
Silent Failings: Sexual Violence and 

Female Reproductive Health 
 

Emillie Belmore 

Introduction 

Sexual violence is a global problem, which often causes significant harm to victims’ health, 
including wide-ranging reproductive health harms. The umbrella term encompasses sexual 
harassment, rape, sexual abuse, sexual exploitation, and any other sexual acts carried out 
without the active informed consent of all involved parties. (Rape Crisis England & Wales, 
n.d.-a; Rape Crisis England & Wales, n.d.-b). Current research suggests pregnant women, 
disabled women, adolescent girls, and black women are at an escalated risk of experiencing 
sexual violence. (García-Moreno and Stöckl, 2013; Office for National Statistics, 2021). 

 

Exact prevalence is impossible to ascertain for various reasons, such as, women not 
understanding their experience is sexual violence, distrust of the police, and a culture of 
victim-blaming leaving women too ashamed to speak up. Recently, UN Women reported that 
97% of young women in the United Kingdom (UK) have experienced at least one incident of 
sexual harassment in a public space. (UN Women UK, 2021).  Not all women will experience 
sexual violence, but given it is so common women view it as an inevitable and expected part 
of their life, the impact of sexual violence on female reproductive health warrants exploration. 

Existing research has focussed largely on victimisation occurring in war zones and 
developing countries, exploring the accuracy of prevalence estimates in greater detail than 
the adverse health effects for victims. Where health effects are researched, there is a pattern 
of focus on the psychological effects, ignoring the reality that profound reproductive 
consequences can be present for a victim’s entire life. 

This essay will focus exclusively on female sexual violence victims, including women who 
were victimised as children. The full reproductive consequences are too extensive for this 
essay’s capacity, thus this essay will explore three specific areas of women’s reproductive 
health to assess the impact of sexual violence: pregnancy, breastfeeding, and 
gynaecological cancers. Then, it will explore how the impact can be ameliorated. 

Medical Consequences 

All forms of sexual violence can result in serious harm to the short and long-term physical 
health of victims. (García-Moreno and Stöckl, 2013; Sardinha et al., 2022). Short-term 
consequences include unwanted pregnancies, swollen non-pelvic bruising, hymen 
ecchymosis, labia abrasions, STDs, chlamydia, bacterial vaginosis, and trichomoniasis. 
(Jenny et al., 1990; Parrish, Ryan and Farone, 1996; Slaughter et al., 1997; Schliep et al., 
2016; St. Pierre, 2019). 

 

A clear association with dyspareunia, dysmenorrhea, menorrhagia, PID, genital herpes, HIV, 
immune system problems, asthma, diabetes, IBS, and arthritis also exists. (Waigandt et 
al.,1990; Golding, Wilsnack and Learman,1998; Stein and Barrett-Connor, 2000; Harne, 
2002; Schliep et al., 2016; Amin et al, 2017; Mengeling et al., 2019; Rajeev et al., 2019; 
Anderson et al., 2021). 

 



Sexual violence is associated with risk factors too. For example, sexual violence 
victimisation has been linked to smoking cigarettes, obesity, high cholesterol, hypertension, 
and social isolation. (Cloutier, Martin and Poole, 2002; Schliep et al., 2016). 

 

It is essential to thoroughly understand the health effects related to sexual violence in order 
to improve care for sexual violence victims. 
 

Reproductive Cancers 

Sexual violence increases the risk of women developing some reproductive cancers, 
including breast and cervical cancers. (Stein and Barrett-Connor, 2000; Gordinier et al., 
2021). In addition, victims are more likely to be diagnosed when their cancer is at a more 
advanced stage than women with no sexual violence history, leaving fewer treatment options 
available. (Modesitt et al., 2006). If patients are fortunate enough to have access to viable 
treatment options, their sexual violence history can make the innately invasive treatments 
feel traumatic. 

 

According to Cancer Research UK, breast cancer is the second most common cause of 
cancer death for women in the UK. (Cancer Research UK, n.d.). Although breast screening 
cannot prevent cancer it saves lives through early diagnosis, with some estimates stating 
that over 1,000 lives are saved annually by the UK’s breast screening programme. 
(Macmillan Cancer Support, 2022a). Breast screening is performed by completing a low 
dose x-ray of both breasts, known as a mammogram. (Macmillan Cancer Support, 2022b). 
However, sexual violence victims are less likely to participate in screening as advised. This 
is understandable when one considers that mammograms squeeze the breasts, which may 
be distressing if breasts were exposed and/or abused during the event(s) of sexual violence. 
(Gesink and Nattel, 2015). Understandably, re-traumatisation contributes to the poor 
attendance because screening requires women to undress, surrender control of their body to 
their mammographer, and can cause breast pain; all of which can trigger unpleasant 
memories of their sexual trauma. (Schnur et al., 2017). Victims may be reluctant to attend 
due to concerns about radiation exposure, which could be easily overcome through the use 
of public health campaigns. (Gesink and Nattel, 2015). 

 

Likewise, Public Health England estimates 83% of cervical cancer cases in England could 
be prevented if everyone eligible for cervical screening attended regularly. (Public Health 
England, 2019). However, there is an abundance of evidence suggesting victims of sexual 
violence, especially sexual abuse, are significantly less likely to attend regular cervical 
screening. (Oscarsson, Benzein and Wijma, 2008; Cadman et al., 2012; Roberts, 2020; 
Madden et al., 2022). Cervical screening, previously referred to as a smear test, detects 
high-risk HPV and abnormal cell changes in the cervix. (Jo’s Cervical Cancer Trust, 2022). 
Sexual violence can create a seemingly insurmountable barrier to cervical screening, due to 
concerns about loss of control and the power disparity between patient and provider. 
Trauma-informed practices, such as allowing patients to insert specula, could alleviate this. 
Many victims fear physical pain during screening, which is a valid concern when one 
considers they are likely to suffer involuntary muscle tightening, or even vaginismus, due to 
their trauma, resulting in more pain. Further barriers identified by victims include 
embarrassment about scarring, feeling unworthy of healthcare, and concerns regarding the 
position required to carry out the test if it mimics the position sexual violence was carried out 
in. (Cadman et al., 2012; Kelly, 2012; Victim Focus, 2022). It is crucial for healthcare 
providers to contemplate these barriers in order to deliver better quality care to victims, 
preventing avoidable cancer deaths. Self-testing should be explored as an alternative for 
victims. (Lofters and Vahabi, 2016; Gorfinkel, Perlow and Macdonald, 2021; Vrajlal, 2022). 
 



Impacts During Pregnancy 

Maternal morbidity and mortality rates may be higher for sexual violence victims, although 
conclusive evidence to support this is currently unavailable. Systemic racism may contribute 
to the under-researching of this hypothesis because black women are four times more likely 
to die during pregnancy and are more likely to experience sexual violence. (García-Moreno 
and Stöckl, 2013; Knight et al., 2021; Office for National Statistics, 2021). 

 

Norwegian research demonstrates that sexual violence is related to an increased 
requirement for antenatal hospitalisations. The complications reportedly causing these 
hospitalisations include bleeding, hyperemesis gravidarum, and preterm labour, suggesting 
a link between sexual violence victimisation and the listed complications. (Henriksen et al., 
2013). Additionally, research suggests women exposed to sexual violence, particularly if 
exposed between ages 12 - 19, are more likely to be at higher risk of some adverse obstetric 
outcomes, as well as being at an increased risk of bleeding and having a prolonged first 
stage of labour. (Gisladottir et al., 2016). These findings are particularly concerning when 
one considers bleeding is one of four complications thought to be responsible for 75% of 
maternal deaths. (Say et al., 2014). Similarly, pre-eclampsia is a sizeable concern for 
victims, with childhood sexual abuse (CSA) being associated with a 33% increased risk of 
pre-eclampsia during a woman’s first pregnancy. (Stuart et al., 2021). This is further 
supported by research in low to middle income countries, which established a correlation 
between sexual violence and increased risk of hypertensive obstetric complications, 
including pre-eclampsia. (Bellizzi et al., 2019). Other obstetric complications related to 
sexual violence victimisation are less likely to be fatal, yet cause distress and severe pain for 
women, for example, cervical insufficiency and premature contractions, which are both 
associated with CSA. (Leeners et al., 2010). A second Norwegian survey discovered victims 
were more likely to report pregnancy-related physical symptoms, which may sound minor to 
healthcare providers but cause remarkable discomfort for women. (Lukasse et al., 2012).  

 

As one may expect, many sexual violence victims avoid receiving antenatal care during their 
first pregnancy. (Edmonds et al., 2021.) This could contribute to the adverse health effects 
experienced during their pregnancies, but there is limited evidence to substantiate this 
theory thus it is unethical to blame victims for pregnancy complications they endure. 
 

Effects on Breastfeeding 

Research has shown breastfeeding to have substantial health benefits for mother and infant, 
to the extent that the World Health Organisation has been recommending “exclusive 
breastfeeding for six months” since 2001. (World Health Organisation, 2001). The numerous 
benefits include a reduced cardiovascular disease risk in mothers, in addition to reducing the 
mother’s risk of developing breast and ovarian cancers in the future. (NHS, 2020; American 
Heart Association, 2021).  

 

Despite this, many women choose not to breastfeed, to respect women’s’ right to choose, 
efforts should focus on continuation of breastfeeding rather than initiation. The various 
barriers to breastfeeding identified include:  

 cultural barriers,  
 misinformation about infant feeding,  
 employment-related barriers,  
 lack of access to support. (UNICEF UK, n.d.). 

 

Policies have been introduced to overcome some of the socially acceptable barriers, for 
example legislative changes to support breastfeeding mothers in the workplace. One further 
barrier to breastfeeding is sexual violence history but little has been done to address this. 



(Repič Slavič and Gostečnik, 2015). The idea is underexplored but may be due to discomfort 
resulting from the intense physical contact created by breastfeeding. (Kendall-Tackett, n.d.). 
Women also suggest that breastfeeding means surrendering control of your body, as infant 
feeding patterns are unpredictable. (Simkin, 2018). Furthermore, midwifery support provided 
in hospitals oftentimes involves midwives handling the mothers’ breasts, which can cause 
intense discomfort. (Garratt, 2008). Although, neither mother nor infant’s health is harmed by 
choosing not to breastfeed, they are both missing multiple medical benefits due to a choice 
that victims may feel is the only option. 

 

As Trickey explained in 2012, “the current climate of cost cutting in the public sector has 
meant that…the services and infrastructure to support breastfeeding have begun to be cut 
back.” (Trickey and Newburn, 2012). It is not news that cuts have continued, undoubtedly 
contributing to thousands of women, including sexual violence victims, being left without the 
support systems required to help them in their breastfeeding journeys. Trickey later 
highlighted that the 2010 withdrawal of the UK Infant Feeding Survey and a “lack of funding 
and human resources, particularly for breastfeeding peer support” hampers progress further. 
(Brown, Chucha, and Trickey, 2022). Compounded with a societal unwillingness to listen to 
women’s voices, a lack of research into sexual violence, and inadequate training for 
healthcare professionals, it is no wonder some women are struggling. (Jackson et al., 2007). 
With the implementation of trauma informed midwifery, increased funding for peer support 
initiatives, and the reintroduction of the UK Infant Feeding Survey we can drastically reduce 
difficulties victimised women face breastfeeding. 
 

Prevention of Sexual Violence 

The NHS utilises the “prevention is better than cure” principle, attributed to Dutch 
philosopher Desiderius Erasmus. Prevention of all sexual violence is impossible, but 
reducing prevalence is possible and will save lives. Current approaches to preventing sexual 
violence range from the use of technology to improvements in education, to poverty 
alleviation. (Jewkes, 2002). 

 

It has been theorised that education is the key to sexual violence prevention. Experts 
believe, for optimal efficacy, preventative education should begin as a young child, rather 
than at college or university age, which is normally when sexual violence prevention 
education programmes are first initiated. (Basile, 2015; Pearse, 2022). However, because 
sexual violence is upsettingly common within higher education, with estimates that 17.4% of 
female students experience sexual violence, educational programmes aimed at sexual 
violence prevention should continue to be used in universities. (Steele et al., 2021). 

 

Experts state comprehensive sexual violence prevention education should consist of 
teaching new skills, support to unlearn rape myths and bystander intervention, alongside the 
teaching of unambiguous definitions of consent. (Edwards, Shea and Barboza Barela, 2018). 
It could be argued that a lack of teaching about consent means young women are growing 
up unaware they have experienced sexual violence, contributing to low disclosure rates. 
However, it is unlikely that consent-based education would prevent sexual violence from 
occurring, as research demonstrates that rapes are committed due to sexual entitlement, 
anger, for entertainment, and as a punishment, none of which is preventable by teaching 
about consent. (Jewkes et al., 2013). 

 

Bystander intervention programmes are a common strategy used to prevent sexual violence. 
The programmes teach people witnessing “warning signs” of sexual violence or sexual 
violence to intervene. (College of Policing, 2022). These programmes could be criticised as 
bystander intervention cannot prevent all forms of sexual violence, or any if no bystanders 
are present. For example, it may prevent a rape, but in doing so causes an attempted rape, 



which remains a serious form of sexual violence.  Despite this, research supports the use of 
bystander intervention programmes to prevent sexual violence. (McMahon and Banyard, 
2011). Studies show bystander intervention initiatives are effective in immediately reducing 
rape myth acceptance, but whether this continues in the long-term is unexplored, and 
evidence evaluating the impact of these programmes upon victim empathy are currently 
inconclusive. (College of Policing, 2022). Due to this, bystander intervention should be 
taught as part of a multi-layered educational strategy to prevent sexual violence against 
women. 

 

Technology, such as rape alarms and barbed condoms, is a popular approach to prevention. 
These methods are only superficially helpful and when fully evaluated various problems 
come to light. For example, technology could fail women when we need it the most, either 
because the violence being perpetuated leaves us unable to activate the technology, a fault 
with the device renders it useless, or because the ‘freeze’ adrenal response leaves us 
unable to use it. (White and McMillan, 2020). 

 

Furthermore, sharp items for internal wear, for example barbed condoms, have the potential 
to cause injuries to women, or dangerous delay to receiving emergency medical care. These 
devices are capable of helping in limited circumstances because sexual violence does not 
always include vaginal penetration and it is unlikely women would have enough time to insert 
a device ahead of an assault. Aside from these issues, such technology could be criticised 
for the way it represents sexual violence, implying it is an inevitable event in women’s’ lives 
by normalising sexual violence, generating acute anxiety for many women. 

 

The technology also misplaces responsibility- it is not for women to prevent sexual violence- 
and this misplacing of responsibility could contribute to self-blame or victim-blaming if 
devices, or more accurately women, do not prevent sexual violence. Additionally, it is known 
that unemployed adults are more likely to be sexually assaulted, and poorer women are 
more likely to be sexually exploited. (Cornish-Spencer, 2018; Office for National Statistics, 
2021). Preventative technology is often extortionately priced making it presumptively 
inaccessible for no or low-income women, who it could be argued need this technology the 
most as they are most likely to be victims of sexual violence. (Phipps, 2009). 
 

Trauma-Informed Care 

The final solution to be explored is the use of trauma-informed care. The concept, originally 
from the psychology field, has “the goal of creating a healthcare environment that is safe and 
healing by integrating an understanding of trauma and trauma related sequelae into routine 
practice.” (Ward, 2020). Studies found high rates of patient satisfaction when trauma-
informed care is used in physical health environments, including among ethnic minority 
patients. (Stevens et al., 2017). 

 

As universal trauma-informed care is currently an unrealistic aim, the first step to 
implementing trauma-informed care is screening. Research suggests screening patients for 
sexual violence improves health outcomes, reduces repeat victimisation, and reduces the 
likelihood of retraumatised when accessing healthcare. (Sutherland, Fantasia and 
Hutchinson, 2015). Despite recommendations, research demonstrates universal sexual 
violence screening is simply not happening. Reasons for the insufficient screening, and 
consequential lack of targeted trauma-informed care, include inadequate training, time, and 
funding. (Long et al., 2022; Terrell et al., 2022). However, the most recent figures estimate 
implementing trauma-informed care could save the NHS £16 billion annually, making it 
undeniably financially worthwhile. (Newland et al., 2022). We should also acknowledge 
society’s unwillingness to listen to women’s voices, and the stigma surrounding female 
reproductive health, which contribute to the challenges improving services. 



 

Research demonstrates common triggers for sexual violence victims include inadequately 
explained procedures and the presence of unfamiliar staff, on top of triggers explored earlier. 
(O'Rourke-Suchoff et al., 2018). Research indicates victims value consistency of staff, clinic 
environment, and interactions with receptionists, tying in with trauma-informed care 
principles. (Elliott et al., 2005; Ross et al., 2021). Therefore, receptionists should be trained 
to prevent them using language that would shame patients for not attending sooner or 
reacting harmfully to valid concerns arising from their trauma histories. Additionally, women 
should be invited to share their preferences for clinic design. Realistically, we cannot expect 
all clinical staff to become trauma-informed care experts. Research shows having one or two 
staff members who are trained and able to lead in victims’ care is acceptable as a long-term 
strategy, or a feasible starting point for building an entirely trauma-informed service. 
(Sperlich et al., 2017). This would also make it easier to provide consistency in staff, which 
women want. 

 

Implementation of trauma-informed care can be non-disruptive. (Gordinier et al., 2021). For 
example, many providers use paper forms in waiting rooms to establish a medical and social 
history, which feature domestic violence screening. Adding sexual violence screening to this 
would be inexpensive and non-disruptive.  

 

Public health campaigns sharing information about gynaecological cancer screenings, and 
consent during these screenings could be helpful. A full list of recommendations is available 
in Figure 1.  

 

 

Figure 1 

Conclusion 

Sexual violence is a highly prevalent threat to women’s reproductive health. There is no 
single solution to tackle this complex problem, but it is recommended that solutions take a 
multifaceted approach, including strategies to prevent sexual violence and improvements to 
healthcare systems, as demonstrated in Figure 1, to better support female sexual violence 
victims.  
 

Reference List 

American Heart Association. (2021). ‘Breastfeeding Reduces Mothers’ Cardiovascular 
Disease Risk’, Science Daily. Available at: 
https://www.sciencedaily.com/releases/2022/01/220111091356.htm (Accessed: 31 August 
2022). 



 
Amin, P., Buranosky, R., and Chang, J. C. (2017). ‘Physicians’ Perceived Roles, as well as 
Barriers, towards Caring for Women Sexual Assault Survivors’, Women’s Health Issues, 
27(1), pp. 43 - 49. doi:10.1016/j.whi.2016.10.002 
 
Anderson, K. M., et al. (2021). ‘The Biobehavioural Impacts of Sexual Violence: Findings 
from an Acute Repeat Survivor of Vaginal Rape’, Women’s Health, 17(4). 
doi:10.1177/17455065211031079 
Basile, K. (2015). ‘A Comprehensive Approach to Sexual Violence Prevention’, New England 
Journal of Medicine, 372(24), pp. 2350 - 2352. doi:10.1056/NEJMe1503952  

 

Bellizzi, S. et al. (2019). ‘Sexual Violence and Eclampsia: Analysis of Data from 
Demographic and Health Surveys from Seven Low-and Middle-Income Countries’, Journal of 
Global Health, (9)2, pp. 1 - 10. doi:10.7189/jogh.09.020434 

 
Brown, A., Chucha, S., and Trickey, H. (2022). ‘Becoming Breastfeeding Friendly in Wales: 
Recommendations for Scaling up Breastfeeding Support’, Maternal and Child Nutrition, 
e13355. doi:10.1111/mcn.13355  
 
Cadman, L., et al. (2012). ‘Barriers to Cervical Screening in Women Who Have Experienced 
Sexual Abuse: An Exploratory Study’, Journal of Family Planning and Reproductive Health 
Care, 38(4), pp. 214 - 220. doi:10.1136/jfprhc-2012-100378 
 
Cancer Research UK. (n.d.). Breast Cancer Statistics. Available at: 
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-
type/breast-cancer (Accessed: 02 October 2022). 

 

Cloutier, S., Martin, S. L., and Poole, C. (2002). ‘Sexual Assault Among North Carolina 
Women: Prevalence and Health Risk Factors’, Journal of Epidemiology and Community 
Health, 56(4), pp. 265 - 271. doi:10.1136/jech.56.4.265 

 

College of Policing. (2022). Bystander Programmes: Evidence Briefing March 2022. 
Coventry: College of Policing, pp. 1 - 7. Available at: https://assets.college.police.uk/s3fs-
public/2022-03/Bystander-programmes-evidence-briefing.pdf (Accessed: 12 October 2022). 

 

Cornish-Spencer, D. (2018). ‘5 Links between Poverty and Violence against Women’, Action 
Aid, 07 March 2018. Available at: https://www.actionaid.org.uk/blog/2018/03/07/5-links-
between-poverty-and-violence-against-women (Accessed: 30 September 2021).  

 

Edmonds, S. et al. (2021). ‘Associations between Sexual Assault and Reproductive and 
Family Planning Behaviours and Outcomes in Female Veterans’, Obstetrics and 
Gynecology, 137(3), pp. 461 - 470. doi:10.1097/AOG.0000000000004278 

 

Edwards, K., Shea, H. and Barboza Barela, A-R. (2018). ‘Comprehensive Sexual Violence 
Education’, New Directions for Student Services, 2018(161), pp. 47 - 58. 
doi:10.1002/ss.20252  

 

Elliott, D. E., et al. (2005). ‘Trauma-Informed or Trauma-Denied: Principles and 
Implementation of Trauma-Informed Services for Women’, Journal of Community 
Psychology, 33(4), pp. 461 - 477. doi:10.1002/jcop.20063 

 



García-Moreno, C. and Stöckl, H. (2013).  ‘Violence against Women, Its Prevalence and 
Health Consequences’ in García-Moreno, C. and Riecher-Rossler, A. (eds.).  Violence 
against Women and Mental Health. Basel: Karger, pp. 1 - 11. 

 

Garratt, E. F. (2008). ‘The Childbearing Experiences of Survivors of Childhood Sexual 
Abuse’, Doctoral Dissertation Sheffield Hallam University, pp. 71. Available at: 
https://shura.shu.ac.uk/4054/2/10702776.pdf (Accessed: 12 October 2022). 

 

Gesink, D. and Nattel, L. (2015). ‘A Qualitative Cancer Screening Study with Childhood 
Sexual Abuse Survivors: Experiences, Perspectives and Compassionate Care’, BMJ Open, 
5(8). doi:10.1136/bmjopen-2015-007628 

 

Gisladottir, A., et al. (2016). ‘Obstetric Outcomes of Mothers Previously Exposed to Sexual 
Violence’, PLos ONE, 11(3). doi:10.1371/journal.pone.0150726 
https://www.journals.plos.org/plosone/article?id=10.1371/journal.pone.0150726  

 

Golding, J. M., Wilsnack, S. C., and Learman, L. A. (1998). ‘Prevalence of Sexual Assault 
History Among Women With Common Gynaecolocial Symptoms’, American Journal of 
Obstetrics and Gynaecology, 179(4), pp. 1013 - 1019. doi:10.1016/S0002-9378(98)70208-X 

 

Gordinier, M. E., et al. (2021). ‘Impact of Screening for Sexual Trauma In a Gynaecologic 
Oncology Setting’, Gynaecologic and Obstetric Investigation, 86(5), pp. 438 - 444. 
doi:10.1159/000518511 
 
Gorfinkel, I., Perlow, E., and Macdonald, S. (2021). ‘The Trauma Informed Genital and 
Gynaecologic Examination’, CMAJ, 193(28). doi:10.1503/cmaj.210331 

 

Harne, L. (2002). ‘The Problem of Rape and Supporting Victims’, BMJ Sexual and 
Reproductive Health, 28(3), pp. 120 - 122. doi:10.1783/147118902101196469  

 

Henriksen, L. et al. (2013). ‘Sexual Violence and Antenatal Hsopitalization’, Birth, 40(4), pp. 
281 - 288. doi:10.1111/birt.12063  

 

Jackson, K. B., et al. (2007). ‘A Study Exploring UK Midwives’ Knowledge and Attitudes 
towards Caring for Women Who Have Been Sexually Abused’, Midwifery, 25(3), pp. 253 - 
263. doi:10.1016/j.midw.2007.05.006  

 

Jenny, C., et al. (1990). ‘Sexually Transmitted Diseases in Victims of Rape’, The New 
England Journal of Medicine, 322(11), pp. 713 - 716. doi:10.1056/NEJM199003153221101 

 

Jewkes, R. (2002). ‘Preventing Sexual Violence: A Rights Based Approach’,The Lancet, 
360(9339), pp. 1092 - 1093. doi:10.1016/S0140-6736(02)11135-4  

 

Jewkes, R. et al. (2013). ‘Prevalence of and Factors Associated With Non-Partner Rape 
Perpetration: Findings from the UN Multi-Country Cross-Sectional Study on Men and 
Violence in Asia and the Pacific’, Lancet Global Health, 1(4). doi:10.1016/S2214-
109X(13)70069-X  

 

Jo’s Cervical Cancer Trust. (2022). About Cervical Screening. Available at: 
https://www.jostrust.org.uk/information/cervical-screening/what-is-cervical-screening 
(Accessed: 03 October 2022). 

 



Kelly, S. (2012). ‘The Effects of Childhood Sexual Abuse on Women’s Lives and Their 
Attitudes to Cervical Screening’, Journal of Family Planning and Reproductive Health Care, 
38(4), pp. 212 - 213. doi:10.1136/jfprhc-2012-100418 

 

Kendall-Tackett, K. (n.d.). Breastfeeding after Sexual Trauma. Available at: 
http://www.uppitysciencechick.com/Breastfeeding_after_Sexual_Trauma.pdf (Accessed: 04 
October 2022).  
Knight, M., et al. (2021). Saving Lives, Improving Mothers’ Care: Lessons Learned to Inform 
Maternity Care from the UK and Ireland Confidential Enquiries into Maternal Deaths and 
Morbidity 2017-19, MBRRACE-UK, Oxford. Available at: 
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-
2021/MBRRACE-UK_Maternal_Report_2021_-_FINAL_-_WEB_VERSION.pdf (Accessed: 
26 July 2022). 

 

Leeners, B. et al. (2010). ‘Pregnancy Complications in Women With Childhood Sexual 
Abuse Experiences’, Journal of Psychosomatic Research, 69(5), pp. 503 - 510. 
doi:10.1016/j.psychores.2010.04.017  

 

Lofters, A., and Vahabi, M. (2016). ‘Self-sampling for HPV to Enhance Uptake of Cervical 
Cancer Screening: Has the Time Come in Canada?’, CMAJ, 188(12), pp. 853 - 854. 
doi:10.1503/cmaj.151345 

 

Long, T., et al. (2022). ‘Trauma Informed Care Education for Midwives: An Integrative 
Review’, Midwifery, 104(103197). doi:10.1016/j.midw.2021.103197  

 

Lukasse, M. et al. (2012). ‘Sexual Violence and Pregnancy-Related Physical Symptoms’, 
BMC Pregnancy and Childbirth, 12(83). doi:10.1186/1471-2393-12-83  

 

Macmillan Cancer Support. (2022a). Making a Decision About Breast Screening. Available 
at: https://www.macmillan.org.uk/cancer-information-and-support/worried-about-
cancer/screening/breast-screening-pros-and-cons (Accessed: 02 October 2022). 

 

Macmillan Cancer Support. (2022b). Mammogram. Available at: 
https://www.macmillan.org.uk/cancer-information-and-support/diagnostic-tests/mammogram 
(02 October 2022). 
 
Madden, J., et al. (2022). ‘Understanding the Relationship between Sexual Assault and 
Cervical Screening Uptake’, European Journal of Health Psychology. doi:10.1027/2512-
8442/a000109  

 

McMahon, S. and Banyard, V. L. (2011). ‘When Can I help? A Conceptual Framework for 
the Prevention of Sexual Violence Through Bystander Intervention’, Trauma, Violence, and 
Abuse, 13(1), pp. 3 - 14. doi:10.1177/1524838011426015  

 

Mengeling, M., et al. (2019). ‘Sexual Assault in the Military and Increased Odds of Sexual 
Pain Among Female Veterans’, Obstetrics and Gynaecology, 134(1), pp. 1 - 9. 
doi:http://dx.doi.org/10.1097/AOG.0000000000003273 

 

Modesitt, et al. (2006). ‘Adverse Impact of a History of Violence for Women With Breast, 
Cervical, Endometrial, or Ovarian Cancer’, Journal of Obstetrics and Gynaecology, 107(6), 
pp. 1330 - 1336. doi:10.1097/01.AOG.0000217694.18062.91 

Newland, R. et al. (2022). ‘Vulnerability and Trauma-Informed Practice: What Nurses Need 
to Know’, British Journal of Nursing, 31(12). doi:10.12968/bjon.2022.31.12.660  



 
NHS. (2020). Benefits of Breastfeeding. Available at: 
https://www.nhs.uk/conditions/baby/breastfeeding-and-bottle-feeding/breastfeeding/benefits/ 
(Accessed: 31 August 2022). 

 

Oscarsson, M. G., Benzein, E. G., and Wijma, B. E. (2008). ‘Reasons for Non-Attendance at 
Cervical Screening As Reported By Non-Attendees in Sweden’, Journal of Psychosomatic 
Obstetrics and Gynaecology, 29(1), pp. 23 - 31. doi:10.1080/01674820701504619  

 

Office for National Statistics. (2021). Sexual Offences Victim Characteristics, England and 
Wales: Year Ending March 2020. Available at: 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/sexualoffen
cesvictimcharacteristicsenglandandwales/march2020 (Accessed: 20 August 2022). 
O'Rourke-Suchoff, D. et al. (2018). ‘A Qualitative Study of Pregnancy and Childbirth 
Experience for Women With a History of Sexual Trauma’, Obstetrics and Gynaecology, 131. 
doi:10.1097/01.AOG.0000532939.88591.ea 

 

Parrish, M., Ryan, S., and Farone, J. (1996). ‘Negative Reproductive Health Outcomes 
Among Adolescent Females following Sexual Abuse, Rape or Assault’, Pediatric Research, 
39(7). doi:10.1203/00006450-199604001-00049 

 
Pearse, E. (2022). ‘Why Comprehensive and Inclusive Sex Education Matters in the Fight 
against Sexual Violence’, Say it Loud Space Blog, 29 July 2022. 
https://www.sayitloudspace.com/post/why-comprehensive-and-inclusive-sex-education-
matters-in-the-fight-against-sexual-violence (Accessed: 30 July 2022). 

 

Phipps, A. (2009). ‘Rape and Respectability: Ideas About Sexual Violence and Social Class’, 
Sociology, 43(4), pp. 667 - 683. doi:10.1177/0038038509105414  

 

Public Health England. (2019). PHE Launches ‘Cervical Screening Saves Lives’ Campaign. 
Available at: https://www.gov.uk/government/news/phe-launches-cervical-screening-saves-
lives-campaign (Accessed: 02 October 2022).  
 
Rajeev, P., et al. (2019). ‘Gynaecological and Contraceptive Needs of Female Survivors of 
Sex Trafficking and Sexual Violence’, Obstetrics and Gynaecology, 133(1). 
doi:10.1097/01.AOG.0000559433.15128.c6 
 
Rape Crisis England & Wales. (n.d.- a). What Is Sexual Violence? Available at: 
https://rapecrisis.org.uk/get-informed/about-sexual-violence/what-is-sexual-violence/ 
(Accessed: 08 August 2022). 

 

Rape Crisis England & Wales. (n.d.- b). Types of Sexual Violence. Available at: 
https://rapecrisis.org.uk/get-informed/types-of-sexual-violence/ (Accessed: 08 August 2022). 

 

Repič Slavič, T., and Gostečnik, C. (2015). ‘The Experience of Pregnancy, Childbirth and 
Motherhood in Women With a History of Sexual Abuse’, in Mivsek, A. P. (ed.). Sexology in 
Midwifery. London: InTechOpen. Available at: https://www.intechopen.com/chapters/47809 
(Accessed: 04 October 2022).  

 

Roberts, A. (2020). ‘It Isn’t Easy to Go For a Cervical Smear after Sexual Abuse’, Pigletish, 
15 December 2020. Available at: https://pigletish.com/it-isnt-easy-to-go-for-a-cervical-smear-
after-sexual-abuse/ (Accessed: 20 January 2021). 



 

Ross, W. T., et al. (2021). ‘Gynaecologic Care of Women With Chronic Pelvic Pain after 
Sexual Trauma: Patient Perspectives and Care Preferences’, American Journal of Obstetrics 
and Gynaecology. doi:10.1016/j.ajog.2021.04.032  

 

Sardinha, L., et al. (2022). ‘Global, Regional, and National Prevalence Estimates of Physical 
or Sexual, or Both, Intimate Partner Violence against Women in 2018’, The Lancet, 
399(10327), pp. 803 - 813. doi:10.1016/S0140-6736(21)02664-7  
 
Say L., et al. (2014). ‘Global Causes of Maternal Death: A WHO Systematic Analysis’, 
Lancet Global Health, 2(6), pp. 323 - 333. doi:10.1016/S2214-109X(14)70227-X  

 

Schliep, K. C., et al. (2016). ‘Sexual and Physical Abuse and Gynaecologic Disorders’, 
Human Reproduction, 31(8), pp. 1904 - 1912. doi:10.1093/humrep/dew153 

 

Schnur, J. B., et al. (2017). ‘Cancer Treatment Experiences Among Survivors of Childhood 
Sexual Abuse: A Qualitative Investigation of Triggers and Reactions to Cumulative Trauma’, 
Palliative and Supportive Care, 16(6), pp. 767 - 776. doi:10.1017/S147895151700075X  

 

Simkin, P. (2018). ‘Penny Simkin: Breastfeeding Issues for Survivors of Sexual Abuse’, 
Keeping In Touch, 18 April 2018. Available at: 
https://www.keepingintouchbc.com/blog/2018/4/9/penny-simkin-breastfeeding-issues-for-
survivors-of-sexual-abuse (Accessed: 04 October 2022). 
Slaughter, L., et al. (1997). ‘Patterns of Genital Injury in Female Sexual Assault Victims’, 
American Journal of Obstetrics and Gynaecology, 176(3), pp. 609 - 616. doi:10.1016/S0002-
9378(97)70556-8 
 
Sperlich, M., et al. (2017). ‘Integrating Trauma-Informed Care into Midwifery Care Practice: 
Conceptual and Practical Issues’, Journal of Midwifery and Women’s Health, 62(6), pp. 661 - 
672. doi:10.1111/jmwh.12674 

 

Steele, B., et al. (2021). ‘Global Prevalence and Nature of Sexual Violence Among Higher 
Education Institution Students: A Systematic Review and Meta-Analysis’, The Lancet, 398, 
Supplement 2, pp. S16. doi:10.1016/S0140-6736(21)02559-9 

 

Stein, M. B., and Barrett-Connor, E. (2000). ‘Sexual Assault and Physical Health: Findings 
from a Population-Based Study of Older Adults’, Psychosomatic Medicine, 62(6), pp. 838 - 
843. doi:10.1097/00006842-200011000-00014 

 

Stevens, N. R., et al. (2017). ‘A Feasibility Study of Trauma-Sensitive Obstetric Care for 
Low-Income, Ethno-Racial Minority Pregnant Abuse Survivors’, Journal of Psychosomatic 
Obstetrics and Gynaecology, 40(1), pp. 66 - 74. doi:10.1080/0167482X.2017.1398727 

 

St. Pierre, S. (2019). Relationships after Rape | Shelby St. Pierre | TEDxHamlineUniversity. 
08 May 2019. Available at: 
https://m.youtube.com/watch?v=UC05PVN621k&feature=youtu.be (Accessed: 01 July 
2022). 

 

Stuart, J. et al. (2021). ‘History of Physical or Sexual Abuse in Early Life and Risk of 
Preeclampsia’, Circulation, 144(1). Available at: 
https://www.ahajournals.org/doi/abs/10.1161/circ.144.suppl_1.12418 (Accessed: 21 August 
2021). 
 



Sutherland, M. A., Fantasia, H. C., and Hutchinson, M. K. (2015). ‘Screening for Intimate 
Partner and Sexual Violence in College Women: Missed Opportunities’, Women’s Health 
Issues, 26(2), pp. 217 - 224. doi:10.1016/j.whi.2015.07.008  
 
Terrell, S., et al. (2022). ‘Trauma-Informed Pelvic Examination Practices Among Clinicians’, 
Obstetrics and Gynaecology, 139, pp. 82S - 83S. 
doi:10.1097/01.AOG.0000825704.16093.c0 
 
Trickey, H., and Newburn, M. (2012). ‘Goals, Dilemmas and Assumptions in Infant Feeding 
Education and Support. Applying Theory of Constraints Thinking Tools to Develop New 
Priorities for Action’, Maternal and Child Nutrition, 10(1), pp. 72 - 91. doi:10.1111/j.1740-
8709.2012.00417.x  

 

UNICEF UK. (n.d.). Removing Barriers to Breastfeeding: A Call to Action. Available at: 
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2017/07/Barriers-to-
Breastfeeding-Briefing-The-Baby-Friendly-Initiative.pdf (Accessed: 04 October 2022). 
 
UN Women UK. (2021). Prevalence and Reporting of Sexual Harrassment in UK Public 
Spaces. London: APPG for UN Women. Available at: https://www.unwomenuk.org/site/wp-
content/uploads/2021/03/APPG-UN-Women-Sexual-Harassment-Report_Updated.pdf 
(Accessed: 20 August 2022).  
 
Victim Focus. (2022). ‘Supporting Patients through Cervical Screening and Sexual Health 
Checks’. Available at: https://irp.cdn-
website.com/f9ec73a4/files/uploaded/Pregnancy%20and%20Childbirth%20Resources%20
Website.zip (Accessed: 04 August 2022). 
 
Vrajlal, A. (2022). ‘Everything You Need To Know About Australia’s Self-Administered HPV 
Testing’, Refinery29. Available at: https://www.refinery29.com/amp/en-
au/2022/07/11037191/australia-hpv-self-testing-cervical-cancer (Accessed: 31 August 
2022). 

 

Waigandt, A., et al. (1990). ‘The Impact of Sexual Assault on Physical Health Status’, 
Journal of Traumatic Stress, 3(1), pp. 93 - 102. doi:10.1002/jts.2490030107 

 

Ward, L. G. (2020). ‘Trauma-Informed Perinatal Healthcare for Survivors of Sexual 
Violence’, The Journal of Perinatal and Neonatal Nursing, 34(3), pp. 199 - 202. 
doi:10.1097/JPN.0000000000000501 

 

White, D. and McMillan, L. (2020). ‘Innovating the Problem away? A Critical Study of Anti-
Rape Technologies’, Violence against Women, 26(10), pp 1120 - 1140. 
doi:10.1177/1077801219856115 

 

World Health Organisation. (2001). Global Strategy for Infant and Young Child Feeding: The 
Optimal Duration of Exclusive Breastfeeding, Fifty Fourth World Health Assembly. Available 
at: https://apps.who.int/gb/archive/pdf_files/WHA54/ea54id4.pdf (Accessed: 14 September 
2022).  

 

 

 

 

 

 



 


