
Women who are survivors of childhood sexual abuse 
often present with a wide array of symptoms. Frequently, 
the underlying cause of these symptoms is unrecognized 
by both the physician and patient. The obstetrician–gyne-
cologist should have the knowledge to screen for child-
hood sexual abuse, diagnose disorders that are a result 
of abuse, and provide support with interventions. Adult 
childhood sexual abuse survivors disproportionately use 
health care services and incur greater health care costs 
compared with adults who did not experience abuse (1). 

Definitions
Child sexual abuse is defined as any sexual activity with 
a child where consent is not or cannot be given. This 
includes sexual contact that is accomplished by force or 
threat of force, regardless of the age of the participants, 
and all sexual contact between an adult and a child, 
regardless of whether there is deception or the child 
understands the sexual nature of the activity. Sexual 
contact between an older child and a younger child also 
can be abusive if there is a significant disparity in age, 
development, or size, rendering the younger child inca-
pable of giving informed consent. The sexually abusive 
acts may include sexual penetration, sexual touching, or  
noncontact sexual acts such as exposure or voyeurism 
(2). Legal definitions vary by state; however, state guide-
lines are available by using the Child Welfare Informa- 

tion Gateway (www.childwelfare.gov/systemwide/laws_ 
policies/state).

Prevalence
Although the exact prevalence is unknown, it is estimated 
that 12–40% of children in the United States experi-
ence some form of childhood sexual abuse. Shame and 
stigma prevent many survivors from disclosing abuse. 
Incest, once thought to be rare, occurs with alarming 
frequency (3). Survivors come from all cultural, racial,  
and economic groups (4). Approximately one in five 
women has experienced childhood sexual abuse (4).  
From 2006 to 2008, among females aged 18–24 years  
who had sex for the first time before age 20 years, 7%  
experienced nonvoluntary first sex (5). Twelve percent  
of girls in grades 9–12 reported they had been sexu-
ally abused; 7% of  girls in grades 5–8 reported sexual  
abuse. Of all girls who experienced sexual abuse, 65% 
reported that the abuse occurred more than once,  
57% reported that the abuser was a family member,  
and 53% reported that the abuse occurred at home (6).

Sequelae
Symptoms or behavioral sequelae are common and 
varied. More extreme symptoms can be associated with 
abuse onset at an early age, extended or frequent abuse, 
incest by a parent, or use of force. Common life events, 
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like death, birth, marriage, or divorce may trigger the 
return of symptoms for a childhood sexual abuse survi-
vor. The primary aftereffects of childhood sexual abuse 
include the following: 

 • Emotional reactions
  Emotions such as fear, shame, humiliation, guilt, and 

self–blame are common and lead to depression and 
anxiety.

 • Symptoms of posttraumatic stress
  Survivors may experience intrusive or recurring 

thoughts of the abuse as well as nightmares or flash-
backs. 

 • Distorted self-perception
  Survivors often develop a belief that they caused the 

sexual abuse and that they deserved it. These beliefs 
may result in self-destructive relationships.

Physical Effects
Chronic and diffuse pain, especially abdominal or pelvic 
pain (1), lower pain threshold (7), anxiety and depression, 
self-neglect, and eating disorders have been attributed to 
childhood sexual abuse. Adults abused as children are 
four to five times more likely to have abused alcohol and 
illicit drugs (8). They are also twice as likely to smoke, be 
physically inactive, and be severely obese (8). 

Sexual Effects
Disturbances of desire, arousal, and orgasm may result 
from the association between sexual activity, violation, 
and pain. Survivors are more likely to have had 50 or 
more intercourse partners, have had a sexually transmit-
ted infection, and engage in risk-taking behaviors that 
place them at risk of contracting human immunodefi-
ciency virus (HIV) (8, 9). Early adolescent or unintended 
pregnancy and prostitution are associated with sexual 
abuse (10, 11). Gynecologic problems, including chronic 
pelvic pain, dyspareunia, vaginismus, and nonspecific 
vaginitis, are common diagnoses among survivors (12–14). 
Survivors may be less likely to have regular Pap tests and 
may seek little or no prenatal care (15). 

Interpersonal Effects
Adult survivors of sexual abuse may be less skilled 
at self-protection. They are more apt to accept being 
victimized by others (15, 16). This tendency to be 
victimized repeatedly may be the result of general vul-
nerability in dangerous situations and exploitation by 
untrustworthy people.

Obstetrician–Gynecologist Screening 
for Sexual Violence
With recognition of the extent of family violence, it is 
strongly recommended that all women be screened for a 
history of sexual abuse (15, 17). Patients overwhelmingly 
favor universal inquiry about sexual assault because they 

report a reluctance to initiate a discussion of this subject 
(18). Following are some guidelines:

 • Make the question “natural.” When physicians rou-
tinely incorporate questions about possible sexual 
abuse, they will develop increased comfort (19). 

 • Normalize the experience. Physicians may offer 
explanatory statements, such as: “About one woman 
in five was sexually abused as a child. Because these 
experiences can affect health, I ask all my patients 
about unwanted sexual experiences in childhood” 
(19).

 • Give the patient control over disclosure. Ask every 
patient about childhood abuse and rape trauma, but 
let her control what she says and when she says it in 
order to keep her emotional defenses intact (19). 

 • If the patient reports childhood sexual abuse, ask 
whether she has disclosed this in the past or sought 
professional help. Revelations may be traumatic for 
the patient. Listening attentively is important because 
excessive reassurance may negate the patient’s pain. 
The obstetrician–gynecologist should consider refer-
ral to a therapist. 

 • The examination may be postponed until another 
visit. Once the patient is ready for an examination, 
questions about whether any parts of the breast or 
pelvic examination cause emotional or physical dis-
comfort should be asked.

If the physician suspects abuse, but the patient 
does not disclose it, the obstetrician–gynecologist should 
remain open and reassuring. Patients may bring up the 
subject at a later visit if they have developed trust in the 
obstetrician–gynecologist. Not asking about sexual abuse 
may give tacit support to the survivor’s belief that abuse 
does not matter or does not have medical relevance and 
the opportunity for intervention is lost (20). 

Obstetrician–Gynecologist 
Intervention for Sexual Violence
Once identified, there are a number of ways that the 
obstetrician–gynecologists can offer support. These 
include sensitivity with the gynecologic or obstetric visit 
and examination in abuse survivors, the use of empower-
ing messages, and counseling referrals.

Obstetric and Gynecologic Visits and 
Examinations in Abuse Survivors
Pelvic examinations may be associated with terror and 
pain for survivors. Feelings of vulnerability in the lithot-
omy position and being examined by relative strangers 
may cause the survivor to re-experience past feelings 
of powerlessness, violation, and fear. Many survivors 
may be traumatized by the visit and pelvic examina-
tion, but may not express discomfort or fear and may 
silently experience distress (20). All procedures should be 
explained in advance, and whenever possible, the patient 
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as helping the patient to not feel abandoned or rejected 
when a counseling referral is made.

Conclusion
For some survivors of childhood sexual abuse, there is 
minimal compromise to their adult functioning. Others 
will experience psychologic, physical, and behavioral 
symptoms as a result of their abuse. An understanding 
of the magnitude and effects of childhood sexual abuse, 
along with knowledge about screening and interven-
tion methods, can help obstetrician–gynecologists offer 
appropriate care and support to patients with such his-
tories. 

References
 1. Leserman J. Sexual abuse history: prevalence, health effects, 

mediators, and psychological treatment. Psychosom Med 
2005;67:906–15.

 2. Saul J, Audage NC. Preventing child sexual abuse within 
youth-serving organizations: getting started on policies 
and procedures. Atlanta (GA): Centers for Disease Control 
and Prevention, National Center for Injury Prevention and 
Control; 2007.

 3. Hendricks-Matthews M. Caring for victims of childhood 
sexual abuse. J Fam Pract 1992;35:501–2.

 4. Tjaden P, Thoennes N. Prevalence, incidence, and con-
sequences of violence against women: findings from the 
National Violence Against Women Survey. Research in 
brief. Washington, DC: U.S. Department of Justice, Office 
of Justice Programs; 1998. Available at: http://www.ncjrs.
gov/pdffiles/172837.pdf. Retrieved May 5, 2011.

 5. Abma JC, Martinez GM, Copen CE. Teenagers in the 
United States: sexual activity, contraceptive use, and child-
bearing, National Survey of Family Growth 2006–2008. 
National Center for Health Statistics. Vital Health Stat 
23 2010;(30):1–79. Available at http://www.cdc.gov/nchs/
data/series/sr_23/sr23_030.pdf. Retrieved May 5, 2011.

 6. Schoen C, Davis K, Collins KS, Greenberg L, Des Roches C, 
Abrams M. The Commonwealth Fund survey of the health 
of adolescent girls. New York (NY): Commonwealth Fund; 
1997. Available at: http://www.commonwealthfund.org/~/
media/Files/Publications/Fund%20Report/1997/Nov/
The%20Commonwealth%20Fund%20Survey%20of%20
the%20Health%20of%20Adolescent%20Girls/Schoen_
adolescentgirls%20pdf.pdf. Retrieved May 5, 2011.

 7. Scarinci IC, McDonald-Haile J, Bradley LA, Richter JE. 
Altered pain perception and psychosocial features among 
women with gastrointestinal disorders and history of abuse: 
a preliminary model. Am J Med 1994;97:108–18.

 8. Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM,  
Edwards V, et al. Relationship of childhood abuse and 
household dysfunction to many of the leading causes of 
death in adults. The Adverse Childhood Experiences (ACE) 
Study. Am J Prev Med 1998;14:245–58.

 9. Bensley LS, Van Eenwyk J, Simmons KW. Self-reported 
childhood sexual and physical abuse and adult HIV-risk 
behaviors and heavy drinking. Am J Prev Med 2000;18: 
151–8.

should be allowed to suggest ways to lessen her fear. For 
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Pregnancy and childbirth may be an especially dif-
ficult time for survivors. The physical pain of labor and 
delivery may trigger memories of past abuse (21–23). 
Women with no prior conscious memories of their abuse 
may begin to experience emotions, dreams, or partial 
memories. Pregnant women who are abuse survivors are 
significantly more likely to report suicidal ideation and 
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adverse pregnancy outcomes for women with histories of 
childhood sexual abuse.

Positive Messages
Some positive and healing responses to the disclosure of 
abuse include discussing with the patient that she is the 
victim of abuse and is not to blame. She should be reas-
sured that it took courage for her to disclose the abuse, 
and she has been heard and believed (19, 20).

Counseling Referrals  
Traumatized patients generally benefit from mental 
health care. The obstetrician–gynecologist can be a pow-
erful ally in the patient’s healing by offering support and 
referral. Efforts should be made to refer survivors to 
professionals with significant experience in abuse-related 
issues. 

Physicians should compile a list of experts with 
experience in abuse and have a list of appropriate crisis 
hotlines that operate in their communities. Contacting 
state boards of psychology or medicine can be beneficial 
in locating therapists who are skilled in treating victims 
of such trauma. Veterans’ centers, battered women’s shel-
ters, and rape crisis centers often are familiar with thera-
pists and programs that treat various types of trauma, as 
are many university-based counseling programs. Because 
of the relationship between trauma histories and alcohol 
and drug abuse, therapists should be skilled in working 
with individuals who have dual diagnoses (25). 

When discussing with a patient referral to a mental 
health professional, it is helpful to identify a specific 
purpose for the referral. For example, “I would like Dr. 
Hill to assess you to determine if your past abuse is con-
tributing to your current health problems” is more effec-
tive than telling the survivor that her symptoms are all 
psychological and that she should see a therapist (26). It 
is important to secure the patient’s express authorization 
before referring her to a mental health specialist, as well 



4 Committee Opinion No. 498

toward a solution. Kansas City (MO): Society of Teachers 
of Family Medicine; 1992. p. 89–102.

 20. Holz KA. A practical approach to clients who are survivors 
of childhood sexual abuse. J Nurse Midwifery 1994;39: 
13–8.

 21. Grant LJ. Effects of childhood sexual abuse: issues for 
obstetric caregivers. Birth 1992;19:220–1.

 22. Waymire V. A triggering time. Childbirth may recall sexual 
abuse memories. AWHONN Lifelines 1997;1:47–50.

 23. Rhodes N, Hutchinson S. Labor experiences of childhood 
sexual abuse survivors. Birth 1994;21:213–20.

 24. Anderson G, Yasenik L, Ross CA. Dissociative experiences 
and disorders among women who identify themselves as 
sexual abuse survivors. Child Abuse Negl 1993;17:677–86.

 25. Hendricks-Matthews M. Recognition of sexual abuse. J Am 
Board Fam Pract 1993;6:511–3.

 26. Laws A. Sexual abuse history and women’s medical prob-
lems. J Gen Intern Med 1993;8:441–3.

 10. Noll JG, Shenk CE, Putnam KT. Childhood sexual abuse 
and adolescent pregnancy: a meta-analytic update. J Pediatr 
Psychol 2009;34:366–78.

 11. Wilson HW, Widom CS. The role of youth problem 
behaviors in the path from child abuse and neglect to pros-
titution: a prospective examination. J Res Adolesc 2010; 
20:210–36.

 12. Britton H, Hansen K. Sexual abuse. Clin Obstet Gynecol 
1997;40:226–40.

 13. Paras ML, Murad MH, Chen LP, Goranson EN, Sattler AL, 
Colbenson KM, et al. Sexual abuse and lifetime diagnosis of 
somatic disorders: a systematic review and meta-analysis. 
JAMA 2009;302:550–61.

 14. Reissing ED, Binik YM, Khalife S, Cohen D, Amsel R. 
Etiological correlates of vaginismus: sexual and physical 
abuse, sexual knowledge, sexual self-schema, and relation-
ship adjustment. J Sex Marital Ther 2003;29:47–59.

 15. Baram DA, Basson R. Sexuality, sexual dysfunction, and 
sexual assault. In: Berek JS, editor. Berek & Novak’s gyne-
cology. 14th ed. Philadelphia (PA): Lippincott Williams & 
Wilkins; 2007. p. 313–49.

 16. Rieker PP, Carmen EH. The victim-to-patient process: 
the disconfirmation and transformation of abuse. Am J 
Orthopsychiatry 1986;56:360–70.

 17. American College of Obstetricians and Gynecologists. 
Guidelines for women’s health care: a resource manual. 
3rd ed. Washington, DC: ACOG; 2007.

 18. Friedman LS, Samet JH, Roberts MS, Hudlin M, Hans P. 
Inquiry about victimization experiences. A survey of 
patient preferences and physician practices. Arch Intern 
Med 1992;152:1186–90.

 19. Wahlen SD. Adult survivors of childhood sexual abuse. 
In: Hendricks-Matthews M, editor. Violence education: 

Copyright August 2011 by the American College of Obstetricians and 
Gynecologists, 409 12th Street, SW, PO Box 96920, Washington, 
DC 20090-6920. All rights reserved. No part of this publication may 
be reproduced, stored in a retrieval system, posted on the Internet, 
or transmitted, in any form or by any means, electronic, mechani- 
cal, photocopying, recording, or otherwise, without prior written per- 
mission from the publisher. Requests for authorization to make 
photocopies should be directed to: Copyright Clearance Center, 222 
Rosewood Drive, Danvers, MA 01923, (978) 750-8400.

ISSN 1074-861X

Adult manifestations of childhood sexual abuse. Committee Opinion 
No. 498. American College of Obstetricians and Gynecologists. 
Obstet Gynecol 2011;118:392–5.


