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Abstract:  

Sexual violence is a widespread phenomenon, as it has been estimated that about 35.6% of women 

have experienced some forms of sexual abuse, with variable prevalence estimates worldwide. 

Sexual violence has remarkable negative consequences on women’s health and quality of life, with 

a specific harmful impact on women’s psychological well-being and sexuality.  

In this narrative review, we provide an overview on the phenomenon of sexual violence against 

adult women and adolescents, discussing its associated multiple negative consequences with a 

specific focus on clinical and sexological aspects. ‘‘Women centered care’’ and a multidisciplinary 

approach appear of pivotal importance when working with sexual violence survivors. Woman 

should be engaged in all the clinical activities as equal partners in the decision-making process, and 

should be supported by multiple and different professional figures (i.e. gynecologists, 

psychologists, sexologists, forensic medical doctors, lawyers) working within the framework of a 

cooperative integrated model. 
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Sexual violence: the extent of the problem  

 Sexual violence, defined by the World Health Organization (WHO) as “any sexual act, 

attempt to obtain a sexual act, or other act directed against a person’s sexuality using coercion, by 

any person regardless of their relationship to the victim, in any setting”, is a crucial issue 

worldwide, with serious physical, mental, ethical, and social consequences.1   

 According to the above-mentioned definition, sexual violence may include a wide range of 

sexually violent acts, such as completed rape or attempted rape, sexual coercion, sexual contact 

with force or threat of force, unwanted sexual advances or sexual harassment, systematic rape 

during wars, sexual abuse of children, rape within marriage or dating relationship.1 

 The Council of Europe “Convention on preventing and combating violence against women 

and domestic violence” (better known as the Istanbul Convention),2 which is aimed at preventing 

any form of gender violence, defines sexual violence as “any non-consensual vaginal, anal or oral 

penetration of a sexual nature of the body of another person with any bodily part or object, any 

other non-consensual acts of a sexual nature with a person, or any attempt to force another person to 

engage in non-consensual acts of a sexual nature with a third person”. The Istanbul Convention 

highlights the need for any sexual relationship to be carried out with consent, rather than pointing 

out the presence of situations that involve coercion, induction, violence, threat or abuse to define 

the occurrence of sexual violence.  

 Taking this into account, the lack of consent appears to be the constitutive element of the 

crime of sexual violence. The consent must be given voluntarily, as a free manifestation of the 

person's will, and must be evaluated considering the situation and context. It should be explicit (i.e. 

“yes means yes”), expressed in a quiet context and in the absence of conditions that may alter the 

woman's will (drugs, alcohol), not constrained by conditioning situations and/or environmental 

pressures (abuse of authority). Moreover, it should be preliminary to the sexual intercourse and it 

should remain valid throughout the period of time in which sexual acts are performed, concerning 
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all the ways in which sexual intercourse is consumed (for example regarding the use of prophylactic 

or sex toys). 

 Data from the WHO underline that about 35.6% of women have experienced some forms of 

sexual violence, with variable prevalence estimates worldwide.3 Results from an Italian national 

survey conducted by the National Institute of Statistics4 revealed that, on a sample of 24.000 

women aged 16-70, 6.788.000 women have been victims of either physical or sexual violence 

during their life (that is 31.5% of the sample). More specifically, 21% of women has been victim of 

sexual violence and 5.4% of the most serious forms of sexual violence such as rape and attempted 

rape.4 

 Data on sexual violence usually come from non-governmental organizations, governmental 

survey research, police reports, or from clinical settings. However, the available data are often 

insufficient and limited as many women do not report sexual violence to police because they feel 

ashamed or fear not to be believed. Moreover, data from clinical settings may be biased by the fact 

that only women who have suffered from the most severe forms of sexual violence (such as rape) 

ask for help to dedicated health services.  

 Several vulnerability factors, which put a woman at greater risk of sexual violence, have 

been described in the literature.5 As the perpetrator of violence in most cases is represented by the 

partner or the ex-partner, being or having been in an intimate relationship represents a first and 

important factor of vulnerability. Other factors that influence the risk of sexual violence are young 

age, abuse of alcohol or other substances, having many sexual partners, prostitution/trafficking, and 

poverty. 

 

Consequences of sexual violence 

Psychological consequences of sexual violence 

 Research suggests that women victims of sexual violence are more likely to suffer from a 

broad range of psychological consequences, both in the immediate period following the violence 
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and over the longer term.6-10 Some authors reported a prevalence of symptoms indicative of a 

mental disorder in 33% of adult women who experienced sexual violence, in 15% of women who 

suffered from physical violence in an intimate relationship and in 6% of non-abused women.8 

 Specifically, studies reported higher risks of depression, anxiety,7,9,10 higher levels of stress7 

suicidality attempts, post-traumatic stress disorders (PTSD), dissociative disorders,11,12 eating 

disorders,13 and sleep disturbances.14 PTSD symptoms are more frequently associated to forms of 

sexual violence perpetrated with the use of a weapon and/or extreme physical force, or in cases 

where women were raped by strangers.15 Moreover, women with a history of sexual trauma often 

report poor self-esteem and a lower ability to participate in social life, to the point that they are 

unable to adequately take care of their children or even to work.15   

 The first description of a specific psychological symptomatology caused by sexual violence 

- namely “Rape Trauma Syndrome”- was provided by Burgess and Holmstrom in 1974.16 The 

authors interviewed and followed 146 women admitted to the emergency department of a city 

hospital because victims of a rape. Based upon an analysis of the 92 adult women of the sample, the 

authors described the existence of a rape trauma syndrome and delineated its characteristics. 

Specifically, the authors described an initial acute phase which can last from days to 3 weeks and is 

characterized by a mental disorganization where fear is the prevalent symptom, and a second phase 

of mental reorganization (that can last from months to years) in which the woman tries to restore 

order in her life and to retrieve a sense of control on the external world. In the acute phase women 

experiment feelings of shock and disbelief regarding what has happened, confusion, mood swings, 

disgust, humiliation, shame, self-blame, helplessness, anger, revenge, desire to forget, and inability 

to speak and describe the violence. In the reorganization phase (which may be either adaptive or 

maladaptive) women experiment feelings of loss of security, independence or autonomy, self-

confidence and self-esteem. Reactions during this second phase may significantly differ from 

woman to woman, according to the age of the victim, her life situation, the type of rape, specific 

personality traits and the presence of a supportive environment.16 
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 Moreover, women may present mental disorders such as depression, anxiety, decreased self-

esteem, phobias, self-harm attempts, suicidal ideation, drug use, eating disorders, sleep disorders, 

and psychosomatic disorders such as chronic pelvic pain, chronic migraine and gastro-intestinal 

disorders.  In addition, very frequently women who survive sexual violence may suffer from 

nightmares, recurring thoughts, flashbacks, reduced attention and concentration or hypervigilance. 

Also, they may present difficulties in sexual or emotional relationships or a reduction in social 

interactions. 

 

Physical consequences of sexual violence 

 Sexual violence does not necessarily involve a considerable deal of physical force or the use 

of a weapon. Women very often report that they felt immobilized by the fear of lethal consequences 

and so offered minimal active resistance to the sexual assault.15 Some authors suggest that, similar 

to animals, humans who experienced extreme threat with fear of severe injuries or even death may 

react with a state of involuntary, temporary motor inhibition, known as tonic immobility.17-19 

A study of 298 women who asked for help in an emergency clinical service for raped women within 

1 month after the assault revealed that 70% of women reported significant tonic immobility, and 

48% reported extreme tonic immobility during the sexual assault.18 The development of post-

traumatic stress disorder was more frequent in women with tonic immobility (OR 2.75; 95% CI 

1.50-5.03, p = 0.001) and severe depression (OR 3.42; 95% CI 1.51-7.72, p = 0.003) at 6 months.18 

From a physical rather than a psychological perspective, this means that very often sexual violence 

and rape are not associated with the presence of genital or extragenital lesions. It has been estimated 

that about one-third of rape survivors present visible physical lesions.15 A recent study aimed at 

exploring differences in characteristics and clinical findings in cases of sexual violence in 

adolescents and in adult women reported that genital injuries were observed in 37% of adolescents 

and in 35% of adults, with no statistical differences between the two groups.20 Genital lesions were 

associated with time of evaluation in the antiviolence-center in both groups (p=0.0456) and were 
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more frequent in sexual violence survivors who requested help within the first 12 hours following 

the assault. Extragenital lesions were identified in 45% of adolescent girls and in 52% of adult 

women, with no statistically significant differences between the two groups.20 

 A study on 358 survivors of sexual violence with an average age of 18 years – who 

requested a gynecological evaluation within 72 hours from the sexual assault in 61% of cases – 

found that extra-genital lesions were identified in only 28% of cases, while genital/anal lesions were 

present in only 31% of cases.21 

 Genital lesions due to sexual violence are most likely found in the posterior fourchette, the 

labia minora, the hymen and/or the fossa navicularis. Injuries typically include tears, ecchymosis, 

abrasions, redness and swelling. Extra-genital physical lesions usually involve the presence of 

bruises and contusions, lacerations, and ligature marks typically localized to ankles, wrists and 

neck.15 

 Evaluating the prevalence of physical injuries after a sexual violence is essential, especially 

if one considers that clinicians have to adequately explain to the court the findings of their clinical 

examination. A meta-analysis on injury data following sexual assault – which included 26 studies 

published between 1972 and 2011 – reported a very wide range in the prevalence of genital lesions 

after sexual violence, from 5% to 87% of cases, with a mean of 34%. Authors were unable to draw 

definite conclusions about the prevalence of genital lesions after sexual violence, primarily because 

of the heterogeneity of the research methodology of the included studies.22 This means that it could 

be dangerous to place too much emphasis on the forensic significance of genital lesions in adult 

women survivors of sexual violence, and that the only deduction that can be made with a certain 

confidence is that both consenting and non-consenting sexual intercourse may or may not been 

associated with genital lesions.23 Consent –which represents the connotative element of the crime of 

sexual violence – cannot simply be deduced from an evaluation of genital or extra-genital injuries. 

 In addition, women who have experienced sexual violence may be at increased risk of 

unwanted pregnancy, unsafe abortion, sexually transmitted infections (STIs) including HIV, urinary 
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tract infections, sexual dysfunctions, infertility, pelvic inflammatory disease, and chronic pelvic 

pain.15 

 

Sexual violence in adolescence: a particularly critical situation 

 The estimated proportion of adolescent girls who have experienced sexual violence is not 

negligible. It is generally estimated that worldwide from 12% to 25% of girls younger than 18 years 

of age are victims of some type of sexual violence,24 and that up to one-third of adolescents report 

their first sexual experience as being forced.5 In a survey conducted in the Baltic countries, about 

42%–56% of young girls described having been touched in a sexual offensive way, and about 10% 

reported non-consensual sexual intercourse.25 A recent Italian national survey confirmed these 

alarming numbers,4 and revealed that about 10% of the women interviewed reported to have been 

victims of sexual violence before the age of 16.  

 This data must be of concern for several reasons, as sexual violence in adolescence may be 

associated with devastating consequences on multiple levels.26,27 Firstly, exposure to a severe 

trauma such as sexual violence in adolescence may have long-lasting destructive consequences on 

psychological wellbeing and mental health, and even be associated with the development of 

borderline or schizoid personality disorders.28 Moreover, the consequences of a repetitive trauma 

(such as a sexual abuse at a young age perpetrated by a relative, a friend, or someone well known to 

the victim) may be particularly dangerous for the adolescent’s psychological development. 

Secondly, adolescent girls exposed to sexual violence are more likely to re-experience sexual abuse 

in their adulthood (58.5% vs. 31.5% of the total examined female population).4 

 Moreover, teen dating violence (including cyber dating abuse) is increasingly frequent 

among adolescents and appears to be a critical issue, as it is associated with negative physical and 

mental health consequences.29 Specifically, it was reported that more than half of experiences of 

sexual violence among young girls occurs in the context of dating or of an intimate relationship.30-31 

‘Sextortion’ is a specific new form of cyber violence, which employs psychological forms of 
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coercion (for example threats to expose girl’s sexual images on the web) to force the victim to offer 

sexual favors or provide additional sexual pictures. Young girls are more likely to be exposed to 

‘sextortion’, to be threatened for a longer time, or to be psychologically forced to harm themselves 

by their dating partner.32,33 

 Adolescents who have experienced sexual violence request help at a later stage compared to 

adult female victims of sexual abuse.20 A delayed disclosure has several negative repercussions. 

Firstly, it could have a significant impact on the risk of severe mental consequences. Secondly, it 

could limit the capability to diagnose genital and extra-genital injuries and to collect biological 

materials (such as for example spermatozoa) which are useful for forensic/legal purpose. Thirdly, it 

could reduce the efficacy of prophylaxis for sexually transmitted diseases or unwanted pregnancies. 

For all these reasons, prevention programs should be focused on the importance of a prompt 

disclosure after a sexual violence, and gynecologists should be made aware of this delicate issue, to 

better assist adolescent victims. 

 

Clinical issues related to the assistance of women survivors of sexual violence 

 When offering clinical care for women survivors of sexual violence, the prevailing priority 

must always be the health and the mental wellbeing of the woman. The access to clinical services 

can represent a first reparative experience with respect to the predatory and oppressive relationship 

the woman experienced at the time of the sexual violence. The woman must feel that she has found 

the right place to tell her experience and that she can trust the health-care worker. At the same time, 

health professionals working with victims of sexual violence should be free of prejudices and 

guarantee high ethical standards and confidentiality in the provision of such a sensitive service. 

 As regards this specific issue, the World Health Organization34 recommends professional 

figures to be non-judgmental and supportive with respect to the woman’s history of violence; to 

provide practical assistance and support addressing all the woman’s concerns, without however 

engaging in intrusive behavior; to ask the woman to tell her story of violence, listening carefully, 
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without pressuring her to speak; to facilitate access to important information on available resources, 

including legal/social services; to ensure confidentiality, although informing the woman of the duty 

of a mandatory report to the judicial system in the cases specified by the law. 

 The main clinical purposes of the first assessment of women victims of the sexual violence 

are to evaluate psychological needs and offer immediate support, to identify and eventually treat all 

acute physical lesions, to evaluate the risk of adverse consequences, such as sexually transmitted 

infections and pregnancy, to guide specimen collection for forensic purposes, to provide a valid 

documentation (such as for example pictures, description of injuries) to be used in the legal context. 

 Ideally, the provision of clinical assistance to survivors of sexual violence (i.e. physical and 

gynecological inspection, detection and treatment of physical lesions, prevention of sexually 

transmitted infections and unwanted pregnancies) should be conducted in conjunction with forensic 

activities, such as injury description with regards to size, type, shape, depth, color, borders and/or 

specimens’ collection. Moreover, proposing medical and forensic assistance at the same time should 

be an advantageous approach to limit the number of invasive physical and gynecological 

evaluations, as well as the number of interviews to women about the abuse they experienced.15 

 Offering immediate psychological support for post-traumatic symptoms is also of pivotal 

importance. The cornerstone of the first psychological counseling to victims of sexual violence is to 

empathically listen the woman's history of violence and her experiences, starting a therapeutic 

alliance to contain woman’s emotions and feeling of fear, shame, guilt, self-blame, and humiliation. 

There are several evidence-based approaches suggested for post-traumatic stress disorder (PTSD) or 

other psychological difficulties resulting from sexual violence, such as psychodynamic 

psychotherapy, trauma-focused cognitive behavioral therapy (TF-CBT), and eye movement 

desensitization and reprocessing therapy (EMDR).35 Being unhurried, giving time, using a calm 

tone of voice, being non-judgmental, and using sensitive language may contribute to avoid 

woman’s revictimization. In addition, it is important to inform the woman about her judicial rights 
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and about the modality to make a voluntary complain, as well as about the existence of dedicated 

local services. 

 During the initial assessment, health care workers should also obtain an informed consent to 

all the clinical evaluations proposed, clearly explaining all aspects of the consultation, including 

information on the meaning of the gynecological examination, the need for toxicological exams, the 

collection of biological samples for the detection of infectious diseases or for forensic purposes. 

 Specific details about the sexual assault must be documented including date and location of 

the sexual violence, characteristics of the perpetrators (such as the name, number of assailants, 

relationship with the victims), modality of violence (type of sexual contact, vaginal/anal/oral 

penetration, penetration with penis, fingers or objects, ejaculation, use of condom), use of weapons, 

use of alcohol or other drugs. The physical examination should be conducted from head-to-toe, 

concluding with the genito-anal area.36 All injuries should be accurately described and, if possible, 

documented with pictures, ensuring privacy and confidentiality.  

 According to the modality of the sexual assault, most women are concerned about the 

possibility of an unwanted pregnancy. In these cases, emergency contraception (i.e levonorgestrel 

single administration or a single dose of 30 mg ulipristal acetate) should always be offered if the 

clinical evaluation is conducted within 5 days from the sexual violence, the woman has a negative 

pregnancy test or is sure she is not currently pregnant. However, women should be advised that 

emergency contraception is not 100% effective. If a woman undergoes clinical examination more 

than 5 days after the sexual violence, she should be advised to perform a pregnancy test if she 

misses her next menstrual period. In the event of a confirmed pregnancy patients should be fully 

informed of their legal rights, according to the national laws.  

 As a consequence of sexual violence, women may be exposed to the risk of contracting a 

sexually transmitted infection (STI), such as chlamydia, gonorrhea, syphilis, trichomoniasis, human 

papilloma virus (HPV), HIV and the hepatitis B and C virus. Vaginal and cervical cultures and 

blood samples should be obtained to assess STI status. The decision to provide prophylactic 
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treatment for STI (including post-exposure prophylaxis for HIV) should be made on a case-by-case 

analysis, according to the history and modality of violence, woman’s preference, and time elapsing 

between the violence and the physical examination. Individualized follow-up evaluation for 

infectious diseases should be always proposed. The collection of biological samples, in particular 

swabs for spermatozoa search, should be conducted according to the history of violence 

(considering for example the site of penile penetration and ejaculation) and time elapsed between 

the sexual violence and the clinical evaluation. 

 

Sexual dysfunctions after sexual violence specifically experienced in adulthood 

 
The association between child sexual abuse and sexual disfunctions is well known and widely 

described in the literature.37-44 Although  limited, some evidences suggest an association between 

sexual trauma experienced in adulthood and the development of sexual dysfunctions.45-47  A 

retrospective study evaluating the characteristics of women suffering from sexual dysfunctions who 

attended a tertiary hospital found that, among the 610 women eligible for the study, 134 (21.97%) 

reported they had been victims of sexual violence. Moreover, 74.0% of women survivors of sexual 

violence vs. 59.8% of controls had a hypoactive sexual desire disorder (p<0.05), 20.3% of survivors 

vs. 7.19% of controls (p<0.05) had primary anorgasmia, 52.3% of survivors vs. 39.6% (p<0.05) of 

controls reported a lower sexual interest and reduced arousal (61.3% vs 48.8%, p<0.05). Moreover, 

authors found that depression was significantly more prevalent in women who had suffered from 

sexual violence (32.1% vs. 18.3%; p<0.05).47 Similarly, a significant association between the 

traumatic experience of being exposed to sexual violence and lower sexual satisfaction, greater 

PTSD, depressive symptoms, and higher suicidal ideation was also described by Di Mauro et al., in 

a study on 255 female veterans in monogamous relationships who reported a previous history of 

sexual violence (n = 153) or nonsexual violence (n = 102).48 
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 In a cross-sectional analysis on a cohort of 2016 women aged 40 to 80, Gibson et al. 

examined the association between intimate partner violence (IPV), sexual violence, and 

posttraumatic stress disorder and menopause symptoms. Sexual violence was reported by 382 

women (18.9%) and was associated with vaginal dryness (OR, 1.41; 95% CI, 1.10-1.82), vaginal 

irritation (OR, 1.42; 95% CI, 1.04-1.95), and pain with intercourse (OR, 1.44; 95% CI, 1.00-2.06), 

highlighting the need for better recognition of exposure to sexual assault by health professionals 

also when taking care for midlife and older women.49  

 Being victimized at a young age by a known perpetrator and experiencing penetration during 

sexual violence were related to the development of severe sexual problems during and immediately 

after the assault.46 It has been reported that women who experienced a sexual assault with 

penetration had many more adverse consequences in several sexual domains compared to women 

who experienced a sexual violence without penetration, including decreases in sex frequency and 

sexual interest.50 A qualitative study on survivors of sexual violence suggested main themes 

describing how sexuality changed after a sexual assault, such as losing sexual desire, increased 

sexual behavior, and increasing sexual partners,51 with clear clinical implications for prevention and 

treatment. 

 Some authors pointed out that, although sexual dysfunctions often occur after a sexual 

assault, they are infrequently targeted within psychological treatments. A meta-analytic review 

aimed at assessing whether psychological treatment for PTSD (as a consequences of sexual 

violence) has an effect on female sexuality found that psychological treatment for PTSD has no 

effect on sexual disfunctions.52 Future psychological interventions for sexual violence survivors 

should specifically target also sexual dysfunctions, to help women engage in positive consensual 

sexual activities, as well as to provide elements to facilitate the communication of their needs to 

their sexual partners. 
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Conclusion 

 

 The team involved in the care of women survivors of sexual violence should be composed 

of different professional figures, such as gynecologists, forensic medical doctors, 

psychologists/psychotherapists, social workers, sexologists, and lawyers, with a continuous 

constructive dialogue with the judicial authorities. All professional figures should be trained in 

gender violence (and particularly in sexual violence) as well as in trauma-informed care, as it has 

been demonstrated that a sexual assault is a threatening event in the woman’s life with multiple 

negative psychological consequences. 

 ‘‘Women centered care’’ is of pivotal importance when working with sexual violence 

survivors. This means that woman should be engaged in all the clinical and psychological activities 

as equal partners in the decision-making process, considering individual preferences and needs, 

avoiding re-victimization due to inappropriate practices that put women in a powerless situation. 
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