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Abstract 

Understanding the Health Consequence of Sexual Victimization: Assessing the Impact of 
Social and Economic Factors 
 
Lisa Fedina, Doctor of Philosophy, 2018 

Dissertation directed by: Charlotte Lyn Bright, PhD, MSW, University of Maryland 
School of Social Work 
 

The long-term physical health consequences of sexual violence are well 

documented; however, few studies have examined the impact of social and economic 

factors on physical health outcomes associated with sexual violence. In particular, the 

health consequences of sexual violence are not clearly understood among racial and 

ethnic minority women, including the extent to which socioeconomic status (SES) 

influences health within racial and ethnic populations. Drawing upon the Social 

Determinants of Health Framework and intersectionality, this study examines the 

relationship between race, ethnicity, SES, and multiple health outcomes in a sample of 

female sexual violence victims (N = 3,622) using the National Intimate Partner and 

Sexual Violence Survey (NISVS). Findings highlight significant group differences based 

on race, ethnicity, and SES in health status and chronic disease. African American 

women reported higher proportions of poor/fair health and most chronic diseases (i.e. 

diabetes, high blood pressure) compared to Latina women and White non-Hispanic 

women. Women with lower incomes, lower education, past-year food insecurity, past-

year housing insecurity, and past-year financial barriers to healthcare access also reported 

higher proportions of poor/fair health and most chronic health conditions. Multivariate 

results highlight within-group relationships between victimization characteristics, SES, 

and health status based on race and ethnicity. Among African American women, financial 



  

barriers to healthcare access was associated with poor/fair health. Among White non-

Hispanic women, lower income, lower education, food insecurity, older age of first 

victimization, and disclosure to healthcare professionals were associated with poor/fair 

health. Among Latina women, food insecurity, younger age of first victimization, no 

history of intimate partner physical and/or psychological violence, and disclosure to 

police were associated with poor/fair health. Findings provide an intersectional 

understanding of the unique needs and experiences of sexual violence victims based on 

race, ethnicity, and SES. Results suggest the need for affordable and accessible 

healthcare as well as police training to reduce poor health outcomes among victims, 

particularly African American and Latina women. High levels of economic insecurity 

among victims suggest the need for practitioners to screen for socioeconomic needs (e.g., 

housing, food and nutrition) in order to reduce poor health outcomes among victims.  
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Chapter 1: Problem Statement and Background 
 

Sexual violence is a global public health problem affecting millions of women 

and men. Sexual violence refers to three types of sexual victimization of a person by a 

perpetator including 1) attempted or completed physically forced rape or attempted or 

completed drug-or-alcohol facilitated rape, 2) non-physically forced penetration (i.e. 

sexual coercion), and 3) unwanted sexual contact, including unwanted kissing or 

touching of sexual body parts (CDC, 2017b).1 Both globally and within the United States, 

women are substantially more likely to experience sexual violence compared to men 

(Black et al., 2011; World Health Organization, 2013). In the U.S., the Centers for 

Disease Control and Prevention (CDC) estimates that one in three women has 

experienced sexual violence in her lifetime (Smith et al., 2017). The CDC estimates that 

at least 20% of women have experienced forcible or incapciated rape, 13% of women 

have experienced sexual coercion, and 27% have experienced unwanted sexual contact in 

                                                
 
1 Physically forced rape includes completed or attempted forced oral, anal, or vaginal penetration 
through use of force or threat of physical harm. Examples of physical force include physically assaulting 
the victim,  pinning the victim’s arms, use a of weapon, and use of body weight to restrict the victim’s 
movement. Drug or alcohol-facilitated rape includes completed or attempted oral, anal, or vaginal 
penetration when the victim was unable to consent due to intoxication (e.g., incapciation, 
unconsciousness, unaware) through voluntary or involuntary use of drugs or alcohol. Sexual coercion 
includes completed non-physically forced oral, anal, or vaginal penetration through being pressured 
verbally or through intimidation or misuse of authority to consent or submit to sex. Examples of coercion 
include wearing the victim down by repeatedly asking for sex, pressuring the victim by lying to them or 
making promises that were untrue, and using influence or authority. Unwanted sexual contact includes 
intentional touching directly or through clothing of sexual body parts (i.e. genitalia, anus, groin, breast, 
inner thigh, or buttocks) without consent or of a person who is unable to consent.  
 
This study did not examine non-contact forms of sexual victimization, including sexual harassment and 
other unwanted sexual experiences (e.g., unwanted exposure to pornography, unwanted 
flashing/exposure of sexual body parts, unwanted sexual advances). 
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their lifetimes (Smith et al., 2017).2 Furthermore, national estimates document 

disproportionately high rates of sexual violence exposures among racial and ethnic 

minority women compared to White women (Black, et al., 2011). Scholars largely 

attribute these disparate rates to structural inequality and institutionalized oppression that 

subject women of color to greater levels of violence and limits their access to needed 

resources and services (Asbury, 1987; Bent-Goodley, 2007; Rennison & Addington, 

2014).  

Sexual violence has long-term social, economic, and health consequences. The 

CDC estimates the population economic burden of rape to be $3.1 trillion or $122,461 

per victim (2014 U.S. dollars) based on medical and mental health treatment costs, 

criminal system costs, and lost wages and work productivity for victims (Peterson, 

DeGue, & Lokey, 2016). Victims of sexual violence often experience depression, 

anxiety, and post-traumatic stress disorder (PTSD) following their victimization 

(Campbell, Greeson, Bybee, & Raja, 2008; Humphreys & Lee, 2009). Poor physical 

health and chronic disease have also been linked to sexual violence exposures among 

women (Busch-Armendariz et al., 2015; Martin et al., 2008; Santularia, Johnson, Haskett, 

Welsh, & Faseru, 2014).  

Furthermore, victims of sexual violence frequently face extensive social barriers 

and stigma following sexual violence, which may further exacerbate the direct economic 

and health consequences of sexual violence. Unlike victims of other crimes, victims of 

sexual violence frequently face negative responses, stigma, and victim-blaming at 

                                                
 
2 It is well-documented that sexual violence is vastly underreported to the criminal justice system, 
however, these rates account for underreporting to police and other formal systems.  
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individual, family, community, institutional, and societal levels (Busch-Armendariz & 

Vohra-Gupta, 2011; Campbell, 2008; Campbell et al., 2015; Du Mont, Miller, & Myhr, 

2003; Jordan, 2004). Researchers and scholars often refer to these experiences in the 

aftermath of sexual violence, as “secondary victimization” or “the second rape” 

(Campbell, 2008). 

Mental and Physical Health Consequences of Sexual Violence 

Prior research on sexual violence (i.e. rape, sexual coercion, and unwanted sexual 

contact) has been linked to a number of consequences related to the mental and physical 

health and wellbeing of women. Victims of rape, sexual coercion, and unwanted sexual 

contact are more likely to experience anxiety, depressive symptoms, and PTSD compared 

to women who have not experienced sexual violence (Campbell, Greeson, Bybee, & 

Raja, 2008; Humphreys & Lee, 2009). The mental health outcomes of sexual violence 

have been widely studied and are well-documented across populations of victims, 

including among racial and ethnic minority women exposed to sexual violence (Basile, 

Smith, Walters, Fowler, Hawk, & Hamburger, 2015; Bryant-Davis, Ullman, Tsong, 

Tillman & Smith, 2010; Busch-Armendariz et al., 2015; Chen et al., 2010; MacGregor, 

Villalta, Clarke, Viner, Kramer, & Khadr, 2015).  

Negative physical health sequelae have also been linked to sexual violence. 

Research consistently demonstrates that victims of rape, sexual coercion, and unwanted 

sexual contact are significantly more likely to report overall fair or poor physical health 

compared to women who have not experienced sexual violence (Busch-Armendariz et al., 

2015; Martin et al., 2008; Santularia, Johnson, Haskett, Welsh, & Faseru, 2014). Victims 

of sexual violence are at increased risk for a myriad of chronic health conditions. Chronic 
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diseases including diabetes, asthma, and hypertension have been significantly associated 

with sexual violence. Chronic conditions such as frequent fatigue, headaches, difficulty 

sleeping, and chronic pain have been consistently reported by victims of rape, sexual 

coercion, and unwanted sexual contact (Busch-Armendariz et al., 2015; Martin et al., 

2008; Santularia et al., 2014; Stein et al., 2004). The relationship between sexual violence 

and chronic health conditions is complex, however, researchers have previously offered 

potential explanations for this significant relationship. Sexual violence causes serious 

psychological distress, PTSD, and depression, which have also been linked to health risk 

behaviors (e.g., substance abuse) and can subsequently, lead to various chronic health 

conditions (Black et al., 2011; Santularia et al., 2014). Alternatively, researchers have 

suggested that the negative impact of trauma on the body’s regulatory ability and immune 

functioning, particularly stress and difficulty sleeping, leads to chronic health conditions 

(Santularia et al., 2014). Although research has demonstrated associations between poor 

physical health and sexual violence, the majority of this research relies on samples of 

predominately White non-Hispanic women. Very few studies have examined health 

outcomes among racial and ethnic minority women.  

Chronic disease and poor health have been strongly linked to socioeconomic 

factors, such as income, education, and food insecurity, in the general population in the 

U.S. (Woolf & Braveman, 2011). However, very few studies have assessed the role of 

socioeconomic factors in long-term health consequences of sexual violence. Prior 

research has primarily included income and education in analyses to control for the effect 

of these variables on health outcomes, however, additional socioeconomic factors beyond 

income and education have not yet been examined. Thus, the physical health 
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consequences of sexual violence among racial and ethnic minority women, including the 

extent to which multiple socioeconomic factors influence health outcomes, are largely 

unknown. Although limited, existing research on sexual violence and health among 

minority women is summarized below. 

Sexual Violence and Minority Women’s Health 

Several preliminary and descriptive studies have examined health outcomes (i.e. 

reproductive and gynecological health, chronic disease) among racial and ethnic minority 

women exposed to sexual violence. Campbell, Sefl, and Ahrens (2003) examined somatic 

symptoms and gynecological health problems in a sample of predominately African-

American (51%), Latina (6%), and multi-racial (5%) female victims of rape. Data were 

collected on 35 muscular/skeletal, neurological, gastrointestinal, cardiovascular, and 

gynecological health symptoms. Victims of rape in this sample reported, on average, 

nearly half (16.49) of the 35 somatic symptoms. Victims were also asked about the 

frequency of these symptoms, revealing that 28% of victims experienced 1-10 symptoms 

monthly, 33% experienced 11-20 symptoms monthly, and 39% experienced more than 20 

symptoms monthly (Campbell et al., 2003). Finally, women of color in the sample were 

significantly more likely to report gynecological health problems than White women. 

Aside from this finding, there were no other significant differences between reported 

health problems of minority and White victims of rape.  

Other research has examined the prevalence of various medical problems and 

chronic disease among racial and ethnic minority women who experienced sexual 

violence. In a sample of predominately Black and African-American (65%) victims who 

underwent a forensic exam and treatment for rape, 62% reported a history of medical 
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problems, with hypertension, diabetes, asthma, and bronchitis being the most common 

(Boykins, 2005).. Findings from Boykins (2005) are generally consistent with the health 

disparities identified between African-American and White non-Hispanic populations by 

the CDC (2011). Although Campbell et al. (2003) and Boykins (2005) provide detailed 

health profiles of minority women who have experienced sexual violence, findings from 

these studies are largely descriptive, which limits understanding of the interrelationships 

among multiple factors affecting health outcomes following sexual victimization.  

One prior study has examined health status and chronic disease among racial and 

ethnic minority women and comparing group differences between victimized and non-

victimized women. In a state-wide cross-sectional study in Alaska of health outcomes 

associated with interpersonal violence (i.e. sexual violence and physical violence), racial 

minority women were more likely to report poor health (i.e. high blood pressure, 

fair/poor physical health, fair/poor mental health, frequent headaches, and chronic pain) 

compared to both White women who did not experience interpersonal violence and White 

women who did experience interpersonal violence. White victims of violence were also 

more likely to experience these same health problems (excluding high blood pressure) 

than White women with no history of interpersonal violence, though the odds of 

experiencing these health problems were higher for minority victims than White victims. 

White victims were significantly more likely to report irritable bowel syndrome 

compared to minority victims, which suggests some group differences between minority 

and non-minority women in at least one chronic health problem. Although this study 

appears to be among the first to investigate group differences in health outcomes between 

minority and non-minority women, researchers examined participants’ combined reports 
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of interpersonal violence (i.e. physical violence and sexual violence). Therefore, the 

extent to which sexual violence, apart from physical violence, may contribute to the 

reported health problems in this study is unclear. Indeed, intimate partner violence and in 

particular, physical assault, appears to present unique health consequences for women 

compared to sexual violence (Campbell, 2002). Additionally, all minority victims were 

combined into a single group and the variability in health outcomes within specific 

minority groups (e.g., African-American, Latina, Native American) was not examined in 

this study. Examining within-group experiences of violence and associated health 

outcomes among racial and ethnic minorities is important given the unique cultural 

contexts of specific racial and ethnic minority groups; however, prior research has not yet 

investigated this. 

Disparities in health and violence. In the general U.S. population, African 

American and Latino populations are at disproportionately high risk for chronic health 

problems including diabetes, hypertension, and asthma compared to their White non-

Hispanic counterparts (CDC, 2013). In addition to biological, behavioral, and 

environmental factors, socioeconomic factors, including income and education, have 

been associated with poor physical health and health disparities (Woolf & Braveman, 

2011). Income, which is often correlated with education, has the most striking impact on 

physical health disparities (Woolf & Braveman, 2011). Americans living in poverty are 

more than five times as likely to report poor or fair physical health as those above the 

poverty line (Braveman & Egerter, 2008). Furthermore, individuals living at any income 

level tend to report substandard health relative to those in higher income brackets 
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(Braveman, Cubbin, Egerter, Williams, & Pamuk, 2010). Lower levels of education have 

also been associated with premature mortality (Braveman et al., 2010).  

Income and in particular, poverty, have also been linked to high rates of sexual 

violence. The economic burden of sexual violence negatively impacts victims’ financial 

and economic wellbeing, leading to homelessness, missed work and lost wages, 

unemployment, interrupted education, among other economic consequences. Further, 

poverty and having unmet basic needs can increase women’s risk for sexual violence, 

where perpetrators may exploit victims’ economic vulnerability. Researchers and 

scholars have offered explanations as to why disproportionate rates of sexual violence are 

consistently documented in populations of racial and ethnic minority women. Scholars 

attribute the disproportionality to aspects of socioeconomic disadvantage, which also 

disparately impacts women of color (Asbury, 1987). Specifically, institutionalized racial 

and gender inequality in social and economic aspects of life (e.g., income, housing, 

education, employment) place women of color in a disadvantaged position, which limits 

women of color from accessing resources, seeking justice, and obtaining protection and 

subjects them to greater levels of violence (Collins, 1998; Crenshaw, 1991). 

Social determinants of health such as poverty, education, and interactions with the 

systems established to provide treatment and assist individuals greatly affect health and 

consequently, health problems (CDC, 2011). Thus, disparities in poverty, education, and 

systems’ responses have, in part, led to health inequalities among racial and ethnic 

minority populations in the U.S. The theoretical mechanisms purportedly connecting 

sexual violence, poor health outcomes, socioeconomic status, and minority status are 

discussed in more detail in the next chapter.  
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Sexual Violence Disclosure and Reporting in Criminal Justice Systems 

Women’s experiences and interactions with the criminal justice system, including 

victims’ decisions to report sexual violence, is important to understanding health 

outcomes following sexual victimization. As first responders, criminal justice 

professionals provides a critical entry point for intervention and coordination of needed 

medical and mental health treatment, however, sexual violence is substantially 

underreported to the criminal justice system (Bureau of Justice Statistics, 2017) and prior 

studies suggest that victims may experience negative or even harmful responses from 

police following their report (Campbell et al., 2008), which can adversely impact victims’ 

recovery and long-term health outcomes following sexual violence. 

There are many reasons why women do not report incidents of sexual violence to 

law enforcement, including having feelings of self-blame, guilt, and shame; fear of the 

perpetrator or others’ perceptions of the incident; fear of not being believed by law 

enforcement; and distrust of the criminal justice system (Mont, Miller, & Myhr, 2003). In 

a statewide study using a random sample of adults in Texas, researchers found that the 

top reasons sexual violence victims do not report to law enforcement include the 

following: that the victim 1) did not define their experience as a crime, 2) were too young 

to report their victimization, 3) were too scared, 4) chose to deal with their victimization 

themselves or ask friends and family for help, and 5) felt ashamed or embarrassed by 

their victimization (Busch-Armendariz et al., 2015). Moreover, African American and 

Latina women are significantly less likely to report sexual violence to the criminal justice 

system than White women due to distrust of law enforcement, racial and gender bias in 

the criminal justice system, and for undocumented women, fear of deportation, which 
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limits their access to needed support and victim services (Bent-Goodley, 2007; Lewis, 

West, Bautista, Greenberg, & Done-Perez, 2005; Wyatt, 1992).  

When women do report sexual violence to the criminal justice system, research 

suggests that many victims are dissatisfied with police responses or feel that law 

enforcement responses were not adequately helpful to them (Busch-Armendariz et al., 

2015; Campbell et al., 2008; Carbone-Lopez, Slocum, & Kruttschnitt, 2015). 

Furthermore, victims’ post-assault experiences with law enforcement can be negative and 

often re-traumatizing. Campbell (2008) has used the term “the second rape” to describe 

the secondary victimization that characterizes some victims’ post-victimization 

experiences with the criminal justice system, which often includes disbelief, blame, or 

insensitivity from law enforcement officials. Secondary victimization by the criminal 

justice system may be even more prevalent among sexual violence victims with mental 

illness, histories of drug use, histories of sex work, and women offenders (Campbell et 

al., 2015; Carbone-Lopez et al., 2015; Du Mont et al., 2003).  

Furthermore, data suggest that sexual assault cases involving women who are 

younger, of ethnic minority status, and of lower socioeconomic status are more likely to 

have their cases rejected by the criminal justice system following a report (Campbell & 

Martin, 2001; Campbell, 2011; Spohn, Beichner, & Davis-Frenzel, 2001; Spears & 

Spohn et al., 1997). Wyatt (1992) explains that racial and ethnic minority women’s 

experiences with sexual violence are often seen as less credible than White women’s. 

Although limited, some research has examined Latina women’s experiences with sexual 

assault reporting to police and found found that the majority of Latina victims who 
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disclosed their sexual victimization to law enforcement wanted their report to be taken 

more seriously by police (Cuevas & Sabina, 2010). 

Disclosure and reporting of sexual violence to the criminal justice system likely 

impact physical health outcomes, however, this relationship has not been fully studied, 

including the relationship between disclosure and health within various populations of 

victims. In theory, the criminal justice system is positioned to prevent secondary 

victimization and to mitigate poor health outcomes following sexual violence, but a lack 

of reporting and subsequent connection to needed treatment and services as well as 

negative post-assault experiences with the criminal justice system can exacerbate trauma 

symptoms and the long-term physical health consequences of sexual violence (Campbell, 

2008).  

Sexual Violence Disclosure and Reporting in Healthcare Systems 

Many women also do not seek help from and report sexual victimization 

experiences to healthcare professionals and consequently, many victims do not obtain 

needed healthcare treatment following sexual victimization (Busch-Armendariz, Bell, 

DiNitto, & Neff, J., 2003). In particular, African-American and Latina women are 

significantly less likely than White women to seek healthcare treatment immediately 

following rape (Alvidrez, Shumway, Morazes, & Boccellari, 2011; Bent-Goodley, 2007; 

Pitts, 2014). Women who do seek healthcare treatment and services following sexual 

violence may receive inadequate care, particularly if healthcare staff are not trained, or do 

not have the resources, to provide appropriate medical care to victims (Campbell, 2002; 

2008). Furthermore, racial and ethnic minority women living in under-resourced and 

economically disadvantaged communities typically have fewer healthcare options to 
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obtain quality and comprehensive medical care, including access to quality mental health 

services (Campbell, 2008). The absence or inadequacy of healthcare following sexual 

victimization can lead to long-term chronic health complications for victims (Alvidrez et 

al., 2011).  

Factors Related to Adverse Health Outcomes  

A systematic review of the literature on sexual violence and health was conducted 

to identify specific factors related to adverse health outcomes among victims of sexual 

violence, particularly among racial and ethnic minority women. The following databases 

were searched in February 2018: Academic Search Premier, CINAHL with Full Text, 

Family Studies Abstracts, MEDLINE, National Criminal Justice Reference Service 

Abstracts, PsychINFO, Race Relations Abstracts, SocINDEX with Full Text, Social 

Work Abstracts, and Violence and Abuse Abstracts. The keyword words used included: 

“sexual assault” OR “sexual violence” OR “sexual victimization” “sexual coercion” OR 

“rape” AND (Women OR female*) AND (health OR physical) AND (status* OR 

outcome* OR indicator* OR consequence* OR problem* OR somatic OR illness* OR 

disease*), which yielded a total of 4,215 records.3 Restriction to scholarly peer-reviewed 

journals, English articles, and articles published beginning in 2000 yielding a sub-set of 

3,448. Among these records, only three studies focused on physical health outcomes of 

sexual violence (i.e. rape, sexual coercion, and/or unwanted sexual contact). A second 

search was conducted in Google Scholar to identify additional peer-reviewed studies not 

                                                
 
3 Literature on sexual violence often use the terms “sexual assault,” “sexual victimization,” and “sexual 
violence” interchangeably, in relevant fields of study including criminal justice, public health, and 
psychology. In the current study, as well as all referenced literature discussed in this study, defines 
experiences of sexual assault, sexual victimization, and sexual violence as rape, sexual coercion, and 
unwanted sexual contact consistent with CDC (2017b) definitions for each of these forms of violence.   
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found in the databases in the first search, which yielded an additional 6 applicable 

studies.  

Despite the limited body of research in this area, literature suggests certain factors 

related to victimization experiences lead to particularly poor physical health, which 

warrant further investigation (Ullman & Brecklin, 2003). These factors can best be 

conceptualized as 1) victimization characteristics (e.g., age of first victimization, type of 

victimization) and 2) reporting or disclosure of sexual victimization to formal systems 

(i.e. criminal justice and healthcare systems). Additionally, research suggests strong 

correlations between physical health and mental health and thus, common mental health 

outcomes (e.g, depression, PTSD) of sexual violence may lead to poor physical health 

outcomes among victims. 

Victimization Characteristics 

Some studies suggest that certain victimization characteristics may have 

especially negative health consequences for victims, including the type of sexual 

victimization, the frequency of victimization, the victim’s relationship to the perpetrator, 

and other co-occuring forms of violence experienced (e.g., physical assault). Some 

research has suggested that more “severe” forms of victimization (e.g., rape) lead to 

significantly worse health compared to “mild” forms (e.g., unwanted sexual contact). For 

example, findings from Eadie, Runtz, and Spencer-Rodgers (2008) suggest that victims 

of forcible rape had significantly worse health outcomes than victims of unwanted sexual 

contact. However, recent research suggests that negative mental health symptomology are 

prevalent even among women who experience seemingly less “severe” forms of sexual 

violence, including unwanted sexual contact (Tarzia et al., 2017). Therefore, victims’ 
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perceptions of their assault experience, including their perceived severity of the incident 

and whether they identify the incident as violence,  may be more strongly linked to health 

outcomes, regardless of the actual type of violence experienced (Fisher, Daigle, Cullen, 

& Turner, 2003). Some women may not perceive themselves to be victims at all due to 

historical, cultural, and societal influences or the “sociocultural context of rape” (Wyatt, 

1992); that is, some racial and ethnic women may not perceive their experiences to be 

“real rape” based on society’s standards of what constitutes rape and a “real rape” victim 

(e.g., the use of physical force, middle-class White female victims) (Wyatt, 1992). For 

example, Wyatt (1992) found that African-American women who experienced rape were 

more likely to attribute rape to the “riskiness” of their living situations, such as living in a 

“bad” neighborhood, compared to White women. Additionally, cultural influences shape 

women’s perceptions and acknowledgement of experiences as sexual violence, such as 

beliefs about gender role ideologies, marriage, family, and respect for authority (Ahrens 

et al., 2010). 

The frequency of sexual violence exposures, as well as co-occuring forms of other 

types of violence, also impact health outcomes. Research consistently indicates that 

women who have been sexually assaulted in adolescence are at high risk for re-

victimization of sexual violence in adulthood (Black et al., 2011) and prior studies have 

found that multiple or repeated exposures to sexual violence are linked to worse health, 

compared to single exposures to sexual violence (Campbell et al., 2008). Furthermore, 

co-occuring forms of other types of interpersonal violence, in addition to sexual violence 

(e.g., intimate partner physical violence, intimate partner psychological violence) appear 

to have an especially harmful impact on health. Some studies indicate that women who 
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have experienced both intimate partner physical violence and intimate partner sexual 

violence have significantly worse health than women who experience only sexual 

violence or only physical violence (Martin et al., 2008; Sadler, Booth, Nielson, & 

Doebbeling, 2000).  

Finally, the victim’s relationship to the perpetrator may also affect health 

outcomes. Specifically, victims whose perpetrators of sexual violence were intimate 

partners had significantly worse health outcomes than victims whose perpetrators were 

strangers (Eadie et al., 2008; Zinzow et al., 2011). These findings likely reflects the 

cumulatively negative effect that multiple sexual violence expsoures, as well as co-

occuring forms of other types of victimization (e.g., intimate partner physical and/or 

psychological violence) have on health outcomes. Characteristics related to the victim 

also appear to affect physical health outcomes. Specifically, the age of the victim at the 

time of the assault, or when first sexually assaulted, affects health outcomes in particular 

ways. Sexual victimization during childhood and adolescence has been linked to 

especially poor health outcomes compared to sexual victimization in adulthood (Eadie et 

al., 2008; Zinzow et al., 2011).  

Disclosure to Healthcare and Criminal Justice Systems 

Although research has  examined factors that lead to increased disclosure and 

reporting in criminal justice and healthcare systems, prior research has not investigated 

the extent to which disclosures to formal system impact physical health outcomes. As 

noted earlier, Black and Latina women are significantly less likely to seek help from 

formal systems than White women, potentially limiting their access to needed support 

that may result in untreated physical and mental health problems (Bent-Goodley, 2007; 
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Pitts, 2014). Still, scant research is available on the relationship between disclosure to 

formal support systems and physical health outcomes both within populations of victims. 

Specifically, disclosure to police and healthcare professionals may affect health; 

however, the extent to which these interactions positively or negatively influence victims’ 

health outcomes is unclear.   

Mental Health 

Research suggests a strong association between mental health status and physical 

health status; that is, poor mental health is often accompanied by poor physical health in 

samples of individuals with mental illness (Osborn, 2001). Additionally, some studies 

have assessed the relationship between mental health, physical health, and sexual 

violence. For example, Santularia (2014) found that chronic disease persisted among 

sexual violence victims even after controlling for histories of anxiety and depression 

(Santularia, 2014). At least two studies have examined mediation effects of Post-

Traumatic Stress Disorder (PTSD) on the physical health outcomes of sexual violence, 

but findings are mixed. Campbell and colleagues (2008) found that PTSD fully mediated 

the relationship between co-occurring experiences of interpersonal violence (i.e. 

childhood sexual victimization, adult sexual victimization, sexual harassment, and 

intimate partner violence) and adverse physical health outcomes. Eadie et al. (2008) 

found that depression did not act as a mediator, however, PTSD partially mediated the 

relationship between sexual victimization (i.e. rape, unwanted sexual contact, and sexual 

coercion) severity and physical health outcomes. These mixed findings in existing studies 

may be due to differences in the sample and types of violence studied; Campbell’s (2008) 

study sampled African American female veterans and included intimate partner violence 
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and sexual harassment, whereas Eadie’s (2008) study sampled undergraduate Canadian 

college women and assessed only sexual violence, not intimate partner violence or sexual 

harassment.  

Current Study Purpose, Goals, and Objectives 

Scant research on racial and ethnic minority women victims, as well as 

methodological limitations in prior studies (e.g., convenience samples, small sample 

sizes, combining sexual violence with physical abuse), has left a gap in knowledge on the 

nature of the relationship between sexual violence and health outcomes across 

populations of victims4. Moreover, no studies appear to have examined the relationship 

between sexual victimization and health outcomes relative to socioeconomic status 

(SES), including the impact of socioeconomic factors within various racial and ethnic 

minority groups, which has left a gap in knowledge on how socioeconomic factors 

influence long-term health consequences of sexual victimization.  

Criminal justice scholars have emphasized the importance of integrated public 

health and criminal justice approaches to address violence (Markovic, 2012; Roth & 

Moore, 1995) and have called for research examining the health consequences of specific 

forms of violent victimization among women, including sexual violence (DeMaris & 

Kaukinen, 2005). Criminal justice researchers also recommend that future studies on 

sexual violence examine demographic factors that lead to various health outcomes 

(Ullman & Brecklin, 2003) and focus on social and economic aspects of disadvantage 

                                                
 
4 This study refers to women who have experienced sexual violence as “victims” and not “survivors 
because the focus of this study is on victimization experiences among women and how these experiences 
negatively impact health and wellbeing. Still, this study acknowledges that living victims of these crimes 
are also survivors. 
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(Rennison & Addington, 2014). Existing public health research documenting significant 

associations between chronic health conditions and sexual violence suggest the need for 

future studies to examine health outcomes in understudied populations, particularly 

ethnically and economically disverse groups using representative samples to better 

understand the process by which sexual victimization is linked to poor health outcomes 

across groups of women (Martin et al., 2004). Ultimately, mitigating health inequalities 

driven by socioeconomic factors, which may be exacerbated by sexual violence, requires 

cross-sector responses involving healthcare, criminal justice, and mental health 

practitioners.  

The purpose of this study is to assess the impact of social and economic factors 

(race, ethnicity, and SES) on the relationship between multiple characteristics related to 

victimization and long-term health outcomes. The primary goal is to better understand 

how experiences of sexual victimization, help-seeking, and economic insecurity lead to 

various health outcomes within populations of victims based on race and ethnicity. This 

study examines within-group experiences of sexual violence and health among women 

based on race and ethnicity in order to improve practice and policy aimed at addressing 

the needs and experiences of racial and ethnic minority victims.  

Research Questions  

The current study addresses four research questions:  

RQ1) What are the long-term physical health correlates (i.e. chronic health 

conditions, physical health status) of sexual victimization based on race, ethnicity, 

and SES? 



 19 
 

RQ2) What characteristics of victimization are related to physical health status 

within populations of victims based on race and ethnicity? 

RQ3) How is disclosure to police and healthcare professionals associated with the 

physical health status of victims based on race and ethnicity? 

 RQ4) How are SES factors (i.e. income, education, food insecurity, housing 

insecurity, financial barriers to healthcare) associated with the physical health 

status of victims based on race and ethnicity? 

The next chapter presents the theoretical framework for the current study. Chapter 3 

describes the study methodology. Chapter 4 presents the results of the study. Chapter 5 

discusses the results, study limitations and strengths, policy, practice, and research 

implications of findings, and conclusions. 
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Chapter 2: Theoretical Framework 
 

 The current study draws on theory from public health as well as a multicultural, 

feminist, and intersectional perspective to studying health and health disparities among 

victims of sexual violence. In particular, two main theories are used in this study: 1) The 

Social Determinants of Health Framework (SDHF) and 2) intersectionality. The SDHF is 

used to define the key aspects of socioeconomic position that influence health equity and 

wellbeing in the population (WHO, 2010). Multicultural and feminist persespectives are 

subsumed under intersectionality to identify root causes of sexual violence and its 

disproportionate impact against women of color. Intersectionality is used to refine our 

understanding of how socioeconomic positioning specifically shapes women’s 

experiences with sexual violence and thus, social, economic, and health consequences of 

sexual violence. Intersectionality is used to investigate within-group experiences among 

women based on their social location (i.e. gender, race, ethnicity, and class) given the 

documented high rates of both violence and ill-health among women of color and their 

linkages to socioeconomic disadvantage (Bograd, 1999; Collins, 1998; Collins & Blige, 

2016; Crenshaw, 1991). 

Conceptual Social Determinants of Health Framework 

In the past 30 years, the World Health Organization (WHO) and the CDC have 

undertaken global and national efforts to better understand the social determinants of 

health and health disparities (WHO, 2010). WHO defines the Social Determinants of 

Health as the “conditions in in which people are born, grow, work, live, and age” 

(http://www.who.int/social_determinants/en/). These conditions include social, economic, 

and political structures and resources that produce socioeconomic positioning in society, 
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which are then stratified in the population by income, education, occupation, race, 

ethnicity, and gender (WHO, 2010).  

There are many factors that collectively reflect a person’s socioeconomic 

positioning in society and can lead to poor and good health; however, scholars have 

called for clearer definitions of health disparities, including the need to identify root 

causes of health disparities (Braveman & Gruskin, 2003). This call has led to a “re-

framing” of health disparities as health inequalities; that is, causes of health disparities lie 

within the social distribution of inequality (Baker, Metzler, & Galea, 2005; Braveman & 

Gruskin, 2003). Specifically, inequality in structures of power, wealth, and prestige place 

already disadvantaged groups, based on their social position, at greater disadvantage in 

health outcomes – i.e., more likely to experience health inequalities – than more 

privileged groups due to a reduced access in resources (Baker et al., 2005). 

In 2010, the WHO refined the SDHF to focus on the health inequalities that exist 

between groups and to develop a social justice approach to addressing the problem. The 

SDHF highlights the impact of socioeconomic positioning on health inequity, accounting 

for structural determinants such as social class, race and ethnicity, gender, education, 

occupation, and income. Socioeconomic positioning also influences intermediary 

determinants of health outcomes, including an individual’s material circumstances (e.g., 

living and working conditions, food accessibility), behaviors, biology, psychosocial 

factors, and healthcare systems (e.g., access, quality of care). The SDHF draws on three 

theories from social epidemiology to explain the social production of health: (1) 

psychosocial; (2) social production of disease/political economy of health; and (3) 

ecosocial (WHO, 2010). Each of these theories emphasize the influence of social 
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positioning on health and wellbeing, including the role of oppression and discrimination 

in health using both a historical and ecological perspective.   

Intersectionality  

Like the SDHF, intersectionality emphasizes the importance of social positioning, 

but further refines our understanding of within group experiences and explains why 

experiences of interpersonal violence vary between groups of women. Intersectionality 

defines how social location, which encompasses many factors (e.g., gender identity, 

sexual orientation, race, class, geographic location, disability), is inextricably linked to 

institutionalized oppression, which thereby shapes women’s experiences with and 

consequences of interpersonal violence. In her seminal article, Crenshaw (1991) suggests 

that feminist and anti-racist theories have fallen short in capturing the intersectional 

identities and experiences of women of color and that violence against women is a result 

of intersecting patterns of both racism and sexism. Intersectionality enhances our 

understanding of the problem of violence against women by explaining how race, 

ethnicity, class, gender, disability, sexual orientation, age, nationality, and other aspects 

of identity uniquely shape women’s experiences with interpersonal violence. These 

identities are also linked to structures of social inequality and as a result, not all women 

experience interpersonal violence in the same way, which also leads to differences in 

outcomes and consequences following victimization, suggesting the need for detailed 

investigations into this phenomena based on specific aspects of social location (Bograd, 

1999; Collins & Blige, 2016; Collins, 1998; Crenshaw, 1991).  

Collins (1998) explains that although women collectively share a history of male-

perpetrated interpersonal violence, White women experience benefits from their privilege 
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that do not exist for women of color (Collins, 1998). These benefits include both societal 

(e.g., beliefs and attitudes towards certain groups of women) and institutional responses 

(e.g., policies, social services) that are aimed at believing, supporting, and favoring White 

victims of intimate partner violence and sexual violence, which place them at an 

advantage over women of color in efforts to obtain safety, access support and resources, 

and seek justice (Crenshaw, 1991).   

Collins (1998) suggests that wealth affords women protection from experiencing 

certain forms of violence, such as street crimes. Wealth also protects women from 

repeated and future exposures to interpersonal violence. For example, research 

consistently finds that the majority of homeless women have experienced intimate partner 

violence at some point in their lives (Browne & Bassuk, 1997), and that over half of 

women on public welfare assistance report experiencing intimate partner violence (Lloyd 

& Taluc, 1999). National surveys suggest that as household wealth increases, rates of 

intimate partner violence decreases (Benson & Fox, 2004) and financially secure women 

who experience intimate partner violence often have greater access to resources, 

including private family physicians, to seek healthcare treatment, and safe alternatives to 

battered women’s shelters, such as hotels (Renzetti & Larkin, 2011). These examples not 

only demonstrate how women do not experience intimate partner violence equally, 

including its consequences (e.g., homelessness, welfare assistance), but that 

socioeconomic disadvantage forces women into positions of vulnerability and risk for 

repeated victimization. Homeless and impoverished women are not only at risk for 

physical and sexual violence on the street, but they may also be forced back into the 
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abusive relationship they left or enter new abusive relationships in order to survive and 

meet their most basic needs (e.g., food and shelter). 

In addition to socioeconomic factors, intersectionality highlights culturally-

specific contexts that shape racial and ethnic minority women’s experiences of 

interpersonal violence. Bent-Goodley (2001) suggests that racial loyalty influences 

African-American women’s experiences of intimate partner violence, including their 

decisions to seek informal help through friends or family as well as formal help through 

criminal justice and social service systems. Specifically, Bent-Goodley (2001) explains 

how African-American women make a decision to “withstand abuse” and “self-sacrifice 

for what [they perceive] as the greater good of the community but to [their] own physical, 

psychological, and spiritual detriment” (p. 323). Victims who are women of color must 

choose between pitting themselves against their community to seek safety and healing or 

stay silent to protect the men in their communities and remain united in anti-racist efforts 

(Smith, 2005).  

Community perceptions and attitudes toward intimate partner violence and sexual 

violence also shape women’s understanding and labeling of their own experiences with 

violence (Wyatt, 1992). Some women may not perceive the abusive behaviors of their 

intimate partners or loved ones to in fact be abusive, wrong, or particularly harmful. For 

example, women of color living in economically disadvantaged communities are often 

exposed to prolonged and repeated experiences with many different types of violence or 

other types of trauma. They may not view physical and sexual victimizations as severe or 

problematic compared to other experiences that they themselves have had or those of 

friends, family, or neighbors (Collins, 2000; Crenshaw, 1991). Additionally, racist 
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stereotypes of African-American women and negative labeling influence whether society 

identifies women of color as victims of violence (Bent-Goodley, 2001).  

Intersectionality also emphasizes historical context and group histories to 

understand causes and consequences of intimate partner violence and sexual violence in 

communities of color (Crenshaw, 1991). Bent-Goodley (2001) explains that 

hopelessness, powerlessness, fear, anger, and distrust within intimate relationships are 

present-day consequences of slavery as well as deep-seated patterns of sexism within the 

African-American community. Smith (2005) notes that colonial relationships themselves 

are gendered and sexualized and that colonizers have historically used sexual violence as 

a primary tool of genocide.  

Women of color experience the highest rates of intimate partner violence and 

sexual violence in the U.S. (Black et al., 2011), yet systems in place to respond to these 

problems are largely designed to address the needs of privileged women (i.e. White, U.S. 

born, heterosexual, and middle class) and not the needs of minority and marginalized 

populations of women (Crenshaw, 1991). For example, Bent-Goodley (2004) conducted 

a qualitative study among African-American victims of intimate partner violence to 

examine their perceptions of intimate partner violence and help-seeking behaviors, which 

revealed various intersectional dynamics that women of color experience when 

considering seeking help. Specifically, findings suggested several “structural issues” that 

prohibited African-American women from seeking and obtaining services. African-

American women indicated that domestic violence services often had no evening hours 

and were not accessibly located, including in locations where transportation could not be 

affordably arranged. These findings suggest that domestic violence services are not 
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geographically located in Black and economically disadvantaged communities and thus, 

not accessible to this population of women. Instead, they are conducive to the geographic 

location, needs, and work lifestyles of White middle-class women. These findings also 

demonstrate the intersection of race, class, and gender in aspects of the labor market, 

where low-income women of color often work multiple jobs or jobs with evening hours 

and do not have the same privileges and flexibility that middle-to upper class White 

women are offered (Browne & Mirsa, 2003). Additionally, Bent-Goodley’s (2004) 

findings revealed that many African-American victims lost custody of their children 

while experiencing domestic violence and suggested differential treatment in the child 

welfare system between groups of victims. This reiterates the differences in consequences 

of interpersonal violence between groups of women, which are perpetuated by systems 

ostensibly designed to help victims. Poor, African-American mothers and their children 

are disproportionately represented in the child welfare system (Children’s Bureau, 2016) 

and this study demonstrates how intimate partner violence intersects, and exacerbates, 

this disproportionality.  

Furthermore, different groups of women of color experience oppression in 

varying ways. Although it is limited, prior research on intersectionality and gender 

violence, including subsequent consequences of violence, has examined the experience of 

Black and African American women and even less data are available on the experiences 

of other groups of women of color including Latina, Asian, Native American, and 

Multiracial women. Unique cultural and contextual characteristics of each of these 

identities inevitably shape both the experience of violence and individual, community, 

institutional, and societal responses to violence within specific racial and ethnic minority 
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groups of women. For example, Crenshaw (1991) has previously explained how 

undocumented Latina women who have been sexually assaulted or victimized by intimate 

partners face additional barriers to seeking help or services due to immigration and 

citizenship status, language, and cultural relevance, adequacy, and eligibility for services 

available to immigrant and undocumented women. Thus, the consequences of violence 

for Latina immigrant women, for example, are likely exacerbated by these unique factors 

associated with social location. Future research is needed to better understand within-

group experiences violence, subsequent consequences following sexual victimization, 

and cultural and contextual factors that shape experiences and outcomes among women 

of color.  

Indeed, the economic, social, and political location of women of color is 

fundamentally different than that of White women (Crenshaw, 1991). Women’s social 

positioning is inextricably linked to cultural and historical contexts, as well as to 

inadequate, inappropriate, and harmful institutional and societal responses to racial and 

ethnic minority victims of violence (Bent-Goodley, 2007; Bryant-Davis, Ullman, Tsong, 

Tillman, & Smith, 2010; Crenshaw, 1991; Cuevas & Sabina, 2010). Intersectionality 

theory can be used to enhance our understanding of the problem of violence against 

women by analyzing how interpersonal violence is a tool of patriarchy, racism, and 

colonialism. An intersectional understanding of this problem has implications for all 

women and can be used to inform intersectional practice and policy aimed at addressing 

the needs and experiences of victims, particularly women of color and economically 

disadvantaged women.  
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Theoretical Applications for the Current Study 

Although there are many social and biological factors outlined in the SDHF that 

are purported to influence health inequalities, this study focuses particularly on aspects of 

socioeconomic positioning. The SDHF is used to identify aspects of socioeconomic 

positioning (i.e. race, ethnicity, and socioeconomic status) that may influence the 

relationship between sexual victimization and physical health outcomes. Intersectionality 

provides a deepened understanding of how socioeconomic positioning shapes women’s 

experiences with and consequences of sexual violence. Intersectionality was used to 

guide the study design and analytic plan to examine within-group associations between 

study variables among women based on race, ethnicity, and SES that lead to varying 

health outcomes among victims. Intersectional analysis has been employed using various 

methods both qualitiatively and quantitatively, however, intersectional analysis is 

characterized by an integrated analytic framework that collectively examines race, 

ethnicity, class, and gender. The intersectional statistical approach used in this study 

employs includes grouped models based on race and ethnicity (i.e. African American, 

Latina, and White non-Hispanic) and inclusion multiple variables assessing class or 

socioeconomic status (i.e. income, education, food security, housing security, and 

healthcare access) within racial and ethnic groups. Samples were constructed first based 

on race and ethnicity based on the documented disparities in violence and health among 

women of color. Socioeconomic indicators were then included in the models within each 

racial and ethnic group given the documented linkages between violence, health, and 

socioeconomic disadvantage. Finally, intersectionality is used as an analytic tool in this 

study to interpret and contextualize the study findings. 
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Study Conceptual Model 

The study’s conceptual model is presented below in Figure 1. The figure 

demonstrates the effect of victimization characteristics (i.e. age of first victimization, 

police and healthcare disclosure, multiple sexual victimizations, intimate partner violence 

history, and perpetrator relationship) on physical health status. These victimization 

characteristics were selected based on prior research on sexual violence linking them to 

health status. Similarly, the figure depicts the effect of socioeconomic indicators (i.e. 

income, education, food insecurity, housing insecurity, and healthcare access) on physical 

health status, given the documented relationship between these indicators and health. 

Finally, the conceptual model was tested separately within the groups of African 

American victims, Latina victims, and White non-Hispanic victims of sexual violence.  
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Figure 1. Study Conceptual Model  
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Chapter 3: Methodology 

 
This chapter discusses the methodology used in the current study and is organized 

by the following sections: data source (including IRB protocol and obtaining data), 

sample description, study measures and variables, and data analysis outlining data 

merging and cleaning, and statistical procedures. The current study used secondary data 

analysis to address the research questions. 

Data Source 

Data from the 2010 National Intimate Partner and Sexual Violence Survey 

(NISVS) were used for the current study. NISVS is an ongoing and nationally 

representative cross-sectional survey administered by the CDC aimed at describing the 

prevalence, characteristics, context, and consequences of intimate partner violence (IPV), 

sexual violence, and stalking in the U.S. NISVS uses a dual-frame (landline and cell 

phone), stratified, random digit dial sampling design in all 50 states and the District of 

Columbia. Although NISVS is an ongoing survey, the 2010 General Population Survey 

(administered between January and December 2010) was released in 2014 for public use 

on the National Archive of Criminal Justice Data (NACJD) website and is the most 

recent data publicly available. The 2010 General Population Survey Raw Data file 

contains a total of 26,114 variables and 18,957 respondents (male = 48.7%; female = 

51.3%) over the age of 18 residing in English and Spanish-speaking households. IRB-

approved informed consent was obtained from all study participants. Computer-assisted 

telephone interviews (CATI) were used to collect survey data. Overall weighted state 

response rates for the 2010 survey ranged from 27.5% to 33.6%.  
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Lifetime and past-year victimization experiences were measured for all forms of 

violence (i.e. IPV, sexual violence, and stalking). Across all forms of violence, 

respondents were asked to report the number of people (possible range = 0 to 15) who 

perpetrated a series of victimization behaviors and the number of times (i.e. 1, 2-10, 11-

20, 20-50, more than 50) each perpetrator did the behaviors. All victimization behaviors 

reported by respondents are linked to specific perpetrators in the data (indicated by 

initials). Respondents endorsing experiences of victimization were asked a series of 

follow-up questions about the characteristics and context of the incident as well as 

information about the perpetrator. Additionally, data on multiple indicators of health and 

wellbeing were collected in the 2010 survey. 

IRB protocol and obtaining data. A determination from the IRB of Not Human 

Subjects Research was obtained in November 2015 from the University of Maryland, 

Baltimore. A restricted data user request was submitted and approved in January 2017 by 

the Inter-University Consortium for Political and Social Research, National Archive of 

Criminal Justice Data (ICPSR-NACJD) to obtain the 2010 NISVS data file. 

Sample  

The study sample included respondents who (1) self-identified their sex as 

female; and (2) reported at least one type of sexual victimization in their lifetime (rape, 

sexual coercion, and/or unwanted sexual contact). For the multivariate analysis, sample 

criteria included respondents who were members of racial and ethnic groups large enough 

to conduct the study’s within-group data analyses, which included Black or African 

American, White non-Hispanic, and Latina/Hispanic women. Respondents self-

identifying as more than one race or ethnicity are coded as multiracial in NISVS. 
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However, due to small sample sizes, multiracial, Asian/Pacific Islander, and American-

Indian/Alaska Native (AIAN) groups were not assessed in the multivariate analyses. 

In the current study, race and ethnicity are conceptualized as separate constructs. 

The majority of Latina respondents (57.2%) in the sample self-identified their race as 

White and due to very small sample sizes, additional Latina groups (e.g., Black Latina, 

Multiracial Latina, AIAN Latina, Other Latina) were not examined in the multivariate 

analysis of this study.  

Measures and Variables 

 Detailed information on study variables, indicators, coding, and NISVS survey 

questions are described below. 

Sample Selection Variables.  

Sample selection variables included sex, race, ethnicity, and sexual victimization 

experiences. Self-reported sex was measured with a single indicator asking respondents if 

they identified as male or female (0 = male; 1 = female). Self-reported race was assessed 

the indicator “What is your race? You may identify as more than one category. Would 

you say you are…” Response options for race included White, Black or African 

American, Asian, Native Hawaiian or Pacific Islander, American Indian or Alaska 

Native, Other, and multiracial. Self-reported ethnicity was measured by a single 

dichotomous (yes/no) indicator: “Are you of Hispanic or Latina origin?” Race and 

ethnicity was recoded to indicate the categories of White non-Hispanic, Black or African-

American, or Latina (0 = White; 1 = Black; 2 = Latina) for the current study.  

Sexual victimization was assessed with positive endorsements to questions 

measuring forcible or incapacitated rape, sexual coercion, and unwanted sexual contact. 



 34 
 

Respondents were asked to indicate the number of people (ranging from 0-15) who ever 

committed a series of behaviors against them which constitute forcible or incapacitated 

rape, sexual coercion, and unwanted sexual contact.5  

Rape was measured with a set of questions referring to ten behaviors constituting 

rape: “How many people have ever used physical force or threats to physically harm you 

to…make you have vaginal sex?; make you receive anal sex?; make you perform oral 

sex?; make you receive oral sex?; put their fingers or an object in your {if female, 

vagina} or anus?; try to have {if female, vaginal} oral, or anal sex with you, but sex did 

not happen?” and “When you were drunk, high, drugged, or passed out and unable to 

consent, how many people have ever…had vaginal sex with you? By vaginal sex, we 

mean that {if female: a man or boy put his penis in your vagina}?; made you receive anal 

sex, meaning they put their penis into your anus?; made you perform oral sex, meaning 

that they put their penis in your mouth or made you penetrate their vagina or anus with 

your mouth?; made you receive oral sex, meaning that they put their mouth on your {if 

male, penis; if female, vagina} or anus?” All indicators of rape were dichotomized and 

recoded to indicate any rape experience (0 = no; 1 = yes). 

Sexual coercion was measured with a set of questions referring to four behaviors: 

“How many people have you had vaginal, oral, or anal sex with after they pressured you 

by…doing things like telling you lies, making promises about the future they knew were 

                                                
 
5 Sexual violence is this study is defined as rape (completed or attempted physically-forced oral, anal, or 
vaginal penetration or completed alcohol or drug-facilitated oral, anal, or vaginal penetration), sexual 
coercion (completed oral, anal, or vaginal penetration through lies, false promises, wearing the victim 
down, or use of authority) and unwanted sexual contact (unwanted kissing or unwanted fondling/grabbing 
of sexual body parts). These definitions are consistent with NISVS definitions for rape, sexual coercion, 
and unwanted sexual contact. 
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untrue, threatening to end your relationship, or threatening to spread rumors about you?; 

wearing you down by repeatedly asking for sex, or showing they were unhappy?; using 

their influence or authority over you, for example, your boss or your teacher?” Sexual 

coercion indicators were dichotomized and recoded to indicate any sexual coercion 

experience (0 = no; 1 = yes). 

Unwanted sexual contact is measured with a question referring to two behaviors: 

“How many people have ever done any of the following things when you didn’t want it to 

happen…kissed you in a sexual way?; fondled or grabbed your sexual body parts?” 

These indicators were dichotomized and recoded to indicate any unwanted sexual contact 

experience (0 = no; 1 = yes). 

Independent Variables: Victimization Characteristics 

Based on prior research on sexual violence and health outcomes, characteristics 

related to lifetime experiences with victimization are included as independent variables 

and are presented below. 

Age at first victimization. The age at first victimization was assessed with a 

single continuous variable (ranging from 0 to 100), which asked respondents “how old 

were you the first time this/any of these things happened with the {perpetrator initials}?”  

Multiple sexual victimizations. Two dichotomous variables were created 

indicating multiple sexual victimization history (i.e. two or more of the same or different 

sexual victimization behaviors committed by a perpetrator) (0 = single sexual assault; 1 = 

multiple sexual victimization).  

Intimate partner physical and psychological violence (IPV). Experiences of 

IPV were assessed through 12 behavioral indicators of physical violence and 5 behavioral 
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indicators of psychological aggression. Indicators of physical violence included: “How 

many of your romantic or sexual partners have ever…made threats to physically harm 

you?; slapped you?; pushed or shoved you?; hit you with a fist or something hard?; 

kicked you?; hurt you by pulling your hair?; slammed you against something?; tried to 

hurt you by choking or suffocating you?; beaten you?; burned you on purpose?; used a 

knife or gun on you?” (0 = no; 1 = yes). Indicators of psychological aggression included: 

“How many of your romantic or sexual partners have ever...acted very angry towards you 

in a way that seemed dangerous? told you that you were a loser, a failure, or not good 

enough? called you names like ugly, fat, crazy, or stupid? insulted, humiliated, or made 

fun of you in front of others? told you that no one else would want you?” (0 = no; 1 = 

yes). All physical violence and psychological aggression indicators were collapsed into 

one dichotomous variable to indicate any lifetime experience with physical violence or 

psychological aggression perpetrated by an intimate partner (0 = no; 1 = yes). 

Perpetrator relationship at first victimization. The relationship to the 

perpetrator when first victimized was measured with a single question: “What was your 

relationship to {perpetrator initials} the first time this/any of these things happened?” 

This variable consisted of multiple categories and was recoded to indicate an intimate 

partner or a non-intimate (i.e. family member, acquaintance, or stranger) (0 = intimate; 1 

= non-intimate) based on prior literature documenting the distinct effects of intimate 

partner victimization on health outcomes. 

Disclosure to police and healthcare professionals. Two variables indicating 

disclosure to police and healthcare professionals were included. Disclosure to police was 

measured with a single dichotomous question: “Have you ever talked to any of the 
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following people about what {perpetrator initials}/any of these people did: the police?” 

(0 = no; 1 = yes). Disclosure to a healthcare professional was measured with the 

question “Have you ever talked to any of the following people about what {perpetrator 

initials} /any of these people did: a doctor or nurse?” (0 = no; 1 = yes). 

Independent Variables: Socioeconomic Factors  

Five socioeconomic indicators were assessed including past-year household 

income, highest education level, past-year food insecurity, past-year housing insecurity, 

and past-year financial barriers to healthcare access based on prior literature linking each 

of these factors to health.6  

Household income. Past-year household income was measured with a single 

continuous variable comprised of 8 response options: “What was the total income from 

ALL household members during {most recently ended calendar year}, before taxes. 

Include income from all sources such as work, investments, child support and public 

assistance.” Income was measured in ranges of $5,000 increments. 

Education. Highest level of education was measured with a single continuous 

indicator with 8 response options ranging from “no schooling” to “postgraduate”: “What 

is the highest level of education you have completed?”  

Food insecurity. Past-year food insecurity was measured with a single ordinal 

indicator consisting of the following question: “In the past 12 months, how often would 

                                                
 
6 Prior research on sexual violence has controlled for the effect of income and education on health 
outcomes, however, no prior studies on sexual violence and health have assessed additional economic 
indicators beyond solely income and education. The socioeconomic indicators of healthcare access, food 
insecurity, and housing insecurity have been strongly linked to health outcomes in prior studies on health 
and wellbeing (Hill, Ross, & Angel, 2010; Ma, Gee, & Kushel, 2008). 
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you say you were worried or stressed about having enough money to buy nutritious 

meals?” (0 = never; 1 = rarely; 2 = sometimes; 3 = usually; 4 = always). Responses of 

never were coded as “no” or “0” (i.e. food secure) and responses of rarely, sometimes, 

usually, or always were coded as “yes” or “1” (i.e. food insecure) based on CDC 

definitions of perceived food insecurity (Njai, Siegel, & Lia, 2017).  

Housing insecurity. Past-year housing insecurity was measured with a single 

ordinal indicator consisting of the following question: “In the past 12 months, how often 

would you say you were worried or stressed about having enough money to pay your rent 

or mortgage? 0 = never; 1 = rarely; 2 = sometimes; 3 = usually; 4 = always). Responses 

of never were coded as “no” or “0” (i.e. housing secure) and responses of rarely, 

sometimes, usually, or always were coded as “yes” or “1” (i.e. housing insecure) based 

on CDC definitions of perceived housing insecurity (Njai et al., 2017). 

 Healthcare access. Past-year financial barriers to healthcare access was 

measured with the dichotomous question: “Was there a time in the past 12 months when 

you needed to see a doctor but could not because you could not afford it?” and was coded 

as 0 = no; 1 = yes.  

Dependent Variables: Long-term Physical Health Outcomes  

Current self-rated physical health status, and seven chronic health conditions were 

included as dependent variables in the analyses.  

Current physical health status. A subjective measure of health status was 

measured using an ordinal variable indicating current self-rated physical health status7 (0 

                                                
 
7 Subjective assessments of physical health status demonstrate strong validity for measuring health 
(Miilunpalo, Vuori, Oja, Pasanen, & Urponen, 1997). 



 39 
 

= poor, 1 = fair; 2 = good; 3 = very good; 4 = excellent): “Would you say that in general 

your physical health is excellent, very good, good, fair, or poor?” Responses were 

dichotomized to indicate good/very good/excellent health (0) or poor/fair health (1) based 

on prior studies of sexual violence and physical health status (e.g., Santularia et al., 

2013). 

Chronic health conditions. Four lifetime chronic diseases were assessed through 

the following dichotomous questions (0 = no; 1 = yes): “Have you ever been told by a 

doctor, nurse, or other health professional that you had... (1) Asthma?; (2) Irritable Bowel 

Syndrome or IBS?; (3) Diabetes?; (4) High blood pressure diagnosis?” Three additional 

current chronic health conditions were assessed with the following questions: “Do you 

have…Chronic pain?; Frequent headaches?; Difficulty sleeping?” (0 = no; 1 = yes).  

Covariates 

Covariates included current age, current marital status, and current self-rated 

mental health status and were selected based on prior empirical findings as well as 

theoretical relationships. The SDHF specifies biological determinants of health, including 

age (which increases risk for certain chronic health problems like hypertension and thus, 

must be accounted for when examining health outcomes among women. Current age in 

years (range = 18 – 100) was included as a control variable. Additionally, current marital 

status was recoded from a multi-category variable (i.e. married, divorced, separated, 

widowed, never married) into a single dichotomous variable (0 = not married; 1 = 

married). Finally, research suggests strong correlations between victims’ physical health 

and mental health (Martin et al., 2008). Self-rated mental health status was assessed with 

a single ordinal scale measured through the question: “Would you say that in general 
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your mental health is excellent, very good, good, fair, or poor? (0 = poor; 1 = fair; 2 = 

good; 3 = very good; 4 = excellent) and was recoded to indicate poor/fair (0) or 

good/very good/excellent (1).8  

Data Analyses 

Data preparation and preliminary analyses. NISVS data are split into two 

separate raw data files: a respondent-level file and perpetrator-level file. All data on 

victimization behaviors are linked to perpetrators (indicated by the perpetrator’s initials). 

Variables from both files were merged into a new dataset linking perpetrator behaviors to 

the respondent-level study variables using the respondent’s identification number.  

Data cleaning and data quality checks were conducted prior to recoding and 

creation of new variables. Data cleaning procedures included analysis of missing data 

patterns assessed using SPSS Version 22 to determine the percent missing data on all 

study variables and Mplus Version 7.3 to determine whether data were missing at random 

(MAR) or not missing at random (NMAR). SPSS analysis of variables suggested that 

missing data on the outcome variables (i.e. physical health status and chronic health 

conditions) were less than 1%. Independent variables revealed missing data ranging from 

.01% to 8.1%. Missing data patterns in Mplus suggested that data were missing 

systematically, particularly with regard to two variables. A total of 7.9% of respondents 

did not answer the question regarding household income and 8.1% did not answer the 

question regarding marital status, which have previously been identified as sensitive 

survey questions with high nonresponse rates (Tourangeau & Yan, 2007). Additionally, 

                                                
 
8 Subjective single item measures of mental health status are correlated with clinical assessments of 
psychological distress and depression (Ahmad, Jhajj, Stewart, Burghardt, & Bierman, 2014). 
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other study variables with missing data greater than 5% included healthcare disclosure 

(7.9%), police disclosure (7.6%), and victim relationship to perpetrator (6.3%). It is 

possible that participants felt these survey questions were too sensitive and did not want 

to answer. These questions were included in the final module of the survey and some 

participants may have simply ended the survey prior to completing the final module. 

Demographic differences (i.e. age, income, education, race, and ethnicity) were assessed 

between completers and non-completers for healthcare disclosure, police disclosure, and 

victim relationship to perpetrator, however, no significant differences were found.  

In addition to missing data assessments, preliminary analyses assessed the 

distribution of data across categories and levels of all variables. Univariate and bivariate 

analyses were conducted in SPSS Version 22 to conduct descriptive statistics tests to 

examine the frequencies and frequency distributions of all study variables and the 

bivariate relations between predictors and outcomes. Multivariate analyses were 

conducted using Mplus 7.3. Data analyses used for each research question are further 

described below. 

 

RQ1) What are the long-term physical health correlates (i.e. chronic health 

conditions, physical health status) of sexual victimization based on race, ethnicity, 

and SES? 

 Data analyses. Bivariate tests of association were conducted to address the first 

research question and included chi-square tests and t-tests. Statistical assumptions, 

including normality, homogeneity of variance, and independence were assessed and met 

prior to conducting bivariate tests. Bivariate associations between long-term physical 
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health outcomes (i.e. physical health status, asthma, diabetes, high blood pressure, IBS, 

chronic pain, frequent headaches, and difficulty sleeping), race, ethnicity, and each 

economic indicator (i.e. income, education, healthcare access, food insecurity, housing 

insecurity) were assessed. Statistical significance was tested at an alpha level of .05. All 

bivariate analyses were conducted using SPSS (Version 22). 

 

RQ2) What characteristics of victimization are related to physical health status 

within populations of victims based on race and ethnicity? 

RQ3) How is disclosure to police and healthcare professionals associated with the 

physical health status of victims based on race and ethnicity? 

 RQ4) How are SES factors (i.e. income, education, food insecurity, housing 

insecurity, financial barriers to healthcare) associated with the physical health 

status of victims based on race and ethnicity? 

Data analyses. Probit regression was used to address RQ2, RQ3, and RQ4 and to 

model within-group associations between study variables. Multivariate analyses were 

conducted in Mplus 7.3. Three probit regression models were conducted for each racial 

and ethnic group (i.e. Black or African American, Latina, and White Non-Hispanic) using 

the grouping command in Mplus. The approach to examining within-group experiences 

and to refrain from traditional methods of between-group difference testing was selected 

based on recommendations from a growing body of scholarship on conducting culturally 

sensitive research. Scholars have previously explained that traditional methods of 

difference testing assumes experiences of White populations to be normative, which 

undermines the experience of racial and ethnic minorities (Awad et al., 2016; Cokely & 
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Awad, 2013). Scholars have recommended that research on racial and ethnic minorities 

should carefully consider the implications of and capacity to conduct difference testing 

and that group comparisons are most successful and accurate when research includes 

relevant cultural variables to explain group differences between populations (Awad et al., 

2016).  

Assumptions for non-linear regression were assessed and met, including that the 

outcome variable is binary, the observations are independent of each other, and that 

multicollinearity is not present. Probit analyses were conducted using the weighted least 

squares means and variances adjusted estimator (WLSMV) estimator, which is a robust 

estimator that produces unbiased parameter estimates and standard errors and is 

appropriate for modeling data with categorical outcomes (Byrne, 2012). Missing data 

were handled using pairwise deletion (WLSMV-PD), which maximizes the use of all 

available data, preserves statistical power, and produces much more efficient estimates 

than the WLSMV list-wise deletion (WLSMV-LD) estimator (Asparouhov & Muthen, 

2010). All multivariate analyses were carried out using weighted data to adjust for the 

unequal probability of selection. Statistical significance was tested at an alpha level of 

.05. 
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Chapter 4: Results 
 

 This chapter presents the study findings beginning with an overview of 

preliminary analyses and univariate results. Univariate results describe lifetime sexual 

victimization experiences, victimization characteristics, health outcomes, socioeconomic 

characteristics among the study sample, as well as bivariate associations between 

independent variables (i.e. covariates, victimization characteristics) and dependent 

variables (i.e. physical health status) included in the multivariate models. Results for RQ1 

are then presented, which examine bivariate associations between race, ethnicity, 

socioeconomic factors, and health outcomes (i.e. physical health status, chronic health 

conditions). Results for RQ2, RQ3, RQ4 are then described, which present the 

multivariate models predicting poor/fair health status within each racial and ethnic group. 

Preliminary Analyses and Univariate Results  

Univariate results for the study sample (N = 3,622) describing demographics (see 

in-text Table 1), lifetime sexual victimization experiences (see in-text Table 2), 

victimization characteristics (see in-text Table 2), and health outcomes (see in-text Table 

3) are presented below. Bivariate results testing relationships between covariates (i.e. 

current age, current mental health status) and primary independent variables (i.e. 

victimization characteristics) and physical health status are also described below (see in-

text Table 4).  
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Table 1. Sample Demographics (N = 3,622)  
Variable  N (%) 

Current mean age (SD, range) 46.85 (15.59) (18-
97) 

Race and Ethnicity   
     White non-Hispanic 2937 (77.2) 
     Black or African American 319 (8.8) 
     Latina 139 (3.8) 
     Other 343 (9.5) 
        Asian 38 (1) 
        Native Hawaiian/Pacific Islander 7 (.2) 
        American Indian/Alaska Native 62 (1.7) 
        Other 60 (1.7) 
        Multiracial 176 (4.9) 
Marital Status (Married) 1576 (43.5) 
Socioeconomic factors   
  Household income (mode)       >$75,000 
     <$10,000 209 (5.8) 
     $10,000 - $14,999 199 (5.5) 
     $15,000 - $19,999 261 (7.2) 
     $20,000 - $24,999 334 (9.2) 
     $25,000 - $34,999 369 (10.2) 
     $35,000 - $49,999 492 (13.6) 
     $50,000 - $74,999 534 (14.7) 
     >$75,000 939 (25.9) 
  Education (mode)     some college 
     1st-8th grade 44 (1.2) 
     Some high school 171 (4.7) 
     High school graduate 726 (20) 
     Technical or vocational school 203 (5.6) 
     Some college 1049 (29) 
     Four-year college graduate 847 (23.4) 
     Post-graduate 580 (16) 
  Past-year Food Insecurity  
     Always 319 (8.8) 
     Usually 301 (8.3) 
     Sometimes 671 (18.5) 
     Rarely 636 (17.6) 
     Never 1694 (46.8) 
  Past-year Housing Insecurity   
     Always 589 (16.3) 
     Usually 448 (12.4) 
     Sometimes 782 (21.6) 
     Rarely 633 (17.5) 
     Never  1165 (32.2) 
  Past-year Lack of Healthcare Access 26.9 (975) 
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Demographics. The mean age of sexual violence victims in the current study 

sample was 46.85 (SD = 15.59). A total of 77.2% of participants (n = 2,795) self-

identified their race and ethnicity as White non-Hispanic, followed by 8.8% as Black or 

African American (n = 319), 3.8% as Latina (n = 139), and 9.5% as Other (n = 343), 

which included Asian, Native Hawaiian/Pacific Islander, American Indian or Alaska 

Native, Other, and Multiracial. The modal education level in the study sample was “some 

college” and the modal income level was greater than $75k. High rates of past-year food 

insecurity (53.2%) and past-year housing insecurity (66.7%) were reported among 

women. A total of 26.9% of women in the sample reported past-year financial barriers to 

healthcare access.  
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Table 2. Sample Victimization Descriptives (N = 3,622) 
Variable  N (%) 
Reported Lifetime Sexual Victimization Experiences   
     Completed forcible or incapacitated rape 1786 (49.3) 
          Only completed forcible or incapacitated rape 248 (6.8) 
     Sexual coercion  1213 (33.5) 
           Only sexual coercion 203 (5.6) 
      Unwanted sexual contact 2623 (72.4) 
           Only unwanted sexual contact 1057 (29.2) 
      Intimate partner sexual victimization 1208 (33.4) 
           Only intimate partner sexual victimization 92 (2.5) 
Multiple Sexual Victimization History  
     Multiple sexual victimizations by perpetrator 2909 (80.3) 
     Single sexual victimization by perpetrator 613 (16.9) 
Intimate Partner Violence History 2839 (78.4) 
Disclosure to Police (any victimization) 1234 (34.1) 
Disclosure to Healthcare Professional (any victimization) 843 (23.3) 
Age at First Victimization (any victimization)  
     Mean (SD) 21.29 (10.68) 
     Median  19 
     Range 1 - 83 
Perpetrator Relationship at First Victimization (any victimization)  
     Current or former intimate 1213 (33.5) 
     Family 376 (10.4) 
     Acquaintance 1413 (39) 
     Stranger 391 (10.8) 

 

Lifetime sexual victimization experiences. Nearly half (49.3%) of all women in 

the sample reported lifetime exposures to rape. Over a third (33.5%) reported sexual 

coercion and the majority of women (72.4%) experienced at least one form of unwanted 

sexual contact in their lifetimes. The vast majority of women (80.3%) also reported 

multiple sexual victimizations, which is consistent with research documenting that 

victims of sexual violence often do not experience single or isolated incidents of sexual 

violence (Black et al., 2011; Smith et al., 2017). 
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 Victimization characteristics. The mean age of first victimization was 21.29 (SD 

= 10.68). Over three-quarters (78.4%) reported lifetime exposures to IPV (i.e. 

psychological aggression and/or physical violence by an intimate partner). For a total of 

60.2% of women, the relationship to the perpetrator at first victimization was non-

intimate, including a family member, acquaintance, or stranger. A total of 34.1% reported 

disclosing victimization to police and 23.3% reported disclosing their victimization to 

healthcare professionals, which is consistent with prior literature documenting low levels 

of formal reporting among sexual violence victims (Black et al., 2011; Smith et al., 

2017). 

 

Table 3. Health Conditions Among Sexual Violence Victims (N = 3,622) 
                                                                                                     N (%) 

Current Physical Health Status  
     Excellent 499 (13.8) 
     Very good 1130 (31.2) 
     Good 1177 (32.5) 
     Fair 622 (17.2) 
     Poor 191 (5.3) 
Current Mental Health Status  
     Excellent 827 (22.8) 
     Very good 1223 (33.8) 
     Good 986 (27.2) 
     Fair 460 (12.7) 
     Poor 122 (3.4) 
Chronic Health Conditions  
     Asthma  831 (22.9) 
     Diabetes  424 (11.7) 
     High blood pressure  1019 (28.1) 
     Irritable Bowel Syndrome  519 (14.3) 
     Chronic pain  1085 (30) 
     Frequent headaches  973 (26.9) 
     Difficulty sleeping  1403 (38.7) 
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Health status and chronic disease. Nearly 23% of participants reported their 

current physical health status to be fair (17.2%) or poor (5.3%). Participant reports of 

chronic disease included high blood pressure (28.1%), asthma (22.9%), IBS (14.3%), and 

diabetes (11.7%). Additionally, chronic health conditions of chronic pain (30%), frequent 

headaches (26.9%), and difficulty sleeping (38.7%) were reported among women.  

 

Table 4.  Bivariate Results Between Study Variables and Health Status  

  Poor/Fair  
Good/Very 

Good/Excellent 
 

 N (%) N (%) test statistic 
Current age (mean, SD) 49.8 (14.25) 46.2 (15.6) t = 5.85*** 
Marital status   χ2 = 31.56*** 
  Married 274 (17.4) 1299 (82.6)  
  Not married  446 (25.5) 1306 (74.5)  
Race and Ethnicity   χ2 = 38.28*** 
   Black or African American 566 (35.1) 207 (64.9)  
   Latina 112 (26.1) 102 (73.9)  
   White non-Hispanic  36 (20.3) 2228 (79.7)  
Income (mean, SD) 4.41 (2.27) 6.10 (1.47) t = -16.94*** 
Education (mean, SD) 5.25 (1.56) 5.97 (2.07) t = -13.73*** 
Food insecurity   χ2 = 185.10*** 
   Yes 603 (31.3) 1322 (68.7)  
   No 210 (12.4) 1483 (87.6)  
Housing insecurity   χ2 = 87.27*** 
   Yes 660 (26.9) 1790 (73.1)   
   No 152 (13.1) 1012 (86.9)  
Financial barriers to healthcare    χ2 = 139.10*** 
   Yes 350 (36) 623 (64)  
   No 463 (17.5) 2181 (82.5)  
Mental health status   χ2 = 633.12*** 
   Poor/fair 362 (62.4) 218 (37.6)  
   Good/Very Good/Excellent  450 (14.8) 2585 (85.2)  
Multiple sexual victimization   χ2 = 14.18*** 
    Yes 681 (23.4) 2225 (76.6)  
    No 101 (16.5) 512 (83.5)  
Perpetrator relationship   χ2 = 12.38*** 
   Intimate 304 (25.1) 908 (74.9)  
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   Non-intimate  433 (19.1) 1745 (80.1)  
Age at first victimization 
(mean, SD) 21.77 (11.89) 21.15 (10.31) 

t = 1.33 

IPV   χ2 = 62.48*** 
   Yes 718 (25.3)  2118 (74.7)  
   No 90 (11.8) 670 (88.2)  
Police disclosure   χ2 = 81.07*** 
   Yes 371 (30.1) 862 (69.9)  
   No 354 (16.8) 1755 (83.2)  
Healthcare disclosure   χ2 = 103.35*** 
   Yes 288 (34.2) 554 (65.8)  
   No 436 (17.5) 2056 (82.5)  

Table 4 Continued to top of Page 50   

 

Bivariate Associations between Covariates, Victimization Characteristics and 

Physical Health Status  

Bivariate tests indicate that women with multiple sexual victimizations reported 

significantly higher rates of poor/fair health (23.4%) compared to women with single 

sexual victimizations (16.5%) (χ2 = 14.18, p<.001). Women whose perpetrator at first 

victimization was an intimate partner reported significantly higher rates of poor/fair 

health (25.1%) compared to women whose perpetrator at first victimization was a non-

intimate (19.9%) (χ2 = 12.38, p<.001). Additionally, women who reported IPV exposure 

reported higher proportions of poor/fair health (25.3%) compared to women without IPV 

exposure (11.8%) (χ2 = 62.48, p<.001). Women who disclosed their victimization to 

police and healthcare professionals reported higher rates of poor/fair health (30.1%, 

24.2%, respectively) than women who did not disclose their victimization to police and 

healthcare professionals (16.8%, 17.5%, respectively; χ2 = 81.07, p<.001; χ2 = 103.35, 

p<.001, respectively). Age of first victimization was not significantly associated with 

health status at the bivariate level. 
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 Covariates including current age, marital status, and current mental health status 

were significantly associated with physical health status at the bivariate level. Older 

women (M = 49.75, SD = 14.25) reported higher rates of poor/fair health compared to 

younger women (M = 46.17, SD = 15.61) (t = 5.85, p<.001). Women who were not 

married (25.5%) reported higher rates of poor/fair health compared to married women 

(17.4%) (χ2 = 31.56, p<.001). Finally, women with poor/fair mental health reported 

higher rates of poor/fair physical health (62.4%) compared to women with good/very 

good/excellent mental health (37.6%) (χ2 = 633.12, p<.001). 

 

RQ1: Associations Between Race, Ethnicity, SES and Health Outcomes 

 Results are presented below for RQ1: What are the long-term physical health 

correlates (i.e. chronic health conditions, physical health status) of sexual victimization 

based on race, ethnicity, and SES? (see in-text Table 4 above for health status and in-text 

Table 5 below for chronic health conditions). 

Table 5. Relationships Between Race, Ethnicity, Socioeconomic Factors and Chronic Health Conditions 

Variable  Asthma Diabetes HBP IBS 
Frequent 
Headache 

Difficult 
Sleeping 

Chronic 
Pain 

Race/ 
ethnicity 

χ2 =1.01 
p=.60 

χ2 =22.87 
p<.001 

χ2 = 39.90 
p<.001 

χ2 = 22.49 
p<.001 

χ2 = .39 
p=.82 

χ2 = 6.07 
p<.05 

χ2 = 2.25 
p=.32 

Education 
t = 2.04 
p<.05 

t = 5.86 
p<.001 

t = -5.35 
p<.001 

t = -1.78 
p=.08 

t = 8.62 
p<.001 

t = 8.78 
p<.001 

t = 8.64 
p<.001 

Income 
t = 4.35 
p<.001 

t = 6.86 
p<.001 

t = 5.57 
p<.001 

t = .43 
p=.67 

t = 10.08 
p<.001 

t = 11.05 
p<.001 

t = 12.79 
p<.001 

Food 
insecurity  

χ2 = 22.98 
p<.001 

χ2 = 23.94 
p<.001 

χ2= 4.74 
p<.05 

χ2= 2.32 
p=.13 

χ2= 130.53 
p<.001 

χ2=126.57 
p<.001 

χ2=113.3
7, p<.001 

Housing 
insecurity 

χ2= 12.88 
p<.001 

χ2= 14.22 
p<.001 

χ2 = .18 
p=.67 

χ2= .58 
p=.44 

χ2= 69.08 
p<.001 

χ2= 49.70 
p<.001 

χ2= 40.61 
p<.001 

 
Barriers 
to 

χ2= 9.98 
p<.01 

χ2= 2.54 
p=.11 

χ2= 4.69 
p<.05 

χ2= 1.98 
p=.16 

χ2= 122.59 
p<.001 

χ2= 78.63 
p<.001 

χ2= 69.61 
p<.001 
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healthcare 
access 

Table 5 Continued to top of page 52  

Note: HBP = high blood pressure; IBS = irritable bowel syndrome  

 

 Physical health status. Race, ethnicity, and SES indicators were significantly 

associated with poor/fair health status. Results suggest significant group differences base 

on race and ethnicity; that is, Among African American women, 35.1% had poor/fair 

health compared to 20.3% of White women and 26.1% of Latina women (χ2 = 38.28, 

p<.001).  

Lower levels of income, lower levels of education, food insecurity, housing 

insecurity, and financial barriers to healthcare access were significantly associated with 

poor/fair health status at the bivariate level. Women with poor/fair health status had lower 

incomes than women with good/very good/excellent health status (t = -16.94, p<.001). 

Women with poor/fair health status had lower education levels than women with 

good/very good/excellent health status (t = -13.73, p<.001). Among women who were 

housing insecure in the past-year, 26.9% had poor/fair health compared to women who 

were housing secure (13.1%) (χ2 = 87.27, p<.001). Among women who were food 

insecure in the past year, 31.3% had poor/fair health (χ2 = 185.10, p<.001) compared to 

women who were food secure (12.4%). Women who had financial barriers to healthcare 

access in the past year had significantly higher rates of poor/fair health (36%) compared 

to women without barriers to healthcare access (17.5%) (χ2 = 139.10, p<.001). 

Chronic health conditions. Race, ethnicity, and SES indicators were 

significantly associated with most chronic health conditions. A total of 41.1% of African 

American women reported high blood pressure compared to 27.5% of White women and 
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15.1% of Latina women (χ2 = 39.82, p<.001). Additionally, 20.1% of African American 

women reported having been diagnosed with diabetes compared to 11% of White women 

and 10.8% of Latina women (χ2 = 22.87, p<.001). Nearly 16% of White women reported 

IBS, compared to 7.9% of African American women and 5.8% of Latina women (χ2 = 

22.49, p<.001). A total of 39.2% of African American women reported difficulty sleeping 

compared to 38.6% of White women and 28.3% of Latina women (χ2 = 6.07, p<.05). 

There were no significant differences with regard to race and ethnicity in asthma, 

frequent headaches, and chronic pain. 

SES indicators were significantly associated with most chronic health conditions; 

that is, lower levels of income, lower levels of education, food insecurity, housing 

insecurity, and financial barriers to healthcare access were significantly associated with 

most chronic health conditions, with the exception of IBS. Higher levels of education 

were significantly associated with IBS.  

Women with asthma (t = 4.35, p<.001), diabetes (t = 6.86, p<.001), high blood 

pressure (t = 5.57, p<.001), difficulty sleeping (t = 11.05, p<.001), chronic pain (t = 

12.79, p<.001), and frequent headaches (t = 10.08, p<.001) had lower incomes than 

women without these chronic health conditions. Similarly, women with asthma (t = 2.04, 

p<.05), diabetes (t = 5.86, p<.001), high blood pressure (t = -5.35, p<.001), difficulty 

sleeping (t = 8.78, p<.001), chronic pain (t = 8.64, p<.001), and frequent headaches (t = 

8.62, p<.001) all had lower levels of education than women without chronic health 

conditions. Among women who were food insecure, 26.1% had asthma (χ2 = 22.98, 

p<.001), 29.6% had high blood pressure (χ2 = 4.74, p<.05), 14.2% had diabetes (χ2 = 

23.94, p<.001), 47.3% had difficulty sleeping (χ2 = 126.57, p<.001), 37.6% had chronic 
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pain (χ2 = 113.37, p<.001), and 34.8% had frequent headaches (χ2 = 130.53, p<.001) 

compared to women who were food secure (19.4%, 26.4%, 8.9%, 29.1%, 21.3%, 17.9%, 

respectively). Additionally, among women who were housing insecure, 24.7% had 

asthma (χ2 = 12.88, p<.001), 13.1% had diabetes (χ2 = 14.22, p<.001), 42.7% difficulty 

sleeping (χ2 = 49.70, p<.001), 33.4% had chronic pain (χ2 = 40.61, p<.001), and 31.1% 

had frequent headaches (χ2 = 69.08, p<.001) compared to women who were housing 

secure (19.3%, 8.8%, 30.5%, 23%, 18%, respectively). Finally, among women who 

experienced financial barriers to healthcare access, 26.6% had asthma (χ2 = 9.98, p<.01), 

50.6% had difficulty sleeping (χ2 = 78.63, p<.001), 40.5% had chronic pain (χ2 = 69.61, 

p<.001), and 40.3% had frequent headaches (χ2 = 122.59, p<.001) compared to women 

with no financial barriers to healthcare (21.6%, 34.4%, 26.1%, 21.9%, respectively). 

Women who did not have financial barriers to healthcare reported significantly higher 

rates of high blood pressure (29.1%) compared to women who did have financial barriers 

to healthcare (25.4%) (χ2 = 4.69, p<.05). 

 

RQ2, RQ3, RQ4: Multivariate Models Predicting Poor/Fair Health Status Within 

Groups  

 Results are presented below for RQ2: What characteristics of victimization are 

related to physical health status within populations of victims based on race and 

ethnicity?; RQ3: How is disclosure to police and healthcare professionals associated 

with the physical health status of victims based on race and ethnicity?; and RQ4: How 

are SES factors (i.e. income, education, food insecurity, housing insecurity, financial 

barriers to healthcare) associated with the physical health status of victims based on race 
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and ethnicity? (See in-text Table 6 for within-group sample descriptives, in-text Table 7 

for within-group bivariate associations between study variables and health status, and in-

text Tables 8 – 11 below for probit regression results).  

 

Table 6. Within-Group Frequencies for Study Variables Included in Multivariate Models   

  
African American  

(N = 319)  
Latina 

 (N = 139) 
White Non-Hispanic  

(N = 2795)  
Current age (SD) 43.77 (14.72) 40.5 (14.54) 48.35 (15.29) 
Marital status (married) 67 (21) 55 (39.6) 1307 (45.9) 
Income (mode) <$75k <$75k <75k 
Education (mode) Some College  High School  Some College  
Food insecurity 211 (61.1) 89 (64)  1396 (49.9) 
Housing insecurity  245 (76.8) 107 (77) 1821 (65.2) 
Financial barriers to healthcare access 111 (34.8) 52 (37.4) 668 (23.9) 
Poor/fair mental health status 63 (19.7) 24 (17.3) 428 (15.3) 
Multiple sexual victimization 248 (77.7) 119 (85.6) 2239 (80.1) 
Perpetrator relationship (intimate) 129 (40.4) 51 (36.7) 896 (32.1) 
Age at first victimization             22.43 18.6 21.48 
Intimate partner violence  273 (85.6) 108 (77.7) 2144 (76.7) 
Police disclosure 125 (39.2) 38 (27.3) 943 (33.7) 
Healthcare disclosure  85 (26.2) 28 (20.1) 639 (22.9) 
Poor/fair physical health status 112 (35.1) 36 (25.9) 566 (20.3) 

 

Table 7. Bivariate Associations Between Independent Variables and Poor/Fair Health Status Within 
Groups 
  African American   Latina White Non-Hispanic 
    
Current age t = 5.12, p<.001 t = 1.41, p=.16 t = 4.58, p<.001 
Marital status (married) χ2 = 4.01. p<.05 χ2 = 1.89, p=.17 χ2 = 22.81, p<.001 
Income  t = -5.51, p<.001 t = -3.25, p<.01 t = -14.89, p<.001 
Education  t = -3.37, p<.01 t = -2.69, p<.01 t = -12.13, p<.001 
Food insecurity χ2 = 11.90, p<.01 χ2 = 7.55, p<.01 χ2 = 139.16, p<.001 
Housing insecurity  χ2 = 12.19, p<.001 χ2 = 2.06, p=.15 χ2 = 60.65, p<.001 
Financial barriers to 
healthcare access χ2 = 19.71, p<.001 χ2 = 6.63, p<.05 χ2 = 83.53, p<.001 
Poor/fair mental health 
status χ2 = 78.46, p<.001 

χ2 = 17.32, 
p<.001 χ2 = 438.10, p<.001 

 
Multiple sexual 
victimization χ2 = .74, p=.39 χ2 = .96, p=.33 χ2 = 20.11 p<.001 
 
Perpetrator relationship 
(intimate) χ2 = 2.62, p=.11 χ2 = 1.04, p=.31 χ2 = 5.25, p<.05 
 
Age at first victimization t = .86, p=.39 t = -.59, p=.56 t = 1.71, p=.09 
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Intimate partner violence  χ2 = 7.32, p<.01 χ2 = .49, p=.48 χ2 = 44.47, p<.001 
 
Police disclosure χ2 = 7.59, p<.01 χ2 = .55, p=.46 χ2 = 70.27, p<.001 
Healthcare disclosure  χ2 = 5.69, p<.01 χ2 = 2.40, p=.12 χ2 = 88.95, p<.001 

Table 7 Continued to top of page 56  

Table 8. Multivariate Results Testing Associations Between Victimization 
Characteristics, Socioeconomic Factors, and Health Status among African American 
Women (N = 319) 

 

  B SE p z 
Current age .03 .01 .007 2.68 
Marital status (married) .06 .33 .86 .18 
Income -.13 .08 .12 -1.54 
Education -.10 .10 .33 -.99 
Food insecurity -.03 .42 .95 -.06 
Housing insecurity  -.08 .47 .87 -.17 
Financial barriers to healthcare access .65 .31 .037 2.08 
Mental health status -1.43 .40 <.001 -3.62 
Multiple sexual victimization -.36 .46 .43 -.79 
Perpetrator relationship (intimate) -.24 .30 .43 -.79 
Age at first victimization    -.02 .01 .12 -1.66 
Intimate partner violence   .02 .57 .97 .04 
Police disclosure .25 .28 .39 .87 
Healthcare disclosure  .34 .35 .33 .98 
Model fit statistic df p  
Pseudo R2  .58    
Chi-square test model of fit 156.82 28 <.001  
CFI 1.00    
TLI 1.00    

 

Model for Black or African American Women (N = 319). In the model 

predicting poor/fair health status among African American women, financial barriers to 

healthcare access were significantly associated with poor/fair health. Specifically, 

African American women who experienced financial barriers to healthcare access in the 

past year were more likely to have poor/fair health compared to African American 

women who did not experience financial barriers to healthcare access in the past year (B 

= .65, SE = .31, p<.05). Significant covariates included current age (B = .03, SE = .01, 

p<.001) and current mental health status (B = -1.43, SE = .40, p<.001); that is, older 

women and women with poor/fair mental health status were more likely to report 

poor/fair physical health status. Victimization characteristics, disclosure to police and 
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healthcare professionals, and other socioeconomic indicators were not significantly 

associated with health status among African American women, controlling for all other 

variables. 

 

Table 9. Multivariate Results Testing Associations Between Victimization 
Characteristics, Socioeconomic Factors, and Health Status among Latina Women (N = 
139) 

 

  B SE p z 
Current age .06 .02 .01 2.71 
Marital status (married) -.82 .67 .22 -1.22 
Income -.19 .13 .13 -1.50 
Education -.21 .21 .31 -1.01 
Food insecurity 2.22 .98 .02 2.27 
Housing insecurity  .23 .04 .82 .22 
Financial barriers to healthcare access -.29 .62 .64 -.47 
Mental health status .21 .53 .68 .41 
Multiple sexual victimization -.13 .10 .90 -.12 
Perpetrator relationship (intimate) .02 .55 .97 .04 
Age at first victimization -.07 .03 .03 -2.14 
Intimate partner violence  -1.52 .65 .02 -2.35 
Police disclosure 1.31 .49 .01 2.68 
Healthcare disclosure  .86 .64 .17 1.36 
Model fit statistic df p   
Pseudo R2  .70     
Chi-square test model of fit 159.91 28 <.001   
CFI 1.00     
TLI 1.00     

 

 

Model for Latina Women (N = 139). Among Latina women, age of first 

victimization, IPV, police disclosure, and food insecurity were significantly associated 

with poor/fair health. Latinas first victimized at younger ages were more likely to have 

poor/fair compared to Latinas first victimized at older ages (B = -.07, SE = .03, p<.05). 

Latinas who did experience IPV were more likely to have poor/fair health compared to 

Latinas who did not experience IPV (B = -1.52, SE = .65, p<.05). Latinas who disclosed 
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their victimization to police were more likely to have poor/fair health than Latinas who 

did not disclose their victimization to police (B = 1.31, SE = .49, p<.01). Finally, Latinas 

who experienced food insecurity in the past year were more likely to have poor/fair 

health compared to Latinas who did not experience food insecurity (B = 2.22, SE = .98, 

p<.05). Significant covariates included current age (B = .06, SE = .02, p<.01; that is, older 

women were more likely to report poor/fair health. Other victimization characteristics, 

disclosure to healthcare provider, and other economic indicators were not significant in 

the model, controlling for all other variables. 

 

Table 10. Multivariate Results Testing Associations Between Victimization Characteristics, 
Socioeconomic Factors, and Health Status among White Women (N = 2213) 

 

  B SE p z 
Current age .02 .004 <.001 4.31 
Marital status (married) .16 .12 .18 1.36 
Income -.12 .03 .002 -3.12 
Education -.13 .04 .002 -3.08 
Food insecurity .30 .13 .02 2.32 
Housing insecurity  .17 .13 .19 1.30 
Financial barriers to healthcare access    .13 .13 .34 .96 
Mental health status   -.96 .13 <.001 -7.49 
Multiple sexual victimization .25 .16 .12 1.58 
Perpetrator relationship (intimate) -.07 .12 .57 -.57 
Age at first victimization .01 .004 .045 2.00 
Intimate partner violence   .03 .15 .85 .19 
Police disclosure .16 .11 .16 1.40 
Healthcare disclosure  .39 .12 .001 3.23 
Model fit statistic df p  
Pseudo R2  .39    
Chi-square test model of fit 159.91 28 <.001  
CFI 1.00    
TLI 1.00    
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 Model for White non-Hispanic Women (N = 2213). Among White women, age 

of first victimization, healthcare provider disclosure, income, education, and food 

insecurity were significantly associated with poor/fair health. Specifically, White women 

who were first victimized at older ages were more likely to have poor/fair health 

compared to White women who were first victimized at younger ages (B = .01, SE = 

.004, p<.05). White women who disclosed their victimization to healthcare providers 

were more likely to have poor/fair health compared to White women who did not disclose 

their victimization to healthcare providers (B = .39, SE = .12, p<.01). White women with 

lower levels of income and lower levels of education were more likely to have poor/fair 

health compared to women with higher levels of income and higher levels of education 

(B = -.10, SE = .03, p<.01; B = -.13, SE = .04, p<.01, respectively). Finally, White women 

who experienced food insecurity in the past year were more likely to have poor/fair 

health compared to White women who were food secure (B = .31, SE = .13, p<.01). Other 

victimization characteristics, police disclosure, housing insecurity, and barriers to 

healthcare access were not significant in the model, controlling for all other variables. 
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Table 11. Summary of Significant Multivariate Results Across Racial and Ethnic 
Groups 

  
African 

American   Latina 
White Non-

Hispanic  
 p p p 
Current age  .007 .007 <.001 
Marital status  NS NS NS 
Income  NS NS .002 
Education  NS NS .002 
Food insecurity NS .024 .02 
Housing insecurity  NS NS NS 
Financial barriers to healthcare 
access .037 NS NS 
Poor/fair mental health status <.001 NS <.001 
Multiple sexual victimization NS NS NS 
Perpetrator relationship (intimate) NS NS NS 
Age at first victimization NS .032 .045 
Intimate partner violence  NS .019 NS 
Police disclosure NS .007 NS 
Healthcare disclosure  NS NS .001 

  Note: NS = not significant; Dependent variable = physical health status  

Conclusions  

In summary, findings from this study highlight health disparities in health status 

and chronic disease among sexual violence victims based on race, ethnicity, and 

socioeconomic factors. For RQ1, race, ethnicity, and socioeconomic factors (i.e. lower 

incomes, lower education level, housing insecurity, food insecurity, and financial barriers 

to healthcare) were associated with poor/fair health status and most chronic health 

conditions at the bivariate level. Multivariate results also highlight unique within-group 

experiences among racial and ethnic groups of women with regard to their victimization 

experiences, formal disclosures, socioeconomic factors, and health status.  

With regard to RQ2, some victimization characteristics were associated with 

health status among women based on race and ethnicity. No victimization characteristics 

were significant for African American women, adjusting for all other variables in the 
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model. For Latina women, victims who did not have IPV histories were more likely to 

have poor/fair health compared to Latina victims without IPV histories. Latina women 

who were first victimized at younger ages were also more likely to have poor/fair health 

compared to Latina women victimized at older ages. For White non-Hispanic women, 

victims who were first victimized at older ages were more likely to have poor/fair health 

than White women first victimized at younger ages. Although multiple sexual 

victimizations and perpetrators who were intimate partners were associated with poor/fair 

health status at the bivariate level, these victimization characteristics were not significant 

within any racial and ethnic group.  

With regard to RQ3, disclosure to police and healthcare professionals was to 

some extent, related to health status for some groups of women. For Latina women, 

women who disclosed their victimization to police were more likely to have poor/fair 

health than Latina women who did not disclose their victimization to police. Disclosure 

to healthcare providers was not significantly associated with health status for Latina 

women. For White women, victims who disclosed their victimization to healthcare 

providers were more likely to have poor/fair health than White women who did not 

disclose their victimization to healthcare providers. Police disclosure was not associated 

with health status among White women. Disclosure to police or healthcare professionals 

was not associated with health status for African American women in the multivariate 

models. 

With regard to RQ4, results suggest that certain socioeconomic factors may be 

particularly salient in predicting the health status of sexual violence victims based on race 

and ethnicity. For African American women, victims who had financial barriers to 



 62 
 

healthcare access in the past year were more likely to have poor/fair health compared to 

African American victims without financial barriers to healthcare access. No other 

socioeconomic factors were significant in the model for African American women. For 

Latina women, victims who were food insecure in the past year were more likely to have 

poor/fair health compared to Latina victims who were food secure. No additional 

socioeconomic factors were significant in the model for Latina women. In the model for 

White women lower income, lower education, and food insecurity were associated with 

poor/fair health.  

This study demonstrates that the phenomenon of sexual victimization and 

associated health outcomes does not unfold in the same way for all victims based on race 

and ethnicity. Findings highlight salient factors within each racial and ethnic group that 

appear to be the strongest predictors of poor/fair health for populations of victims. See 

Table 11 for a summary of multivariate results across each model. Explanations and 

potential mechanisms for these findings are further discussed in the next chapter.  
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Chapter 5: Discussion 

 

This study is among the first to examine long-term physical health outcomes of 

sexual violence based on race, ethnicity, and socioeconomic factors in a nationally 

representative sample of sexual violence victims. Thus, findings strengthen empirical 

knowledge demonstrating strong links between sexual violence exposure and poor health 

and extends this knowledge to include health outcomes among racial and ethnic minority 

women and economically disadvantaged women. This study also investigates within-

group associations between health status and various predictors among women based on 

race and ethnicity, which provides a greater level of understanding into how experiences 

of sexual violence leads to varying health outcomes among survivors, particularly women 

of color, who experience disproportionately high rates of both violence and health 

disparities. This approach is consistent with an intersectional framework that suggests 

that not all women experience interpersonal violence and its consequences in the same 

way (Crenshaw, 1991; Collins, 1998). Findings from this study highlight unique within-

group experiences among survivors based on race and ethnicity and improve our 

understanding of the relationship between socioeconomic positioning, experiences of 

victimization, and the collective impact that these factors have on health status. 

Physical Health Correlates Based on Race, Ethnicity, and SES Factors 

In the current study sample, sexual violence victims had higher rates of poor 

health and chronic health conditions compared to the general U.S. population (CDC, 

2013). In the general population, 9.4% have diabetes (CDC, 2017a), 8% have asthma 

(CDC, 2011), 5 to 7% have IBS (American College of Gastroenterology, n.d.), and 29% 
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have high blood pressure (CDC, 2016). In the current study sample of sexual violence 

victims, 11.7% had diabetes, 22.9% had asthma, 14.3% had IBS, and 28.1% had high 

blood pressure. These rates of chronic disease in the current study sample are consistent 

to prior studies documenting disproportionately high rates of poor health and chronic 

disease in statewide samples of sexual violence victims (e.g., Busch-Armendariz et al., 

2015; Martin et al., 2008; Santularia et al., 2014).  

Prior research indicates that victims of sexual violence seek medical care at 

significantly higher rates than non-victims (Koss et al., 1991; Waingandt, et al., 1990). 

This presents a critical opportunity for healthcare providers to screen for physical health 

problems among women with sexual violence histories and appropriately plan for 

ongoing care and treatment as needed. Although healthcare providers can address 

victims’ immediate and short-term healthcare needs, prior research suggests that victims 

of sexual violence may need ongoing medical care and treatment long after a sexual 

assault has occurred. For example, Campbell and colleagues (2003) found that sexual 

violence victims who had been raped on an average of 8.25 years ago presented with very 

high rates of chronic health conditions and other physical health problems, suggesting 

that victims need long-term healthcare care in order to mitigate poor health outcomes 

associated with sexual violence. However, findings in this study suggest that 34.8% of 

African American women, 37.4% of Latina women, and 23.9% of White non-Hispanic 

women victims in this sample needed to see a doctor in the past year but did not, because 

they could not afford it.  

Therefore, this study extends existing knowledge on sexual violence victims’ use 

of healthcare services to include potential barriers that may prevent victims from 
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accessing healthcare. Although sexual violence victims may seek healthcare at higher 

rates than non-victims (Koss et al., 1991; Waingandt, et al., 1990), certain sub-

populations of victims may not be accessing healthcare at similar rates if they cannot 

afford treatment. Community-based healthcare programs, including the use of outreach 

and community health workers, can improve the affordability and accessibility of needed 

services and treatment to racial and ethnic minority populations, as these programs can 

detect health problems early on and ensure patients received necessary treatment at 

needed times (Cristancho, Garces, Peters, & Mueller, 2008; Heisler et al., 2014). 

Furthermore, community-based healthcare programs should target other factors 

affecting decisions to seek healthcare – apart from affordability – that were not captured 

in this study. Although it is important, affordability is only one component of access to 

healthcare and other factors likely influence racial and ethnic minorities’ decisions to 

seek healthcare. In a national general population sample examining reasons why 

individuals avoid medical treatment, researchers found that having negative experiences 

within physicians and healthcare organizations influence decisions to seek care as well as 

low perceived need to treat symptoms or belief that symptoms would improve over time 

(Taber, Leyva, & Persoskie, 2015). Additionally, experiences of racial discrimination in 

healthcare settings may influence decisions to seek medical treatment among racial and 

ethnic minorities (Robert Wood Johnson Foundation, 2018), including sexual violence 

victims.   

Future research is needed on factors influencing decisions to seek medical 

treatment among racial and ethnic minority women who have experienced sexual 

violence in order to inform targeted intervention and outreach strategies that can be used 
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by community-based healthcare programs, including healthcare organizational factors, 

patient experiences of discrimination in healthcare, and patient perceptions of their health 

and symptomology.  

Racial and Ethnic Disparities 

Findings also highlight racial, ethnic, and socioeconomic differences in health 

status and chronic health conditions between victims. Specifically, findings suggest that 

race, ethnicity, and most indicators of socioeconomic disadvantage were significantly 

associated with poor/fair health status and most chronic health conditions at the bivariate 

level. African American sexual violence victims were more likely to have diabetes 

(20.1%) and high blood pressure (41.1%) than White women (11%, 27.5%, respectively) 

and Latina women (10.8%, 15.1%, respectively). These disparities in diabetes and high 

blood pressure are consistent with those found between African Americans, Latinos, and 

White non-Hispanic in the general population (CDC, 2017a). A total of 10.8% of African 

Americans in the general population have been diagnosed with diabetes, compared to 

10.6% of Latinos and 6.8% of White non-Hispanics (CDC, 2017a). Still, rates of these 

chronic diseases among racial and ethnic minority women in this sample are higher than 

among racial and ethnic minorities in the general population, suggesting that sexual 

violence distinctively contributes to chronic disease outcomes among women of color.  

One potential mechanism linking higher rates of chronic disease among racial and 

ethnic minorities may be chronic stress or “minority stress;” that is, prior studies on 

health disparities suggest that chronic stress disproportionately impacts African 

Americans and Latinos compared to Whites and chronic stress within these populations 

have been strongly linked to chronic disease, including diabetes (Weissman, Pratt, Miller, 
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& Parker, 2015). Explanations for why racial and ethnic minorities experience chronic 

stress at higher rates than Whites include race-based traumatic stress stemming from 

experiences of racism, racial inequality, and discrimination (Carter, 2007; Sue et al., 

2007; Thoits, 2010). Furthermore, individuals who experience “multiple minority stress” 

or whose social location includes multiple aspects of minority identity, including women 

of color who are bisexual, lesbian, or queer, have physical or intellectual disabilities, are 

deaf or hard of hearing, among other social locations, may be at risk for developing 

greater levels of chronic disease and poor health outcomes due to the compounding 

effects of oppression and inadequately structured institutions that do not cater to women’s 

unique and diverse needs and experiences (Bowleg et al., 2008; Lehavot & Simoni, 

2011). Future research is needed to examine the extent to which chronic stress or 

minority stress is related to health outcomes associated with sexual violence, including 

potential moderating and mediating effects of stress within specific racial and ethnic 

minority groups.  

Additionally, White women (16%) in this study were more likely to have IBS 

than African American (7.9%) and Latina (5.8%) women. The causes of IBS have been 

previously contested and the epidemiology of IBS in general is not clearly understood 

(Wigington, Johnson, & Minocha, 2005). Some research suggests that Whites are more 

likely to be diagnosed with IBS than African Americans in the general population 

(Wigington et al., 2005). Researchers have previously noted that despite the fact that 

African Americans experience significantly higher rates of daily socioeconomic stressors, 

African Americans have lower rates of IBS than Whites; however, lower incomes and 
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lower education have been broadly associated with IBS in the general population 

(Wigington et al., 2005).  

Although rates of IBS may vary by race and ethnicity, the impact of IBS on 

wellbeing and quality of life appears to be similar between racial and ethnic groups. One 

study examined the impact of IBS on quality of life (e.g., low vitality, physical 

limitations, bodily pain) and found similar rates of poor quality of life due to IBS 

between minorities and non-minorities (Gralnek, Hays, Kilbourne, Chang, & Mayer, 

2004). Further, a limited, but growing body of research suggests that PTSD is 

significantly associated with IBS in both White and African American populations 

(Gralnek et al., 2004). This is especially relevant for sexual violence victims, given the 

documented mental health consequences, including PTSD, of sexual violence across 

racial and ethnic populations of women (Campbell et al., 2008).  

Socioeconomic Disparities 

Indeed, sexual violence places a substantial economic burden on the lives of 

victims (Peterson et al., 2016). One prior study found that African American women with 

experiences of sexual violence (i.e. rape and sexual coercion) had significantly higher 

rates of food insecurity and housing insecurity than African American women without 

experiences of sexual violence, suggesting that sexual violence uniquely impacts and 

contributes to economic insecurity, at least among African American women (Basile et 

al., 2016). Findings in the current study suggest that all five socioeconomic factors were 

significantly associated with physical health status and most chronic health conditions. 

Sexual violence victims with lower incomes, lower education, past-year food insecurity, 

past-year housing insecurity, and past-year barriers to healthcare reported higher rates of 
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poor/fair health and most chronic health conditions. Thus, findings extend existing 

knowledge on the economic burden of sexual violence to include its negative impact on 

health for victims. 

Braveman and other public health scholars (2011) have previously explained that 

health disparities are “systematic, avoidable health differences adversely affecting 

socially disadvantaged groups; they may reflect social disadvantage, but causality need 

not be established” (p. S150). Structural inequalities in education, employment 

opportunities, housing, food and nutrition, and access to quality healthcare drive racial 

and ethnic disparities in the U.S. Furthermore, “place” (i.e. the conditions in which we 

play, work, and live), rather than race, may act as a stronger driver of health outcomes. 

For example, LaVeist and colleagues (2011) found that racial and ethnic health 

disparities were substantially reduced or eliminated when African Americans and Whites 

were placed under similar living conditions in Baltimore City, suggesting that the social 

environment may explain a sizeable portion of racial and ethnic health disparities 

documented in the U.S. 

For victims of sexual violence, these inequalities may be exacerbated given the 

costs of sexual violence and the economic burden it places on the lives of survivors. 

Further, chronic stress has also been strongly linked to poverty and economic insecurity 

in the general population (Weissman et al., 2015). The relationship between chronic 

stress, economic insecurity, and health outcomes associated with sexual violence has not 

yet been empirically investigated, which is needed to better understand how chronic 

stress may impact survivors’ health, including mediating effects of chronic stress between 

economic insecurity and health outcomes associated with sexual violence. Understanding 
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these mechanisms can inform the development of comprehensive interventions that 

reduce economic insecurity among sexual violence victims and implement strategies to 

reduce stress among survivors, including within specific racial and ethnic populations. 

Within-Group Experiences Based on Race and Ethnicity  

Multivariate findings from this study highlight within-group experiences among 

women based on race and ethnicity, suggesting that the relationship between 

victimization and health does not look the same across populations of sexual violence 

victims. Results for each group model are summarized and interpreted below.  

African American women. Financial barriers to healthcare access appear to be 

particularly salient in predicting health status of African American survivors. 

Victimization characteristics, disclosure to police and healthcare professionals, and the 

other economic indicators (i.e. income, education, food insecurity, housing insecurity) 

were not significantly associated with health status among African American victims. 

Access to affordable and quality healthcare has been strongly linked to health disparities 

between African Americans and White non-Hispanic in the general population (National 

Center for Health Statistics, 2016). Although research suggests that sexual violence 

victims visit medical professionals more frequently than non-victims (Koss et al., 1991; 

Waingandt, et al., 1990), African American women who have experienced sexual 

violence may not visit medical professionals as often as White women due to financial 

barriers and other barriers in access to healthcare. Prior research has also documented the 

links between economic insecurity, poverty, and sexual victimization among African 

American women. African American women exposed to sexual violence (i.e. rape and 

sexual coercion) report significantly higher levels food and housing insecurity than 
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African American women without exposures to sexual violence (Basile, Smith, Fowler, 

Walters, & Hamburger, 2016). Poverty has been identified as a significant risk factor for 

sexual violence, however, this is especially salient for African American women, given 

that African American women experience disproportionately higher rates of poverty than 

other racial and ethnic groups (Basile, Bryant Davis et al., 2013).  

Latina women. For Latinas, women in the current sample who experienced food 

insecurity were significantly more likely to have poor/fair health compared to Latinas 

who were food secure. Notably, the Department of Agriculture (2014) estimates that 

Latinos experience some of the highest rates of food insecurity in the U.S.; that is, 22.4% 

(1 in 5) Latino households are food insecure. No prior research has examined the effects 

of food insecurity on health among Latinas who have experienced sexual violence, 

however, food insecurity in the general population has been linked broadly to poor heath 

outcomes (Gundersen & Ziliak, 2015), as well as limited healthcare access (Ma et al., 

2008). Therefore, findings from this study lend new empirical evidence for the role of 

food insecurity in shaping health outcomes among Latina sexual violence victims.  

With regard to victimization characteristics, Latinas victimized at younger ages were 

more likely to have poor/fair health. This finding is consistent with research on samples 

of predominately White women, suggesting that women sexually victimized in childhood 

and adolescence are more likely to have poor health compared to women victimized later 

in adulthood (Eadie et al., 2008; Zinzow et al., 2011).  

Additionally, Latina victims who did not experience IPV were more likely to have 

poor/fair health compared to Latinas who did experience IPV. Prior research suggests 

that IPV is strongly linked to poor health and thus, this finding appears to be 
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counterintuitive. Given the lack of prior research on sexual violence and health among 

Latinas, explanations for this finding are not entirely clear. Follow-up analyses were 

conducted to identify potential group differences in demographics and victimization 

experiences between Latina women with IPV and no IPV histories, however, results 

revealed no differences that might explain why Latina women with no IPV histories were 

more likely to have poor/fair health. It is possible that Latina sexual violence victims who 

also have IPV histories are more inclined to seek and receive social services compared to 

sexual violence victims who did not experience chronic and ongoing abuse. The 

increased involvement in services may lead to improved health in this sample of Latina 

sexual violence victims. However, this finding could also be a Type I error. Without 

further research confirming or conflicting with this finding, it is difficult to draw firm 

conclusions. 

Finally, police disclosure was significantly associated with poor/fair health status 

among Latina victims. A prior study on sexual violence and police reporting among 

Latinas suggest that women reporting their sexual assault to police are largely dissatisfied 

with police responses following their report and that the majority of survivors felt like 

police did not take their reports seriously (Cuevas & Sabina, 2010). Thus, it is possible 

that Latina victims met with inadequate responses from police, including the failure of 

police to link victims to victim advocates and needed services, may be more likely to 

experience long-term poor health outcomes (e.g., untreated injuries, STI/HIV, and other 

medical problems). Alternative explanations for this finding might be that Latina women 

disclosed their victimization to police when they were in very poor health or during the 

most serious or violent incidents of victimization. Additionally, research has consistently 
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shown that foreign-born Latinos have significantly better health than U.S.-born Latinos 

(Dominguez et al., 2015) and prior research suggests Latinas with undocumented status 

are less likely to report sexual assaults to police than Latinas with permanent status 

(Zadnik, Sabina, & Cuevas, 2016). Therefore, the relationship between police disclosure 

and health may be influenced by victims’ nativity (U.S. born or foreign-born) and 

citizenship status.  

White women. For White women, socioeconomic factors including lower levels 

of income, lower levels of education, and food insecurity were significantly associated 

with poor/fair health. These findings are consistent with prior research on sexual violence 

and health that have controlled for the effects of income and education in sample of 

predominately White women (Eadie et al., 2008; Zinzow et al., 2011). However, food 

insecurity has not previously been explored in research on sexual violence and health, 

and thus, findings extend prior research to include the adverse effect of food insecurity on 

health status among White women sexual violence victims. As noted previously, food 

insecurity in the general population has been linked broadly to poor heath outcomes 

(Gundersen & Ziliak, 2015) and thus, these findings may also be reflected in the current 

study sample of White sexual violence victims. Practitioners serving victims of sexual 

violence should be aware of food and nutrition needs, which can lead to longer-term 

improved health outcomes.  

With regard to victimization characteristics, White women who were victimized 

at older ages were significantly more likely to have poor/fair health. This finding appears 

to be counterintuitive with prior research suggesting that women who are sexually 

assaulted in childhood and adolescence are more likely to have poor/fair health compared 
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to women sexually assaulted in adulthood (Eadie et al., 2008; Zinzow et al., 2011). This 

finding may be confounded by this study’s measure of the age of onset of victimization. 

Specifically, this measure assesses the victim’s age of any form of victimization by the 

perpetrator if the perpetrator committed two or more different types of violence captured 

in NISVS (e.g., sexual violence and intimate partner psychological violence or sexual 

violence and stalking).  

Indeed, the vast majority of respondents experienced intimate partner physical 

and/or psychological violence and the average age of first victimization was older than 

expected (21 years). Thus, it is possible that White women sexual violence victims in this 

sample may have experienced IPV more recently (or currently) and are experiencing its 

negative health consequences currently. Additionally, disclosure to healthcare 

professionals was significantly associated with poor/fair health among White women. 

Prior research suggests that sexual violence victims may delay seeking healthcare 

following a sexual assault and experience barriers and inadequate responses from medical 

professionals (Feder, Hutson, Ramsay, & Taket, 2006; Shaali et al., 2016) and thus, it is 

possible that inadequate healthcare responses lead to untreated medical problems. 

Alternatively, it may be that women disclosed their victimization to healthcare providers 

when they were in very poor health or during the most severe or violent incidents of 

victimization. 

Implications for Practice and Policy 

Practice implications. Healthcare providers, victim advocates, and other 

practitioners working with sexual violence victims should be cognizant of the specific 

chronic health risks among victims, including the risk for various chronic health 
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conditions within specific racial and ethnic populations. Furthermore, practitioners 

working with victims should be aware of economic insecurity (e.g., food insecurity, 

housing insecurity, healthcare access and affordability) prominent among victims and 

that these factors can impact the long-term health of victims. Findings in this study 

suggest that a large majority of sexual violence victims in this sample were food (53.2%) 

and housing (66.7%) insecure in the past year. Practitioners engaging with sexual 

violence victims should screen for economic insecurity and refer victims to needed 

services that can address housing, food, and healthcare needs and potentially mitigate the 

effects that economic insecurity can have on longer-term health outcomes. This includes 

cross-training practitioners who are working in other relevant service sectors, including 

nutrition, food, and housing assistance, on screening for sexual violence and victims’ 

basic needs. Although findings from this study suggest that socioeconomic factors 

influence the long-term health of sexual violence victims, future research is needed on 

mediating and moderating relationships in order to develop strategies that help 

practitioners assess how socioeconomic factors are related to health among victims.   

Coordinated and multidisciplinary interventions, such as Sexual Assault Nurse 

Examiner (SANE) and Sexual Assault Response Teams (SARTs), are uniquely 

positioned to mitigate poor health outcomes following sexual violence. SANE programs 

and SARTs utilize a multidisciplinary framework to enlist victim advocates, law 

enforcement, prosecutors, forensic nurses, and other healthcare providers in the response 

of sexual assault cases. SANE and SART programs have demonstrated improved 

evidence collection, prosecution rates, and victim satisfaction with services (Campbell, 

Patterson, Bybee, & Dworkin, 2009; Fehler-Cabral, Campbell, & Patterson, 2011; 
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Plichta, Clements, & Houseman, 2007), however, the ways in which SANE/SARTs are 

addressing the immediate and long-term healthcare needs of sexual violence victims is 

unclear. Future research is needed on how SANE and SARTs effectively implement 

assessment, screening, and intervention strategies that address follow-up care and long-

term healthcare needs among survivors. This includes the extent to which SANE and 

SARTs implement culturally responsive strategies in their approaches, given the unique 

experiences and needs of sexual violence victims based on their race, ethnicity, gender, 

sexual orientation, immigration status, ability, and other aspects of social location.  

Existing literature has suggested strategies for creating culturally relevant and 

responsive sexual violence prevention and intervention approaches. Bryant-Davis and 

colleagues (2013) explain that societal trauma (also referred to as intergenerational 

trauma, race-based trauma, historical trauma, cultural violence, among other terms) is 

important to understanding racial and ethnic minority women’s experiences with sexual 

violence. Societal trauma experienced by women of color has significant implications for 

their health, in that adverse health consequences of societal trauma among women of 

color likely predate experiences of trauma from sexual violence (Bryant-Davis et al., 

2013). Thus, practitioners should utilize a culturally responsive intervention approach 

that includes an understanding of the impact of societal trauma on women of color and 

their communities, including the cumulative effects of multiple trauma exposures on 

women’s health and wellbeing. For African American and Latina survivors of sexual 

violence, practitioners should assess the role of culturally-relevant factors including 

societal trauma, religion and spirituality, and ways of coping that may influence women’s 

perceptions of their victimization experiences and their decisions to seek healthcare, 
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social services, and report sexual assault to police. Practitioners should also be cognizant 

of the diversity within Black women and Latina women, being mindful of their own 

personal biases and assumptions, and ensure service and treatment responses are 

culturally-specific based on the survivor’s preferences and wishes.  

Furthermore, unlike other victims of crime, victims of sexual violence and 

particularly women of color, face unique barriers and stigma following a sexual assault 

(Collins, 1998; Collins & Blige, 2016; Crenshaw, 1991), including secondary 

victimization from formal institutions and systems (Campbell, 2008). Practitioners should 

be cognizant of the ways in which racism and discrimination have impacted survivors’ 

experiences in healthcare, criminal justice, and social service systems, including the 

overall effects on minority health and wellbeing (Robert Wood Johnson Foundation, 

2018). Practitioners should also take into account experiences of discrimination and 

racism when developing treatment and safety plans, as these experiences can influence 

survivors’ decisions to seek out treatment and follow-up on needed medical care (e.g., 

HIV/STI treatment) and mental health treatment, as well as legal remedies through the 

criminal justice system.  

Policy implications. Results from this study highlight policy implications for 

legislation of healthcare as well as organizational policy related police responses and 

healthcare provider responses to sexual violence victims. First, findings suggest that a 

sizeable proportion of victims had experienced past-year financial barriers to healthcare 

access. Financial barriers to healthcare access operated as the strongest predictor of 

poor/fair health among African American victims. Therefore, results indicate the need for 

affordable and accessible healthcare for survivors of sexual violence. Prior to the 
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Affordable Care Act (ACA) and the legislation’s requirement that insurance companies 

cover “essential health benefits,” which include services frequently accessed by victims 

of sexual violence (e.g., HIV and STI treatment, prescription drugs, mental health 

treatment), survivors could be routinely denied coverage of needed services and treatment 

(National Women’s Law Center, 2008; George, 2017).  

Healthcare policy considerations that may implement state waivers permitting 

insurance companies to determine how much to charge for service coverage and that 

would impose annual or lifetime limits on coverage would have significant consequences 

for the long-term health and wellbeing of survivors. Policy changes that do not cover 

essential health benefits that are inevitably needed after rape or sexual assault would 

make healthcare unaffordable and can force survivors to make decisions between 

forgoing or seeking needed treatment and care following a sexual assault (George, 2017). 

Results from this study suggest that affordable and accessible healthcare has the potential 

to positively impact the long-term health and wellbeing of survivors, particularly for the 

most marginalized and disenfranchised women that are subjected to disparities in both 

violence and health. 

Second, findings from this study suggest that disclosure to police was adversely 

associated with health outcomes among Latina women. Several plausible explanations for 

this finding were proposed based on prior literature, including the possibility that 1) 

Latina victims are disclosing only very serious victimization incidents to police that have 

significantly impacted their health; 2) negative, harmful, or inadequate responses by 

police exacerbate or worsen poor health outcomes among Latina women; and 3) 

unmeasured study variables that influence reporting of sexual assault among Latina 
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women.  Despite the lack of clarity on causal mechanisms, findings suggest the need for 

organizational policy that implements 1) sexual violence prevention and outreach to 

Latino communities; and 2) police training on best practices to responding to sexual 

assault cases in Latino communities.  

Greater community outreach efforts can improve police reporting rates among 

Latinas, including reporting and seeking assistance early on before violence may become 

more severe and health outcomes worsen. In-person outreach strategies to address sexual 

violence intervention and prevention are a preferred and more effective method of 

outreach among Latino community members, rather than outreach through printed or 

written materials or brochures (National Sexual Violence Resource Center, 2013). 

Furthermore, prior research suggests that undocumented Latinas are less likely to report 

sexual assaults to police than Latinas with permanent status (Zadnik, Sabina, & Cuevas, 

2016). Establishing partnerships between local police and culturally-specific victim 

service organizations can enhance police responses to Latina victims through culturally 

relevant outreach and coordination of needed health and legal services, including helping 

Latina survivors navigate the criminal justice system. 

With regard to police training, some key components of cultural responsiveness 

that should be addressed in training include: a) increasing awareness of implicit bias and 

countering personal assumptions and stereotypes towards Latinas; b) recognizing the 

diversity within Latino groups and ensuring appropriate linguistic services are provided, 

as the victim’s account and expressions will be easier and more complete in her native 

language; c) understanding that the victim’s legal status should have no bearing on 

receiving assistance and coordinating legal services and representation for victims; d) 
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including culturally competent victim advocates in the reporting and investigative process 

to navigate unique cultural and religious aspects that likely shape victims’ understanding 

of gender, sex and sexuality, and sexual violence (Texas Association Against Sexual 

Assault, 2008). The U.S. Department of Justice (2015) has recently released federal 

guidance on addressing gender bias in policing of sexual assault cases, which includes the 

provision of funds to evaluate law enforcement training on reducing gender bias. 

However, given that Latina women are subjected to bias based on their ethnicity and 

immigration status in addition to their gender, findings from this study suggest the need 

for training to address intersecting patterns of gender and racial and ethnic bias in 

policing of sexual assault cases. 

Third, findings suggest that disclosure to healthcare providers were related to 

adverse health outcomes among White women. Like police disclosure, it is plausible that 

victims in this sample disclosed only very serious victimization incidents to healthcare 

providers or delayed seeking healthcare until health problems became more severe. It is 

also possible that victims were met with negative, harmful, or inadequate responses by 

healthcare professionals, which exacerbated poor health outcomes. Findings suggest the 

need for training of healthcare providers on best practices for screening and response to 

sexual violence. There are multiple validated screening tools and protocols to conduct 

brief screenings for sexual violence in healthcare settings, including how to respond to 

victims after a disclosure (e.g., empathetic responses), how to assess the victim’s 

immediate healthcare needs (e.g., current danger, HIV/STI treatment, emergency 

contraception), and making referrals and linking the patient to a victim advocate if she 

desires (National Sexual Violence Resource Center, 2011). Healthcare provider 
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organizations should forge partnerships with community-based victim service agencies to 

not only coordinate services for victims once they are encountered in the healthcare 

system, but also to implement local community health outreach to offer services and 

treatment early on before health problems become more serious as well as to respond to 

immediate healthcare needs. 

Implications for Theory, Research, and Education  

Theory implications. This study applied the social determinants of health 

framework and intersectionality to understand the social and economic factors impacting 

health outcomes associated with sexual violence among women. Results from this study 

indicate unique within-group experiences among women based on race and ethnicity and 

supports the use of intersectionality to provide a deepened understanding into how 

aspects of social location (i.e. age, gender, race, ethnicity, socioeconomic status) shapes 

women’s experiences with both violence and health outcomes (Collins & Blige, 2016; 

Crenshaw, 1991; WHO, 2010). Future research is needed to expand upon theoretical 

applications of both the social determinants of health framework and intersectionality to 

identify mechanisms linking additional aspects of social location (e.g., sexual orientation, 

ability, immigration status) to victimization and health outcomes. Mechanisms posited by 

the social determinants of health framework (e.g., racism, chronic stress, health 

behaviors) and intersectionality (e.g., racial discrimination in formal systems, stigma and 

inequitable responses to disadvantaged women, structural barriers to accessing needed 

services) should be explored in future studies. 

Research implications. Very few studies have explored the health consequences 

of sexual victimization, particularly among racial and ethnic minority women. 



 82 
 

Furthermore, this is the first study to examine the extent to which multiple socioeconomic 

factors (i.e. income, education, food insecurity, housing insecurity, financial barriers to 

healthcare access) are related to health outcomes associated with sexual violence within 

racial and ethnic populations of women. Findings from this study suggest the need for 

future research to investigate the mechanisms linking economic insecurity to health 

outcomes associated with sexual violence, as this study suggests unique factors that may 

be particularly salient for certain racial and ethnic populations of women. In particular, 

this study suggests the need for future research to examine how chronic stress, associated 

with both experiences of racism and discrimination as well with economic insecurity, are 

linked to sexual violence and the collective impact these factors have on health and 

wellbeing of survivors. Research is also needed to understand how these factors influence 

survivors’ help-seeking in formal systems and the extent to which formal systems 

adequately respond to victims’ sociocultural, economic, and health needs. This 

knowledge can inform the development of comprehensive culturally responsive 

interventions that mitigate adverse health outcomes and improve systems’ responses to 

survivors. Ultimately, this study lends support for a research agenda on sexual violence 

among particularly marginalized and at-risk, yet understudied, populations of women that 

uses an intersectional framework to understand women’s experiences of violence and its 

associated social, economic, and health inequalities.   

Education implications. Scholars have previously highlighted the importance of 

educating social work students on sexual violence given its pervasive nature both 

globally and in the U.S. and the very strong likelihood that social workers will encounter 

sexual violence victims in their clinical practice (Busch-Armendariz, DiNitto, Bell, 
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Vohra-Gupta, & Rhodes, 2011). Empirical evidence also suggests that multidisciplinary 

interventions using coordinated service approaches that engage professionals across 

healthcare, law enforcement, and social work lead to improved prosecution rates and 

victim satisfaction with services and advocacy (Busch-Armendariz, Johnson, Buel, & 

Lungwitz, 2011; Campbell et al., 2009; Fehler-Cabral et al., 2011).  

Students in social work, criminology, nursing, and public health can benefit from 

education and training on screening for sexual violence and effective responses, including 

interprofessional education opportunities, given that sexual violence victims are 

encountered in multiple systems (e.g., healthcare, criminal justice, legal, social services) 

and best practices suggest the need for professionals to coordinate services across these 

systems for survivors. Education for professionals on sexual violence should include 1) 

substantive information on the social, economic, and health consequences of sexual 

violence for various populations of women based on aspects of social location and 2) 

training to enhance skills on assessing survivors’ health and socioeconomic needs, 

including knowledge of local referral resources to coordinate needed services for 

survivors. 

Limitations 

Several limitations to this study should be noted. First, NISVS data are cross-

sectional and therefore temporal relationships and casual inferences cannot be made 

between study variables. Although sexual violence exposures may lead to poor health and 

higher risk for chronic health problems, it is alternatively possible that health problems 

precede sexual violence and health problems are still present or worsen after a sexual 

assault. Still, NISVS estimates indicate that over 80% of female rape victims experienced 
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their first rape under the age of 25 and most chronic diseases appear later in life (CDC, 

2016; 2017a; Santularia et al., 2008); therefore, sexual violence likely precedes chronic 

disease for many women. Still, future research is needed with longitudinal samples to 

better understand temporal relationships between victimization and health, including 

potential mediating factors such as health risk behaviors and mental health diagnoses (i.e. 

PTSD, depression). Additionally, it is possible that some socioeconomic factors, 

particularly lower incomes and housing insecurity, precede sexual violence and make 

women more vulnerable to sexual violence exposures, which can then further exacerbate 

poor health outcomes. Second, response rate bias may be present in NISVS data due to 

the low survey response rates (state rates ranging from 27.5% to 33.6%), which may also 

impact the generalizability of these findings; however, weights applied in this study were 

intended to correct for nonresponse bias, which may mitigate this potential limitation. 

Third, NISVS uses self-report measures of lifetime victimization and thus, data 

are susceptible to recall bias. Fourth, some measures used in this study are not specific to 

sexual victimization; that is, study variables including police disclosure, healthcare 

disclosure, and age of first victimization can refer to any victimization and may not be 

specific to sexual victimization if the respondent experienced more than one type (i.e. 

intimate partner violence, stalking, elder abuse) in addition to sexual victimization. 

Consequently, it is unclear from NISVS how much time has elapsed since the victim’s 

sexual assault, which is important to understanding current health status and chronic 

health conditions. Additional forms of physical assault victimization, including childhood 

physical abuse and adult aggravated assault, were not assessed in NISVS; however, these 

victimization exposures are important to understanding women’s experiences with 
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multiple and co-occurring forms of victimization throughout the life course and their 

health impacts. 

Fifth, NISVS does not collect data on health risk behaviors, such as alcohol use, 

smoking, and other health behaviors that may affect physical health (Ullman & Brecklin, 

2003). Sixth, NISVS does not provide data on additional aspects of positionality (e.g., 

sexual orientation, gender identity, disability) that are important to provide an 

intersectional understanding of how social location influences experiences of violence 

and health. Finally, NISVS data do not allow for a full exploration of the potential causal 

mechanisms that may explain relationships between variables within populations of 

survivors. Specifically, racial and ethnic discrimination among African American and 

Latina women could not be assessed, which is important to understanding health 

disparities and experiences in formal help-seeking systems (Lauderdale, Wen, Jacobs, & 

Kandula, 2003; Robert Wood Johnson Foundation, 2018; Ullman, Tsong, Tillman, & 

Smith, 2010;). Further, survivors’ individual and culturally shared meaning-making 

processes, such as how survivors perceive, conceptualize, and understand experiences 

with violence and their interactions with formal help-seeking systems was not able to be 

assessed and is important to understanding health outcomes (Bent-Goodley, 2004; Fisher, 

Daigle, Cullen, & Turner, 2003; Wyatt, 1992; Collins, 1998). 

Study Strengths  

Despite limitations, this study has several notable strengths. First, this study uses 

a rich and detailed dataset containing information on multiple forms of sexual 

victimization, physical and mental health indicators, perpetrator and incident-level 

characteristics, and key social and economic factors, all of which are rarely captured in a 



 86 
 

single survey. Second, NISVS is a nationally-representative study, which strengthens the 

generalizability of this study’s findings and improves upon methodological limitations in 

prior research. The opportunity to investigate the effects of race, ethnicity, and 

socioeconomic factors on physical health outcomes in a national sample of sexual assault 

victims can inform interventions at both individual and systems levels. Finally, given its 

recent public release, no published studies have examined NISVS data in depth, beyond 

largely descriptive findings reported by the CDC (Black et al., 2012). Therefore, this 

study is among the first to conduct a detailed investigation into the health consequences 

of sexual violence using NISVS data.  

This study also overcomes methodological limitations in prior research on health 

outcomes of sexual violence (i.e. small, convenience samples, inadequate sample sizes of 

racial and ethnic minority participants) and provides new empirical evidence 

documenting the relationship between sexual violence, socioeconomic factors, and health 

outcomes among women. This study improves upon methodological limitations in prior 

studies in the following ways: 1) integrates public health and multicultural, feminist, and 

intersectional theories of violence and health disparities; 2) uses a within-group analysis 

approach to understand victimization and health outcomes among women based on race 

and ethnicity; 3) uses NISVS to draw a nationally representative and diverse sample that 

includes multiple measures and dimensions of victimization, health outcomes, and help-

seeking in criminal justice and healthcare systems. Findings from this study can inform 

future methodological and theoretical applications of understanding how social location 

shapes experiences and consequences of sexual violence.  
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Conclusion 

Findings from this study highlight disparities in health and chronic disease based 

on race, ethnicity, and socioeconomic status among sexual violence victims that should 

be considered in service and treatment planning for women with sexual violence 

histories. This study also highlights unique experiences among sexual violence victims, 

including within-group experiences among women, which can inform targeted and 

culturally responsive interventions aimed at improving the health and wellbeing of 

survivors. Future research is needed to identify the mechanisms and processes that lead to 

poor physical health outcomes among sexual violence victims, such as chronic stress, 

PTSD, racism, and discrimination, which may impact long-term health outcomes and 

help-seeking in healthcare and criminal justice systems. 
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