pelvic Pain
Of the 650 000 hysterectomies per¬
formed annually, an estimated 78 000
are performed for chronic pelvic pain.73
The prevalence of physical and sex¬
ual abuse is elevated among women
with chronic pelvic pain whether with
or without demonstrated disease.73"79

Sixty-four percent of women
who had undergone laparoscopy for
pelvic pain had histories of child sex¬
ual abuse compared with 23% among
women who had undergone the pro¬
cedure for bilateral tubai ligation or
infertility.74
2. Forty-eight percent of women
who had laparoscopy for pelvic pain
had histories of rape compared with

8 years.83
3. Victimized patients were more

likely to experience daily problems,
hospitalizations, surgical proce¬

dures, and onset of headaches after
age 20 years.83
4. Violence predated the chronic
pain in all cases.83
Premenstrual

1.

13% of those without pain who had

undergone the procedure.74
3. Forty-eight percent of pa¬
tients with chronic pain reported sex¬
ual abuse compared with 7% among
age-matched pain-free controls.73

Sixty-seven percent of women
with pelvic pain without demonstra¬
4.

ble pathologic characteristics expe¬
rienced sexual abuse compared with
28% among those with somatic causes
of their pain.79
5.

Negative postoperative

se¬

quelae of hysterectomy are increased

in women with victimization histories.80

Other Chronic Pain

Syndromes

An association between various forms
of victimization and an array of

chronic pain disorders, including
headache, back pain, facial pain, temporomandibular joint, and bruxism,

has been described in the clinical lit¬
erature.30'81·82 Among patients treated

multidisciplinary pain centers:
1. Fifty-three percent of 151 pa¬
tients with pain were either physi¬
cally and/or sexually victimized; 90%
at

of the victimizations occurred in adult¬

hood; the average duration of abuse
Recent studies have documented a
range of long-term problems that

either
was

sample were battered during the first
half of pregnancy and 17% were bat¬
tered during the last half.68
4. Eight percent of a random
sample of public and private hospi¬
tals reported violence during the cur¬

women

victimization.

12 years.82
2. Sixty-six percent of 30 women
examined for chronic headaches were

was

Syndrome

Another gynecologic disorder asso¬
ciated with victimization is premen¬
strual syndrome. Premenstrual syn¬
drome is heralded by changes that
occur regularly during the luteal
phase, including cognitive, affec¬
tive, behavioral, and somatic symp¬
toms.84·85 A history of child sexual
abuse and rape was reported by 40%
of 174 consecutive patients with pre¬
menstrual complaints.84

Gastrointestinal

Symptoms

The termfunctional gastrointestinal dis¬
orders describes numerous symptoms
throughout the length of the gastrointes¬
tinal tract, including irritable bowel
syndrome, nonulcer dyspepsia, and
chronic abdominal pain.3486 Irritable
bowel syndrome is defined as alter¬
nating bowel function, abdominal pain,
diarrhea, or constipation.87 There ap¬
pears to be a large overlap between
patients withirritable bowel and chronic
pelvic pain. Symptoms consistent with
irritable bowel syndrome are evident
in more than 60% of gynecologic re¬
ferrals for chronic pelvic pain.88 As in
pelvic pain, victimization histories are
common in patients with irritable bowel

syndrome:

1. Forty-four percent of pa¬
tients in a university-based gastro-

enterology clinic reported a history
of sexual or physical victimization dur¬

ing childhood

or

adulthood.34

2. Two thirds of the gastrointes¬
tinal complaints in these patients were

medically explained; one third were
judged to be of functional origin.34

3. More extensive victimiza¬
tion histories were associated with
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functional origin and greater pain

symptoms.34
Negative Health Behaviors
A history of victimization by violence
is associated with several negative health

behaviors that can have life-threatening

consequences.89"98 Unusuallyhigh rates

of sexual victimization have been found
among patients with eating disorders,
ofwhom 58% had been sexually abused
before age 15 years89; bulimic women,
of whom 23% had been raped, 23%
had been battered, 29% had been sex¬
ually abused as children, and 29% were
physically abused as children (cate¬

mutually exclusive)90'91;
chemically dependent women, in whom
the prevalence of victimization histo¬
gories

not

ries among alcoholic

women ranges
from 34% to 75%93·97; and women with
at least one risk factor for acquiring
or transmitting HIV, of whom 46%
had histories of sexual victimization.98

PROCESSES BY WHICH
VICTIMIZATION MAY
AFFECT HEALTH

resistance99·100; enduring changes in

health habits initiated to cope with
trauma100101; as yet undocumented
physical damage secondary to the vi¬
olence; chronic overarousal due to posttraumatic stress disorder102; heightened

focus on internal sensations103,104;
misattributions about the significance
of symptoms, including normal sen¬
sations and the physiologic concom¬
itants of emotional distress100; and in¬
teraction with biomedically focused
health care system.105
FOSTERING DISCLOSURE
OF VICTIMIZATION
In most cases, physicians focus on treat¬

physical injuries and over¬
look the underlying cause.42 Patients
rarely volunteer and physicians sel¬
dom ask about a history of physical
or sexual violence.105'106 Failure of phy¬
sicians to screen for victimization has
at least two negative health conse¬
quences. First, patients are left at con¬
tinuing risk. Intimate violence in par¬
ticular is repetitive and crossment of the

generational. Ignoring it may produce

patient who will return repeatedly
for multiple problems and may enhance
the potential of other members of the
patient's family to become future vic¬
tims and/or patients. Second, phys¬
ical problems cannot be resolved with¬
out dealing with the underlying cause.
When physicians fail to question their
patients about violence, it communi¬
cates lack of permission to discuss these
issues in the medical setting. If psy¬
chosocial variables are ignored in di¬
agnosis, somatic complaints may be
inaccurately and inappropriately di¬
agnosed and treated exclusively as or¬
a

Although the high prevalence of vic¬
timized patients among study samples
could reflect a concentration of these
difficult cases into the tertiary care cen¬
ters,34 the evidence suggests a high prev¬
alence of victimization in primary care
samples as well.23 In a recent survey
of 2291 women patients enrolled in
a health maintenance organization, only
43.2% were nonvictimized; 23.9% had

experienced noncontact crime victim¬
ization, 11.6% had been physically as¬
saulted, 13.9% had been raped, and
7.4% had been both raped and assaulted
in their lifetimes.23 In 1 year, 77 of 1000

victimized by violent
crime.23 Victimized women sought
medical care more frequently for a va¬
riety of chronic symptoms, some med¬
ically explained and some diagnosed
as functional or psychogenic. The mech¬
anisms by which these symptoms are
created are not yet known, but mul¬
tiple theories exist about possible routes
by which violence could affect health,
including stress-induced lowering of
women were

ganic pathologic conditions.107 By ig¬
noring the psychosocial context in
which the symptoms arise, health care

providers are potentially responsible
for entrenching misattributions about
the significance and meaning of the
physical sensations.
Patients are often willing to dis¬

experiences if asked.
Those who delay seeking treatment
and provide misleading histories do
so because of embarrassment, fear of
cuss victimization

public humiliation, and social stigma.40·47

individuals, the process of
a victim is difficult and
oneself
labeling
becomes especially complicated when
the events have occurred within the
family setting or if the actions were
ambiguous.108 The implications for
medical practitioners are twofold.
First, because of the struggle to avoid
the devaluation inherent in being a
victim, women who have suffered
physical or sexual abuse infre¬
quently use words like rape, incest,
molestation, child abuse, battery, wife
beating, or domestic violence to la¬
bel what has happened to them. Prac¬
titioners may be more successful in
detecting violence if they simply de¬
scribe behaviors, stay away from
loaded terms, and avoid profes¬
sional jargon. Second, recognition
needs to be made of the possibility
that the family member accompany¬
ing the patient is the perpetrator.
Screening for violence whether in per¬
son or by checklist must take place
under circumstances that provide the
For most

safety to implicate intimates. By rou¬
tinely asking a few simple screening
questions, practitioners offer their pa¬
opportunity to confide in
a caring person. Many victims have
tients the
never

told anyone about their expe¬

riences.23 However, the simple act of
disclosing is associated with posi¬
tive changes in indicators of im¬

response.109 In response to con¬
fidences shared, practitioners need to
validate the women's experience.
Women who assert charges of abuse
are often met with questioning about
their credibility and culpability. The
single most helpful response that can
be made to a confidant about vic¬
timization is validation of the indi¬
vidual's experiences.4,38'110 When ap¬
propriate, health care providers can
also refer to mental health profes¬
sionals or trauma-specific resources
in the community. Currently, phy¬
mune

are under enor¬
handle
efficiently
pressure
a large volume of patients without
lowering standards of care. Identifi¬
cation of patients with a history of
victimization reduces the potential of

sicians

everywhere

mous
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to

negative health sequelae, promotes
more

efficient

use

17.

of resources, and

improves patient well-being.
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