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SUMMARY

Background: Sexual violence against women is common. The
prevalence appears to be higher in north America than Europe.
However, not all surveys have differentiated the experience of
Sorced sex by a current or _former partner. Few women are
thought to report these experiences to their general practitioner
(GP).

Aim: To measure the prevalence of rape, sexual assault, and
Jorced sexual intercourse by a partner among women attending
general practices, to test the association between these
experiences of sexual violence and demographic_factors, and to
assess the acceptability to women of screening for sexual
violence by GPs.

Design of study: Cross-sectional survey.

Method: A self-administered questionnaire survey of 1207
women aged over 15 years was carried out in 13 general
practices in Hackney, east London.

Results: Eight per cent (95% confidence interval [CI] = 6.2 to
9.6) of women have experienced rape, 9% (95% CI = 7.0 to
10.6) another type of sexual assault, and 16% (95% CI = 13.6
to 18.1) forced sex by a partner in adulthood; 24% (95% CI =
21.2 to 26.5) have experienced one or more of these types of
sexual violence. Experiences of sexual violence demonstrated
high levels of lifetime co-occurrence. Women_forced to have sex
by partners experienced the most severe_forms of domestic
violence. One in_five women would object to routine questioning
about being raped and/or sexually assaulted, and one in nine
about being forced to have sex by a partner.

Conclusion: Experiences of sexual violence are common in the
lives of adult women in east London, and they represent a
significant public health problem. Those women who have one
experience appear to be at risk of being victims again. A
substantial minority object to routine questions about sexual
violence.
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Introduction

EXUAL violence against women is common. Lifetime

prevalence estimates from community surveys vary; for
example, it is 17% for sexual assault among women in Los
Angeles," 18% for completed or attempted rape in the
United States (US) National Survey,? and 39% for any sexual
violence among Canadian women.® Lower prevalences are
reported in European surveys: 5% for sexual assault in
Iceland,* 4% for forced sex in Finland,® and 6% for coerced
sex and 16% for unwanted sexual contact in Great Britain.®
Lifetime prevalences are higher in surveys of women in
primary care settings: 13% in Melbourne, Australia,” and
between 20-29% in three US sites.®'° These findings
reflect the increased likelihood of women who suffer from
the physical and psychiatric sequelae of sexual violence
consulting their general practitioner (GP).

Certain groups have an increased risk of experiencing
sexual violence. This includes women students in north
America,'""'® women entering the US armed forces,'+16
women who have been physically and sexually abused in
childhood,'” and women experiencing domestic violence.'8
Many women do not report these experiences to their
families, friends, the police, or to healthcare professionals.!"'®
Few GPs ask their patients about such experiences, and
few women disclose them unprompted, either because
they are too embarrassed, because the issue does not
appear relevant to the consultation, or because the doctor
does not ask.®

As part of a study of domestic violence and child
abuse,'”?° we investigated whether sexual violence against
women is common in a primary care population in east
London, whether there are subgroups of women at higher
risk, and whether questions about sexual violence from
clinicians are acceptable to women. The analysis of sexual
abuse had four specific objectives: first, to measure the
prevalence in adulthood (16 years and above) of three
forms of sexual violence, including rape, other sexual
assault, and being forced against one’s will to have sexual
intercourse by a sexual partner; second, to examine
whether the experience of being forced to have intercourse
by a partner differentiates women from others who have
experienced domestic violence; third, to test the associa-
tions between three experiences of sexual violence and
demographic factors; and fourth, to explore women’s atti-
tudes to questioning about these experiences by GPs.

Method

Between January and December 1999 we surveyed adult
female patients (16 years or over) in 13 general practices in
Hackney, in east London, an area with substantial socioe-
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HOW THIS FITS IN

What do we know?

Sexual violence against women results
in high levels of subsequent physical and
psychiatric morbidity, but often women do not disclose these
experiences to their friends, family, or general practitioner
(GP). Definitions of sexual violence vary and prevalence differs
between countries.

What does this paper add?

Sexual violence is common in the lives of adult women in east
London, but seldom reported to GPs. One violent experience in
adulthood is associated with an increased risk of experiencing
another. A substantial minority of women would object to
routine questioning about sexual violence by their doctors.

2592 women attended
the practices

'

157 (6%) were
unable to give
consent because of
language difficulties

2192 (85%) were
approached in
waiting rooms

243 (9%) were too

ill to participate or

were nursing and
infant

* Were you ever raped by anyone when you were aged
16 years or over?

* Were you ever sexually assaulted when you were 16 years
or over, but not raped?

* Has your present partner or any previous partner forced
you to have sex? (This question was included in a list of
actual or threatened violent acts in the context of
domestic violence.)

791 (31%) declined
to participate

1411 (54%) consented
to participate

1207 (47%)
completed the
questionnaire

204 (8%) did not
complete the
questionnaire

Box 1. Questions about sexual violence.

conomic deprivation. We have already published details of
practice and patient recruitment.2®

A self-administered questionnaire was developed
specifically for the purpose of the survey. The question-
naire included demographic details: age, marital status,
ethnicity, country of birth, number of children, years of
education, employment status, home ownership, and car
ownership. Three forms of sexual violence in adulthood
(aged 16 years and above) were measured, including
rape, sexual assault, and forced sex by a partner or ex-
partner (Box 1). The participants were also asked whether
they had experienced unwanted sexual experiences or
intercourse, or severe beating by a parent or carer, under
the age of 16 years.

The survey aimed to recruit 5% of the total number of
women registered at each practice, and this was achieved in
11 of the 13 practices. Women completed the survey ques-
tionnaire in the waiting room at each practice, and were
requested not to take the questionnaire home. The study
was approved by the East London & The City Health
Authority Local Research Ethics Committee.

Statistical methods

The data were analysed using SAS statistical software, ver-
sion 6.12. Logistic regression was used for univariate
analysis to examine associations between the sexual
violence outcomes and the demographic variables.
Multivariate logistic analysis was carried out, and included
all demographic variables significant at the 5% level to
identify those variables significantly independently related
to the outcomes of sexual violence. The adjusted models
are given in the footnotes to Table 2.

British Journal of General Practice, November 2003

Figure 1. Recruitment of participants (all percentages are based on
the denominator of the total number of women attending the
practices while recruitment was taking place).

Results

A total of 1207 (55%) eligible women were finally recruited
and completed the questionnaire. See Figure 1 for details of
recruitment. We have already reported demographic details
of the sample.?°

Prevalence of sexual violence

Seventy-nine (8%) participants reported that they had been
raped, 87 (9%) that they had been sexually assaulted (but
not raped), and 162 (16%) that they had been forced to have
sex by a present or former partner at the age 16 years or
above. A total of 232 (24%) had experienced one or more of
these forms of sexual violence during their adult lifetime.
Since forced sex by a present or former partner is defined as
rape, the overall prevalence of rape in the sample rises to
21% (203).

Eighty-eight (9%) participants reported unwanted sexual
intercourse in childhood; 116 (11%) reported unwanted
sexual activities but not intercourse. Including unwanted
sexual activities or intercourse before the age of 16 years
raises the lifetime prevalence of all forms of sexual abuse in
the sample to 32%.

Forced sex by partners

Among women reporting forced sex, only 15 (9%) did not
report additional forms of physical violence from a current
or former partner. In the analysis, women who had experi-
enced domestic violence (defined as any violent physical
contact) were divided into those who had been forced to
have sex and those who had not. Those forced to have sex
had experienced more extreme and extensive abuse (Table 1),
but they were no more likely to have told their GP about
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Table 1. Women experiencing domestic violence:
association between forced sex and physical abuse from partner.

OR for women
reporting forced

Physical abuse sex (95% Cl) P-value
Pushed, grabbed or shoved 0.48 (0.26 t0 0.88) 0.016
Threatened with fist 1.72 (1.11t0 2.66) 0.015
Threatened with weapon 2.70 (1.74 to 4.20) 0.001
Threatened with being killed 3.21 (2.06 to 5.01) 0.001
Punched on the body 2.44 (1.60 to 3.72) 0.001
Punched in the face 2.35 (1.55t0 3.58) 0.001
Choked 3.09 (1.99 to 4.80) 0.001
Kicked while on the floor 2.81 (1.80t0 4.37) 0.001
Injured with a weapon 3.99 (2.31 10 6.92) 0.001
Strangled, burnt or attempted drowning 5.46 (3.08 to 9.65) 0.001
Other forms of physical violence 4.80 (3.07 to 7.50) 0.001
Suffered physical injuries from partner  2.39 (1.58 to 3.62) 0.001
Partner hit or injured children 3.61 (1.83to 7.11) 0.001
Experienced violence during pregnancy 2.72 (1.62 to 4.58) 0.001

OR = odds ratio.

these experiences. Those who had been forced to have
sex by a partner were more likely to report that they had
experienced violence during a pregnancy and that their

partner had hit or injured their children.
Factors associated with sexual violence

Women reporting rape were not characterised by ethnicity,
whether born in the United Kingdom (UK), whether they had
children, number of years of education, employment, or
whether they or their family owned their house or a car.
Women aged 30-49 years were more likely to report the
experience of rape, and married women were less likely to
report the experience of rape than those in other marital
status categories (Table 2). Similarly, women who reported
having been sexually assaulted (but not raped) were more
likely to be in the 30-39 years age group, divorced or sep-
arated, or single. Women who reported having been forced
to have sexual intercourse by a partner were more likely to
be non-white, divorced or separated, single, to have
children, and to have less than 13 years of education.

The three forms of sexual violence were associated with
each other: 41 (59%) women who reported having been
raped also reported being sexually assaulted (but not
raped), 38 (54%) women in the same subgroup reported
being forced to have sex by a present or former partner, and
36 (46%) women who had reported sexual assault (but not

Table 2. Significant associations between assault types and demographic factors.

Forced sex by partner Rape Sexual assault
Unadjusted OR Adjusted OR Unadjusted OR Adjusted OR Unadjusted OR Adjusted OR
Age (years) a e
19-29 1 1 1 1 1 1
30-39 1.57 (1.06 to 2.34) 1.51 (0.99 to 3.64) 1.72 (0.99 t0 2.97) 2.10 (1.16 t0 3.79) 1.64 (1.00 to 2.68) 1.77 (1.05 to 3.01)
4049 1.43 (0.68 t0 3.02) 1.65 (0.88t03.10) 2.15 (1.07 to 4.31) 2.45 (1.08 to 5.56) 1.10 (0.52 t0 2.34) 1.16 (0.50 to 2.70)
>50 1.79 (1.05to0 3.06) 1.99 (0.86t0 4.56) 0.53 (0.12t0 2.33) 0.86 (0.18 to 4.01) 0.21 (0.03 to 1.54) 0.30 (0.4 to 2.37)
Marital status b f f
Married or 1 1 1 1 1 1
widowed
Divorced or 4.50 (2.72to 7.47) 4.27 (2.54t07.18)  3.46 (1.69 to 7.09) 2.86 (1.38 to 5.98) 454 (2.25t09.2) 4.27 (2.07 t0 8.79)
separated
Single 1.60 (1.1t02.51) 1.87(1.20t02.91) 2.04 (1.12t0 3.75) 2.16 (1.13t0 4.10) 2.36 (1.28 t0 4.36) 2.30 (1.23 10 4.32)
Other 1.37 (0.74 to 2.54) 1.62 (0.84t03.14) 2.96 (1.39 to0 6.30) 3.30 (1.46 to 7.46) 4.55 (2.22t09.23) 4.45 (2.11 10 9.39)
Ethnicity ¢
White 1 1
Non-white 1.43 (1.01 to 2.01) 1.56 (1.09 to 2.23)
Children d
No 1 1
Yes 1.74 (1.21t0 2.49) 1.78 (1.16t0 2.72)
Education d
>13 years 1 1
<13years 1.79 (1.23t0 2.58) 1.54 (1.03 to 2.29)
Cohabiting d
No 1 1
Yes 0.57 (0.34 to 0.97) 0.57 (0.32to 1.01)
Forced sex
Yes - 1 1
No 8.44 (5.08 to 14.0) 6.52 (3.99 to 10.6)
Rape
Yes 1 - 1
No 8.44 (5.08 to 14.0) 30.0 (17.0 to 53.1)
Sexual assault
Yes 1 1 -
No 6.52 (3.99 to 10.6) 30.0 (17.0to 53.1)

Adjusted models: 2marital status and ethnicity; Page and ethnicity; cage and marital status; age; marital status, and ethnicity; ®marital status; fage.

OR=o0dds ratio.
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rape) had also been forced to have sex by a partner.
Attitudes to questioning

Only 12 (1%) women reported that they had ever been asked
by their GP if they had been sexually assaulted. Eighteen per
cent (175) did not agree that it would be ‘alright’ for their
doctor to ask them about being sexually assaulted, 60%
(591) responded positively, and 22% (215) were unsure.
There were no significant differences in the acceptability of
being asked between those who reported having been sex-
ually assaulted and/or raped and those who did not.

Eleven (1%) women reported that they had ever been
asked by their GP if they had been forced to have sex by a
partner or ex-partner: 11% (114) reported that they would
mind if asked, 71% (732) that they would not, and 18% (187)
were unsure. Significantly more women who had been
forced to have sex reported that they would mind (24 [16%]
versus 80 [10%]), or were unsure (33 [22%)] versus 146
[18%]) whether they would mind if asked by their GP, com-
pared to those who did not report this experience
(x2 = 7.44, df [degrees of freedom] = 2, P = 0.024).

Discussion
Summary of main findings

Nearly one in four women reported experiencing sexual vio-
lence in adulthood, and this does not occur in isolation. Those
who have experienced one form of sexual violence in adult-
hood are at high risk of experiencing another, as well as other
forms of partner abuse. We have previously demonstrated
that childhood sexual and physical abuse also increases
these women'’s risk of re-victimisation in adulthood.! Only
age greater than 30 years and non-married status were
associated with an increased risk of rape or sexual assault.
Only 1% of women had been asked by their GP about sexual
violence. However, almost one in five women objected to the
idea of routine questioning on whether they had been raped
or sexually assaulted. Although a lower proportion (one in
nine) would object to routine questioning about being forced
to have sex by a partner, the subgroup who had experienced
this were more likely to object.

Strengths and limitations

The strengths of this study include its direct relevance to
UK general practice, the recruitment of consecutive
women, measurement of childhood and adult sexual
abuse, measurement of a wide range of types of abuse
within intimate relationships, and a large enough sample
size to test associations between demographic factors and
the risk of sexual violence. Limitations include the small
number of questions on sexual violence and the low
response rate for an epidemiological study. The questions
about sexual violence did not specify the circumstances of
these experiences or identify the relationship to the perpe-
trator, other than in the case of forced sex by a partner. It is
not known whether the low response rate results in an
over- or underestimation of prevalence. If there was a
response bias in favour of women experiencing abuse
completing the questionnaire, it is unlikely to be large
enough to substantially alter the conclusions about the
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extent of sexual abuse in this population.
Relation to other research

The prevalence of sexual violence (rape, sexual assault,
forced sex by a partner) in adulthood in this primary care
sample appeared higher than in other European surveys,
but lower than in most north American community and
primary care surveys. Study definitions of sexual violence
and methods used to measure these experiences differ
markedly.2® The most commonly used category of ‘sexual
assault’ usually includes rape, but may include a range of
sexually abusive experiences in some surveys, some of
which do not involve physical contact2* Methods of data
collection have ranged from a limited number of questions,
as in our survey, to detailed questioning of participants by
trained researchers using structured instruments.?52¢ |t
remains unclear whether women actually report more
experiences of sexual violence when interviewed than
when using a self-report questionnaire. Inclusion of childhood
abuse experiences is an important source of heterogeneity
between surveys. When childhood sexual abuse was
added into the study, the lifetime experience of sexual
abuse rose to 1 in 3 women attending primary care.

Inclusion of women who reported forced sex by a partner
may have contributed to the higher prevalence of sexual
violence in this sample than found in other studies. Forced
sex by a partner may not be considered rape by all women,
but it is a form of partner abuse,??°® co-occurring in
33-46% of women who experience physical assault from
their partners.'® Despite its frequency in violent relation-
ships, rape by a partner is one of the least likely assaults to
be reported to healthcare and other professionals.?®

Implications for future research

The association between forced sex and non-white ethnicity
requires further research, using culturally sensitive measures
in east London and other areas of the UK with south Asian
and Afro-Caribbean communities, and large enough samples
of ethnic minority participants to use classifications to test
associations for specific communities. There are conflicting
findings from research in north America as to whether
acculturation influences violence within relationships, with
little data on sexual violence.®® Further research is required
into the determinants of repeat victimisation and strategies
to prevent its occurrence. Currently, there is insufficient
evidence to recommend routine questioning about sexual
violence in primary care settings. As we have argued in the
context of partner abuse,** we need research on the effec-
tiveness of interventions initiated in primary care following
disclosure of sexual violence, as well as more detailed
investigation of the acceptability of routine questioning,
before recommending screening.

However, it is important for healthcare professionals to
be aware of the impact of sexual violence on the lives of
patients, to offer support and general advice, together with
information about agencies that can provide help, and to
be aware that these experiences may predispose to
subsequent psychiatric and physical symptoms that the
patients may not immediately associate with these
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experiences.
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