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6 SUMMARY

Summary

Sexual assault is an important public health issue with many potential short 
and long-term psychological and health consequences for the victims.
In 2000, the Centre for Victims of Sexual Assault (CVSA) at Rigshospitalet in 
Copenhagen opened and since then, approximately 300 women and 6 men 
have annually visited the centre.
For every man and woman seen at the CVSA, a detailed questionnaire with 
information about the victim, their perpetrators, the assault, reporting to 
the police, physical injury, medical treatment, etc. is filled out. This thesis 
consists of three studies all based on data regarding the female victims seen at 
the CVSA from 2000-2010 comprising approximately 3000 women.

In the first descriptive study, we used data with special focus on how the age 
of the women and their relationship with the perpetrator influenced differ-
ent characteristics of the assault. Findings from study I showed that one third 
of the women seen at the CVSA were diagnosed with a chronic health condi-
tion at the time of the assault and 20% had a daily intake of psychotropic 
drugs. Previous research has shown a high prevalence of both somatic and 
psychiatric illness after a sexual assault but less attention has focused on a 
possible increase in the pre-assault morbidity of sexually assaulted women as 
our findings in paper I could suggest. These findings therefore led to study II 
and III were we chose to further investigate the mental and physical health 
of the women seen at the CVSA. To provide information on both pre- and 
post-assault health we investigated psychiatric and physical health both five 
years before and five years after the assault and compared these findings with 
a residence and age matched control group of 10.004 women. 
 
Our results show that many sexual assaults do not fit the stereotypical views 
of a sexual assault as a violent assault by a stranger. This information is im-
portant in order to combat any preconceived ideas about how a sexual assault 
looks so we can create an environment where women can seek help without 
prejudices. We found that women who were seen at the CVSA had an overall 
increased frequency of both psychiatric of somatic diagnosis, as well as higher 
utilisation of health care services compared with the women in the control 
group. This was true for both the five year period before and the five year 
period after the assault as a possible sign of an increased psychiatric and so-
matic morbidity present before the assault for a group of the women seen at 
CVSA. In this thesis we are able to present data from a large sample of women 
and a matched control group and show both retrospective and prospective 
differences in health. As only very few studies within this field has utilised a 
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7SUMMARY

prospective design, our findings provide new and unique insight into health 
aspects of women who have been sexually assaulted. 

The results from this PhD thesis provide new information to further 
strengthen our primary and secondary preventive strategies. We highlight 
the importance of further development of referral networks and collaborative 
relationships between assault centres, primary care physicians, social services 
and mental health professionals to better provide the appropriate help for all 
women who are seen at the CVSA. 
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Dansk Resume

Der har i de seneste årtier været et stigende fokus på seksuelle overgreb, samt 
på de akutte og langsigtede helbredsmæssige konsekvenser, det kan have for 
den person, som udsættes for dem. 
I 2000 åbnede Center for Seksuelle overgreb (CVSA) på Rigshospitalet i Kø-
benhavn og siden da har der her været ca. 300 henvendelser fra kvinder og 6 
fra mænd årligt.
Ved hver kontakt i CVSA udfyldes et detaljeret spørgeskema med information 
om ofret, gerningsmand, overgrebet, politianmeldelse, fysiske skader, medi-
cinsk behandling m.m.
Denne afhandlingen består af tre studier, alle baseret på data fra de ca. 3000 
kvinder der er set i CVSA fra 2000-2010.

I det første deskriptive studie brugte vi data indsamlet fra CVSA med fokus på 
hvordan kvindernes alder og deres kendskab til gerningsmanden var associe-
ret til forskellige karakteristika ved overgrebet. Resultater fra studie I viste 
blandt andet at en tredjedel af kvinderne set i CVSA var diagnosticeret med 
en kronisk sygdom på tidspunktet for overgrebet og 20 % havde et dagligt 
indtag af psykofarmaka. Tidligere forskning har påvist høj forekomst af både 
fysisk og psykisk sygdom hos kvinder efter et overgreb men meget få studier 
har fokuseret på forekomsten af disse tilstande inden overgrebet. Disse fund 
førte derfor til studie II og III hvor vi fokuserede på disse kvinders psykiske 
og fysiske helbred. For at kunne differentiere imellem helbred før og efter et 
seksuelt overgreb undersøgte vi kvinderne i en periode på fem år før og fem 
år efter deres overgreb og sammenlignede dem med en kontrol gruppe bestå-
ende af 10.004 kvinder der var matchet på alder og bopæl. 

Vores resultater viser, at mange seksuelle overgreb ikke ligner det stereotype 
billede mange har af et seksuelt overgreb som et voldeligt overgreb begået af 
en fremmed. Denne viden er vigtig for at kvinder, udsat for seksuelt overgreb, 
kan søge hjælp uden at møde fordomme og mistro. Vi fandt, at kvinder, der 
blev set på CVSA havde en samlet øget hyppighed af både psykiatriske og so-
matiske diagnoser, samt flere besøg til både primær- og sekundær sundheds-
sektor sammenlignet med kvinderne i kontrolgruppen både fem år før og 
fem år efter overgrebet. Disse fund antyder at der for en gruppe af de kvinder 
der bliver set i CVSA er en øget forekomst af både psykiatriske og somatiske 
sygdom tilstedet allerede inden det seksuelle overgreb. I denne afhandling 
præsenterer vi data fra en stor gruppe kvinder, en matchet kontrolgruppe, 
samt en vurdering af helbred i en periode både før og efter et seksuelt over-
greb. Da kun meget få studier indenfor dette felt har beskæftiget sig med 
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9DANSK RESUME

kvindernes helbred i en periode inden et overgreb bidrager vores resultater 
med ny og unik indsigt i helbredsmæssige aspekter hos kvinder udsat for 
seksuelle overgreb. 
 
Resultaterne fra denne PhD afhandling bidrager med ny viden der kan 
styrke vores primære og sekundære forebyggende strategier. Vores resultater 
fremhæver vigtigheden af at styrke samarbejdet imellem centrene, psykia-
trien, primærsektoren, samt de sociale myndighed for at tilpasse tilbuddet i 
disse centre til at yde den bedst mulige støtte til alle grupper af kvinderne der 
søger hjælp her.



10 INTRODUCTION

Introduction

5.1 Background
Sexual assault is a public health issue with many potential short and long-
term consequences for the victims. The reported life time prevalence of 
women who experience a sexual assault varies extensively but estimates 
from Europe and the US ranges from 7-22 %.1-4 In Denmark, approximately 
500 women annually report a sexual assault to the police and this number 
has been stable through the last 25 years.5 In 1999, the Danish Ministry of 
Justice together with the Ministry of Health agreed on a national model for 
an integrated and multidisciplinary approach to victims of a sexual assault to 
improve the medical, legal and psychological assistance to these victims. This 
led to the opening of sexual assault centres across Denmark and in 2000 the 
Centre for Victims of Sexual Assault (CVSA) at Rigshospitalet in Copenhagen 
opened. The Centre serves the eastern part of Denmark which includes ap-
proximately three million people.   

The CVSA examines and treat both men and women who have experienced 
a sexual assault or an attempted sexual assault within 72 hours. The services 
are free of charge and independent of police reporting.* 
The staff consists of gynaecologists, nurses, psychologists and social workers. 
Services at the centre includes, among other; medical examination and collec-
tion of forensic evidence, medical treatment and sessions with a psychologist 
and/or a social worker. 

Since March 2001 all men and women seen at the CVSA undergo a standard-
ised data collection. Information regarding the victim, the perpetrator, the 
assault, physical findings and treatment are recorded in a registration form 
and continuously transferred to a database at the CVSA (Appendix 1). 
Table 1 provides an overview of the literature from 1987 until today on 
descriptive data from other sexual assault centres in developed countries. 
Although there are differences within the findings from the assault centres, 
similarities also emerge; the majority of victims are younger than 25 years 
and know their perpetrator; approximately half the victims sustain a physical 
injury and 40 % present with an ano-genital injury after the sexual assault; 
one third of the women report previous sexual assault and mental or somatic 
illness at the time of the assault; approximately 50 % of the victims report al-
cohol intake at the time of the assault and the rate of police reported assaults 
varies from 34 % to 84 %. 

*After January 1. 2014 the services are also available after the 72 hour limit. 
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Research on sexual assault has been constrained by several factors. Sexual as-
sault has not been defined or measured uniformly, and most of the research 
has utilised retrospective, self-reported questionnaires with the potential of 
recall bias. Studies on the extent, nature and consequences of sexual assault 
in Denmark, and other European countries, have predominately been based 
on assaults reported to the police. Studies have shown that women are more 
hesitant in reporting their assault to the police if the perpetrator is an inti-
mate of former partner, and studies restricted to police-reported cases only, 
could have limited external validity for all sexual assaults.6-8     

The association between sexual assault and health is described in numerous 
studies. Previous research has demonstrated a high prevalence of somatic ill-
ness and health care usage in victims of sexual assault.1;9-37 Studies have iden-
tified associations between sexual victimisation and disease of specific organ 
systems such as respiratory, cardiovascular, neurological, gastrointestinal, 
gynaecological and reproductive health, as well as poor health perceptions 
and multiple somatic complaints in victims. Data from other sexual assault 
centres have highlighted a possible pre-existing somatic disorder in sexually 
assaulted women in 6 to 25 %.

Research has also demonstrated an increased prevalence of psychiatric illness 
and intake of psychotropic medication in victims of sexual assault.41-56 Studies 
on women seen at a sexual assault centre have identified a psychiatric diag-
nosis or daily intake of psychotropic drugs at the time of the assault in 15 to 
40 %. 41;57-60 Previous studies that have assessed psychiatric health both before 
and after a sexual assault have demonstrated higher rates of several psychiat-
ric diagnoses in women who are sexually assaulted compared to non-assaulted 
women, both before as well as after the assault.5;38;61

Studies regarding both somatic and psychiatric health in women who are sexu-
al assaulted have often assessed health only after the assault or as a lifetime 
risk, and often without control groups for comparison. Studies within this 
field often include a combination of childhood sexual abuse, sexual assault 
and physical violence or do not distinguish between the types of sexual victim-
isation they report. This makes generalisations difficult as there are potential 
differences in short- and long-term health consequences between these groups.  
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5.2 Objectives 
The objective of this thesis was to provide new knowledge about the women 
who experience a sexual assault. Strengthening our knowledge regarding the 
women who experience a sexual assault as well as possible risk factors may 
improve both primary and secondary interventions. 

5.3 Hypothesis
• 	 The age of the victim and the relationship between victim and perpetrator 
influences variables such as police involvement, alcohol intake, resistance 
and injury. 
•	 The previously identified increased prevalence of psychiatric and somatic 
diagnosis in women after a sexual assault is a sign of a pre-existing condition 
more than a consequence of the assault.

5.4 Aims
In this thesis the aim has been two-fold: First, to explore the circumstances in 
which sexuals assault occur, witch women are vulnerable in which settings, 
and identify as well as quantify the most important contributory factors. 
Second, to identify the pre- as well as post-assault health in the women seen 
at the Centre for Victims of Sexual Assault. 

Specific aims
•	  Describe characteristics regarding the women, the sexual assault and the 	
	 perpetrators and identify possible connections between age and relation		
	 ship with perpetrator and these variables (Paper I)
•	  Assess psychiatric health in women who were sexually assaulted, before 	
	 and after the assault (Paper II)
• 	 Assess somatic health in women who were sexually assaulted, before and 	
	 after the assault (Paper III) 
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Materials and Methods

6.1 Design and Study population
Paper I 
This study is a descriptive case-only study. We included data from all women, 
older than 12 years, attending the Centre for Victims of Sexual Assault be-
tween January 2001 and December 2010. As the centre is open to everyone 
and referral is not necessary, some women are seen here for reasons other 
than a sexual assault. We choose to only include the women who were seen 
for a sexual assault or attempted sexual assault and therefore excluded 
women seen for domestic violence or psychosis and those who later said no to 
our services due to false allegations. Figure 1 shows the steps of exclusion and 
censoring of data. 

Paper II and III
Study II and III is a modified historical cohort study. 
Included is data from all women, older than 12 years, attending the centre 
between March 2000 and December 2010 for a sexual assault or attempted 
sexual assault. Each women seen at the centre was matched on year of birth 
and place of residence but otherwise randomly selected to four women who 
had never attended the centre using the Danish Civil Registration System 
(CRS) and SAS statistics. The women who were seen at the CVSA for a sexual 
assault will be referred to as exposed women and the women in the control 
group will be referred to as non-exposed.
The follow-up period was ten years, five years before and five years after the as-
sault date. Women were censored at death or emigration. Women attending the 
Centre more than once during the 10-year inclusion period only counted once, 
at their first visit. Figure 2 shows the steps of exclusion and censoring of data. 

Figure 1. Numbers of people who met the various exclusion criteria paper I.
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Figure 2. Numbers of people who met the various exclusion criteria – paper II and III.

6.2 Data sources
Paper I 
Since the establishment of the CVSA database in 2001, a systematic gathering 
of information was performed for each person seen at the centre. Information 
regarding the victim, perpetrator, the assault, involvement of the police, al-
cohol intake, physical findings and treatment are recorded and continuously 
stored in the database (appendix 1). The information was obtained at the 
initial visit by the attending gynaecologist or nurse. The registration form 
was used both for research and as the medical record used in the clinic. One 
month after the initial visit, data regarding test results and follow-up treat-
ment were added. The information gathered is published in annual reports.62 
Paper I includes data collected from CVSA in the period of January 1st 2001 
until December 31st 2010.

1Paper I utilizes data from the 
CVSA database. Data from the 
159 patients seen in 2000 were 
not included in the database 
and therefore not included in 
the analysis in paper I. Paper II 
and III included all patients from 
2000 until 2010 according to the 
patients list and therefor include 
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Paper II and III
All women seen at CVSA in the period of Marts 1st 2000 until December 31st 
2010 were identified in the CVSA database. The control group was identified 
by the Danish Civil Registration system.63;64 Information regarding the soma-
tic and psychiatric diagnosis was obtained from the National Health Registry 
for the period January 1995 through September 2013. This registry contains 
information regarding diagnosis, length of admission, outpatient treatment, 
surgeries and discharge diagnosis from public and private Danish hospitals 
since 1977. In 1995 this registry was combined with the National Registry 
of Psychiatry and therefore also contains information regarding psychiatric 
diagnosis, number and length of admission to a psychiatric department and 
outpatient treatment as well as any use of coercive measures.
Information regarding the women`s visits to a general practitioner was ob-
tained from the Danish Health Insurance Registry. Since 1990 this registry 
has contained information regarding the individual’s number of visits to 
their general practitioner, specialists, dentist etc.  As this registry is based on 
billing information between the health care provided and the government, 
the registry provides information on number and extends of visits and not 
specific details regarding the content of the care provided. 

6.3 Outcome measures
Paper I
In this study we wanted to provide a description of the women seen at the 
centre as well as information regarding the assault and the perpetrator. 
We wanted to investigate if there were any statistical significance between 
victim characteristics and assault variables. Focus was placed on the age of 
the women and their relationship with their perpetrator as we hypothesised 
that these factors could have significant influence on several of the variables 
regarding the assault. 
We generated descriptive categories for the different variables from the regi-
stration form, as described below and presented in Table 2.

Table 2. Definition of variables, paper I.

 
	
  
	
  
	
  
	
  
	
  
Table	
  2.	
  Definition	
  of	
  variables,	
  paper	
  I.	
  
	
  
Age	
   Relation	
  to	
  

perpetrator	
  
Place	
  of	
  
assault	
  

Police	
  
reporting	
  

Victim	
  alcohol	
  
intake	
  

12-­‐24	
  years	
  
25-­‐34	
  years	
  
35-­‐44	
  years	
  
45+	
  years	
  

Known	
  
Authority	
  
<24	
  hours	
  
Unknown	
  

Home	
  
Outdoor	
  
Workplace	
  
Vehicle	
  
Restaurant	
  

Yes	
  
No	
  
Rejected	
  
	
  

None	
  
<	
  5	
  drinks	
  
≥	
  5	
  drinks	
  

	
  
Resistance	
   Suspected	
  

drug	
  rape	
  	
  
Physical	
  
findings	
  

Anogenital	
  
injury	
  

Previous	
  
assault/abuse	
  

No	
  
Verbal	
  
Physical	
  	
  

Yes	
  
No	
  

Yes	
  
No	
  

Yes	
  
No	
  

Yes	
  
No	
  
	
  

 
 
Table	
  3.	
  Psychiatric	
  diagnosis	
  codes	
  included	
  in	
  study	
  II	
  
	
  
ICD	
  Codes	
   Category	
   Includes,	
  among	
  other	
  items	
  

F10-­‐19	
   Psychiatric	
  disorders	
  due	
  to	
  
psychoactive	
  drugs	
   Alcohol,	
  cannabis	
  and	
  cocaine	
  intake	
  

F20-­‐29	
   Schizophrenia	
   Episodes	
  of	
  psychoses	
  
F30-­‐39	
   Mood	
  disorders	
   Bipolar	
  conditions	
  	
  

F40-­‐48	
   Phobic	
  anxiety	
  disorders	
   Anxiety,	
  obsessive-­‐compulsive	
  disorders	
  and	
  post-­‐
traumatic	
  stress	
  disorder	
  (PTSD)	
  

F50-­‐59	
   Behavioural	
  changes	
  due	
  to	
  
psychological	
  factors.	
  

Eating	
  disorders	
  and	
  mental	
  disorders	
  during	
  the	
  
puerperium	
  

F60-­‐69	
   Disturbance	
  of	
  personality	
  
structure	
  	
  

Personality	
  disorders	
  and	
  gender	
  and	
  sexuality	
  
deviations	
  

F70-­‐79	
   Mental	
  retardation	
   	
  
F80-­‐89	
   Development	
  disorders	
   Autism	
  

F90-­‐98	
   Behavioural	
  and	
  emotional	
  
disorders	
  	
   Attention	
  Deficit/Hyperactivity	
  Disorder	
  (ADHD)	
  

T39-­‐59	
   Intoxications	
   Adverse	
  effects	
  of	
  medical	
  and	
  non-­‐medical	
  
substances	
  i.e.	
  analgesic,	
  alcohol	
  and	
  detergents	
  	
  

X60-­‐84	
   Intentional	
  self-­‐harm	
   Medical	
  substances,	
  weapons,	
  sharp	
  objects	
  (i.e.	
  
cutting)	
  	
  

Z915	
   History	
  of	
  suicide	
  attempt	
  	
   History	
  of	
  self-­‐harm	
  not	
  in	
  X60-­‐84	
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Relation to perpetrator; the perpetrator was defined as being known to the 
victim if he was a partner or former partner, relative, friend or schoolmate. If, 
for example, the perpetrator was a teacher, medical doctor, or police officer, 
he was categorised as an authority figure. When the women reported brief 
contact with the perpetrator before the assault he was categorised as known 
<24 hours, which also included casual acquaintances and taxi drivers. If the 
woman had never seen the perpetrator before, he was categorised as unknown.
Place of assault; when the place of assault was either the victims or the 
perpetrators home it was labelled as home. Outdoor included streets or parks. 
Workplace also included school. Vehicle included both a car and public trans-
portation. Restaurant also included a bar or hotel.   
Police reporting; police involvement was categorised as yes when the victim 
reported to the police regardless of when. If the complaint was not accepted 
by the police, it was labelled as rejected. 
Victim alcohol intake; the alcohol intake by the victim was categorised 
into either more or less than five units the day of the assault. If the women 
reported amnesia for parts of the assault due to alcohol intake, they were 
categorised with an intake of more than five units. 
Resistance; if the women reported resistance this was categorised as verbal 
and/or physical.  
Suspected drug rape; from 2004-2010 all women were asked whether they 
suspected being drugged up to the assault, and this category was based solely 
on the statements from the women. 
Physical findings; if a woman presented with any physical signs of violence 
associated with the assault this was recorded as “yes” to physical findings. 
These ranged from small bruising of the skin to petechial haemorrhages follo-
wing strangulation. The decision to record as “yes” was made by the gynaeco-
logist performing the examination. 
Anogenital injury; anogenital injuries were categorised as present if the 
findings included injuries to the genitals such as lacerations, abrasions and 
bruising. If the findings were recorded as normal by the gynaecologist, they 
were categorised as not present. Presence of redness and swelling of the exter-
nal genitals were not recorded in this category, as we regarded this as a non-
specific finding. The gynaecological findings were only included for women 
who reported vaginal and/or anal penetration or attempted penetration. 
Previous assault/abuse; previous sexual assault or childhood sexual abuse was 
categorised as either yes or no. If the women attended the centre for more than 
one assault in the 10-year period, each assault was recorded independently. 

For each of the variables, a missing category was added. This included mis-
sing information, and when the investigator did not ask or recorded the 
information. This category was only reported if it accounted more than 15 % 
of the answers for each variable.    
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Paper II and Paper III
The outcome measure was the psychiatric and somatic health of the exposed 
women. Health was measured as number of diagnosis and contacts to the 
health care system in relation to these diagnoses.  

Psychiatric health – paper II  
In this study we wanted to investigate the overall psychiatric health of the 
exposed women and we therefore chose to include nine major subgroups of 
psychiatric diagnoses according to the International Classification of Diseases 
(ICD10). In addition, we combined several diagnostic codes into four additio-
nal categories labelled: ”intoxications”, ”intentional self-harm”, ”history of 
suicide attempt”, and ”unspecified psychiatric disorders”. All diagnostic codes 
included are presented in Table 3.

Table 3. Psychiatric diagnosis codes included in study II

Somatic morbidity - Paper III
In this study we wanted to investigate the somatic health of the exposed 
women. Our strategy was to choose diagnostic codes from organ-specific 
diseases and symptoms, with emphasis on those previously identified as 
being associated with sexual assault. To further asses possible associations 
we also included diagnosis not previously investigated (i.e. multiple sclerosis, 
arthritis, female infertility etc.). We believed that this combination of disor-

Table	
  2.	
  Definition	
  of	
  variables,	
  paper	
  I.	
  
	
  
Age	
   Relation	
  to	
  

perpetrator	
  
Place	
  of	
  
assault	
  

Police	
  
reporting	
  

Victim	
  alcohol	
  
intake	
  

12-­‐24	
  years	
  
25-­‐34	
  years	
  
35-­‐44	
  years	
  
45+	
  years	
  

Known	
  
Authority	
  
<24	
  hours	
  
Unknown	
  

Home	
  
Outdoor	
  
Workplace	
  
Vehicle	
  
Restaurant	
  

Yes	
  
No	
  
Rejected	
  
	
  

None	
  
<	
  5	
  drinks	
  
≥	
  5	
  drinks	
  

	
  
Resistance	
   Suspected	
  

drug	
  rape	
  	
  
Physical	
  
findings	
  

Anogenital	
  
injury	
  

Previous	
  
assault/abuse	
  

No	
  
Verbal	
  
Physical	
  	
  

Yes	
  
No	
  

Yes	
  
No	
  

Yes	
  
No	
  

Yes	
  
No	
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ICD	
  Codes	
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   Schizophrenia	
   Episodes	
  of	
  psychoses	
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   Mood	
  disorders	
   Bipolar	
  conditions	
  	
  

F40-­‐48	
   Phobic	
  anxiety	
  disorders	
   Anxiety,	
  obsessive-­‐compulsive	
  disorders	
  and	
  
post-­‐traumatic	
  stress	
  disorder	
  (PTSD)	
  

F50-­‐59	
   Behavioural	
  changes	
  due	
  to	
  
psychological	
  factors.	
  

Eating	
  disorders	
  and	
  mental	
  disorders	
  during	
  
the	
  puerperium	
  

F60-­‐69	
   Disturbance	
  of	
  personality	
  
structure	
  	
  

Personality	
  disorders	
  and	
  gender	
  and	
  sexuality	
  
deviations	
  

F70-­‐79	
   Mental	
  retardation	
   	
  
F80-­‐89	
   Development	
  disorders	
   Autism	
  

F90-­‐98	
   Behavioural	
  and	
  emotional	
  
disorders	
  	
   Attention	
  Deficit/Hyperactivity	
  Disorder	
  (ADHD)	
  

T39-­‐59	
   Intoxications	
  
Adverse	
  effects	
  of	
  medical	
  and	
  non-­‐medical	
  
substances	
  i.e.	
  analgesic,	
  alcohol	
  and	
  
detergents	
  	
  

X60-­‐84	
   Intentional	
  self-­‐harm	
   Medical	
  substances,	
  weapons,	
  sharp	
  objects	
  
(i.e.	
  cutting)	
  	
  

Z915	
   History	
  of	
  suicide	
  attempt	
  	
   History	
  of	
  self-­‐harm	
  not	
  in	
  X60-­‐84	
  

Z032-­‐Z004	
   Unspecified	
  psychiatric	
  
disorder	
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ders would provide us with the best foundation for assessing somatic health 
and for comparison with other studies. As previous studies have identified an 
increase in pain related to the abdomen and reproductive system in women 
who experience a sexual assault, we also wanted to investigate if this affected 
the women’s risk of undergoing diagnostic laparoscopic surgery and we the-
refore also included this code. All the diagnosis was chosen before any results 
were present and results are presented for all the diagnosis that was chosen 
for investigation. 
We labelled each of the diagnosis as either chronic or non-chronic. The chro-
nic diagnoses were only registered once for each woman in each time period. 
The non-chronic diagnoses were registered as a new event with a 12 weeks 
period, during the five years before and the five years after the assault. All 
diagnostic codes included are presented in Table 4.
In addition we wanted to investigate possible differences in the number of vi-
sits to a general practitioner and we therefore counted number of these visits 
for each year in the 10 year follow-up period for both groups.



23MATERIALS AND METHODS

Table 4. Somatic diagnosis codes included in study III

6.4 Statistical analysis
Paper I
Data were analysed by IBM SPSS Statistics for Windows version 19. Descrip-
tive bivariate analysis was done to study associations between different 
characteristics regarding the assault and 1) the age of the victim, and 2) the 
relationship between victim and perpetrator. We reported numbers and 
percentages and p-values describing the probability that an association was 

Table	
  4.	
  Somatic	
  diagnosis	
  codes	
  included	
  in	
  study	
  III	
  
	
  
Categories	
   Chronic	
  Diagnosis	
   ICD	
  Codes	
  included¹	
  
Infections	
   Human	
  immunodeficiency	
  virus	
   B20-­‐B24	
  

Endocrine	
  system	
   Type	
  1	
  diabetes	
  	
  
Type	
  2	
  diabetes	
  

E10	
  
E11	
  

Nervous	
  system	
   Epilepsy	
  	
  
Multiple	
  sclerosis	
  

G40	
  
G35	
  

Cardiovascular	
  system	
  
Hypertension	
  	
  
Ischemic	
  heart	
  disease	
  

I10-­‐15	
  
I20-­‐25	
  

Respiratory	
  system	
   Chronic	
  obstructive	
  pulmonary	
  disease	
  	
  Asthma	
  
J44	
  
J45	
  

Digestive	
  system	
  
Appendicitis	
  
Inflammatory	
  Bowel	
  disease.	
  	
  
Disease	
  of	
  the	
  liver	
  

K35	
  
K50-­‐K51	
  
K70-­‐K77	
  

Musculoskeletal	
  system	
  and	
  
connective	
  tissue	
  

Fibromyalgia	
  
Rheumatoid	
  Arthritis	
  

M79	
  
M05	
  

Genitourinary	
  system	
  
Female	
  infertility	
  	
  
Endometriosis	
  

N97	
  
N80	
  

Categories	
   Non-­‐chronic	
  Diagnosis	
   ICD	
  Codes	
  included²	
  

Infections	
   Sexually	
  transmitted	
  diseases	
   A50-­‐A64,	
  B15-­‐B19	
  

Nervous	
  system	
   Migraine	
   G43	
  

Digestive	
  system	
  

Diseases	
  of	
  oesophagus,	
  stomach	
  and	
  
duodenum.	
  	
  	
  
Irritable	
  bowel	
  syndrome.	
  
Disorders	
  of	
  gallbladder,	
  biliary	
  tract	
  and	
  
pancreas	
  

K20-­‐K31	
  	
  
	
  
K58	
  	
  
	
  
K80-­‐87	
  

Genitourinary	
  system	
  

Inflammatory	
  diseases	
  of	
  female	
  pelvic	
  organs.	
  
Abnormal	
  uterine	
  and	
  vaginal	
  bleeding.	
  	
  
Pain	
  associated	
  with	
  female	
  genital	
  organs.	
  	
  
Dysplasia	
  of	
  cervix	
  uteri.	
  

N70-­‐N77	
  	
  
	
  
N91-­‐N93	
  
N94-­‐N95	
  
N87	
  

Pregnancy,	
  childbirth	
  and	
  the	
  
puerperium	
  

Ectopic	
  pregnancy	
  and	
  pregnancy	
  with	
  abortive	
  
outcome.	
  	
  
Maternal	
  disorders	
  related	
  to	
  pregnancy	
  and	
  
childbirth:	
  Oedema,	
  proteinuria	
  and	
  
hypertensive	
  disorders.	
  Vomiting,	
  bleeding	
  and	
  
gestational	
  diabetes.	
  	
  
Delivery.	
  
Complications	
  of	
  labour	
  and	
  delivery	
  

O00,	
  O03-­‐O06	
  	
  
	
  
	
  
O10-­‐O16	
  	
  
O20,	
  O21,	
  O24	
  	
  
	
  
O80-­‐O84	
  	
  
O60-­‐O75	
  

Symptoms	
  and	
  abnormal	
  clinical	
  
findings,	
  not	
  elsewhere	
  classified	
  

Circulatory	
  and	
  respiratory	
  systems	
  
Digestive	
  system	
  (including	
  abdominal	
  pain)	
  	
  
Nervous	
  and	
  musculoskeletal	
  systems	
  

	
  
R00-­‐R09,	
  R53,	
  R55	
  	
  
	
  
R10-­‐R19	
  
	
  
R25-­‐R29,	
  R51-­‐R52,	
  R56	
  	
  
	
  

Injuries	
   Fracture	
  of	
  extremities	
   S42,	
  S52,	
  S72,	
  S82	
  

Surgery	
   Explorative	
  Laparoscopic	
  surgery	
   KJAH01	
  

¹Each	
  code	
  was	
  only	
  registered	
  once	
  for	
  each	
  woman	
  in	
  each	
  time	
  period.	
  
²Each	
  code	
  was	
  registered	
  as	
  a	
  new	
  incidence	
  after	
  12	
  weeks.	
  

1Each code was only registered 
once for each woman in each 
time period.
2Each code was registered as a 
new event after 12 weeks.
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due to chance.  P-values were based on likelihood ratio (chi- squared) stati-
stics and values of less than 0.05 were considered statistically significant. 
The p values indicate the overall association within the different groups of 
variables. To further investigate possible associations we performed multiple 
logistic regressions analysis to adjust for influences from other variables. We 
investigated how the different variables were associated with reporting to the 
police and the risk of injury and we adjusted for all the variables included 
in the descriptive bivariate analysis. Odds Ratio and 95 percent confidence 
intervals were reported.

Paper II and III
Using the Cochran–Mantel–Haenszel test we calculated the rate ratios (RR) of 
different psychiatric and somatic diagnosis between the exposed and non-
exposed women. It has been shown that a history of previous sexual victi-
misation is a possible modifier for later poor health and we wanted to adjust 
our results for this variable. Sensitivity analysis was performed to test our 
findings for known prior sexual victimisation.

6.5 Ethics
Approval from the Danish Data Protection Agency was granted on May 2010.  
As we only used anonymised data collected at the CVSA database we did not 
require additional approval. 
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Results

Paper I
The age of the 2912 women included ranged from 12-93 years with two thirds 
being between 15 and 24 years. Twelve percent of the women were of another 
ethnicity than Danish and approximately 70 % were either students or part 
of the workforce similar to Danish women in this age group according to 
Statistic Denmark. Table 5 shows characteristics according to age, Table 6 ac-
cording to victims-perpetrator relationship and Table 7 show the results from 
the multivariate regression analysis.    

Two thirds of the women had some prior relationship with their perpetrator. 
Almost half had a close relationship, reporting the perpetrator as a current 
or former boyfriend, family member, or someone they considered a friend. 
These women were most often assaulted in their own or the perpetrators 
home. Women with no previous contact or knowledge of their perpetrator 
were more likely to report to the police and had a higher risk of sustaining a 
physical injury during the assault compared to the women who knew their 
perpetrator. 
A physical injury was found in 40 % of the women. Of the 70 % of women 
who reported vaginal/anal penetration, 30 % had a genital injury. Nearly half 
the women said they gave some kind of resistance during the assault, most 
often verbal.

Women older than 45-years were most likely to report to the police and to 
sustain an ano-genital and physical injury. They were more likely to be as-
saulted in their own or the perpetrators home and less likely to be heavily 
intoxicated at the time of assault as compared to the younger women. 

Almost half the women had an alcohol intake of more than five units. For 10 
% of the women their intake of alcohol resulted in amnesia. Twelve percent 
of the women suspected they had been victims of a drug rape. The majority 
of these women were 25-34 years old and had met their perpetrator within 
24 hours before the assault. Women who drank alcohol in connection with 
the assault were less likely to report to the police and had a higher risk of 
sustaining a physical injury.  Women who drank more than five units of alco-
hol were more often sexually assaulted by a stranger or someone they meet 
within 24 hours.  

Almost a third of the women reported that they had been diagnosed with a 
chronic medical or psychiatric condition and 20 % reported daily intake of 

7
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different psychotropic’s. The same proportion reported previous episodes of 
sexual assault or childhood sexual abuse. These findings led to the investiga-
tion into the health of the sexually assaulted women before and after the 
assault presented in paper II and III. 

Table 5. Assault characteristics according to the  age of the victim.

¹Each	
  code	
  was	
  only	
  registered	
  once	
  for	
  each	
  woman	
  in	
  each	
  time	
  period.	
  
²Each	
  code	
  was	
  registered	
  as	
  a	
  new	
  incidence	
  after	
  12	
  weeks.	
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  45+	
  	
  	
  	
  
	
  	
  	
  	
  N	
  (%)	
  

Total	
  	
  	
  	
  	
  	
  	
  	
  	
  P	
  	
  
	
  N	
  (%)	
  

Police	
  reporting	
  

- Yes	
  
- No	
  
- Rejected	
  

	
  
	
  	
  1127(68.7)	
  
	
  	
  	
  440	
  (26.8)	
  
	
  	
  	
  	
  	
  38	
  (2.3)	
  

	
  
	
  	
  	
  338	
  (66.4)	
  
	
  	
  	
  160	
  (31.4)	
  
	
  	
  	
  	
  	
  	
  	
  8	
  	
  (1.6)	
  

	
  
	
  	
  	
  156	
  (69.6)	
  
	
  	
  	
  	
  	
  53	
  (23.7)	
  
	
  	
  	
  	
  	
  	
  	
  8	
  (3.6)	
  

	
  
135	
  (84.4)	
  
	
  	
  17	
  (10.6)	
  
	
  	
  	
  	
  7	
  	
  (4.4)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
	
  1756	
  (69.3)	
  
	
  	
  	
  670	
  (26.4)	
  
	
  	
  	
  	
  	
  61	
  (2.4)	
  	
  	
  	
  	
  

Place	
  of	
  assault	
  

- Home	
  
- Outside	
  
- Workplace	
  
- Vehicle	
  
- Restaurant	
  

	
  
	
  	
  	
  881	
  (53.5)	
  
	
  	
  	
  444	
  (27.0)	
  
	
  	
  	
  	
  	
  56	
  (3.4)	
  
	
  	
  	
  119	
  (7.2)	
  
	
  	
  	
  	
  	
  87	
  (5.3)	
  

	
  
	
  	
  	
  296	
  	
  (57.9)	
  
	
  	
  	
  113	
  	
  (22.1)	
  
	
  	
  	
  	
  	
  11	
  	
  (2.2)	
  
	
  	
  	
  	
  	
  27	
  	
  (5.3)	
  
	
  	
  	
  	
  	
  44	
  	
  (8.6)	
  

	
  
	
  	
  	
  137	
  (61.2)	
  
	
  	
  	
  	
  	
  52	
  (23.2)	
  
	
  	
  	
  	
  	
  	
  	
  3	
  	
  (1.3)	
  
	
  	
  	
  	
  	
  15	
  	
  (6.7)	
  
	
  	
  	
  	
  	
  12	
  	
  (5.4)	
  

	
  
109	
  (68.1)	
  
	
  	
  35	
  (21.9)	
  
	
  	
  	
  	
  2	
  	
  (1.3)	
  
	
  	
  	
  	
  5	
  	
  (3.1)	
  
	
  	
  	
  	
  5	
  	
  (3.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.002	
  
1423	
  (56.0)	
  
	
  	
  644	
  (25.3)	
  
	
  	
  	
  	
  72	
  (2.8)	
  
	
  	
  166	
  (6.5)	
  
	
  	
  148	
  (5.8)	
  	
  	
  	
  	
  	
  	
  	
  

Relation	
  to	
  	
  perpetrator	
  

- Known	
  
- Authority	
  
- <24	
  hours	
  
- Unknown	
  

	
  
	
  	
  727	
  (44.2)	
  
	
  	
  	
  	
  28	
  	
  (1.7)	
  
	
  	
  360	
  	
  (21.9)	
  
	
  	
  422	
  	
  (25.7)	
  

	
  
	
  	
  	
  205	
  	
  (40.2)	
  
	
  	
  	
  	
  	
  15	
  	
  (2.9)	
  
	
  	
  	
  129	
  	
  (25.3)	
  
	
  	
  	
  132	
  	
  (25.9)	
  

	
  
	
  	
  114	
  (50.9)	
  
	
  	
  	
  	
  	
  	
  5	
  (2.2)	
  
	
  	
  	
  	
  47	
  	
  (21.0)	
  
	
  	
  	
  	
  45	
  	
  (20.1)	
  

	
  
	
  	
  70	
  (43.8)	
  
	
  	
  	
  	
  5	
  (3.1)	
  
	
  	
  26	
  (16.3)	
  
	
  	
  46	
  (28.8)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.134	
  
1116	
  (44.0)	
  
	
  	
  	
  	
  	
  53	
  (2.1)	
  
	
  	
  	
  562	
  (22.1)	
  
	
  	
  	
  645	
  (25.4)	
  	
  	
  	
  	
  	
  	
  	
  

Victim	
  alcohol	
  intake	
  	
  

- None	
  
- <5	
  drinks	
  
- ≥5	
  drinks	
  

	
  
	
  	
  526	
  	
  (32.0)	
  
	
  	
  348	
  	
  (21.1)	
  
	
  	
  678	
  	
  (41.2)	
  

	
  
	
  	
  	
  163	
  	
  (31.9)	
  
	
  	
  	
  	
  	
  85	
  	
  (16.6)	
  
	
  	
  	
  233	
  	
  (45.6)	
  

	
  
	
  	
  	
  	
  75	
  	
  (33.5)	
  
	
  	
  	
  	
  37	
  	
  (16.5)	
  
	
  	
  	
  	
  96	
  	
  (42.9)	
  

	
  
	
  	
  55	
  (34.4)	
  
	
  	
  48	
  (30.0)	
  
	
  	
  44	
  (27.5)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.003	
  
	
  819	
  (32.2)	
  
	
  518	
  (20.4)	
  
1051	
  (41.4)	
  	
  	
  	
  	
  	
  

Suspected	
  Drug	
  Rape	
  

- Yes	
  
	
  	
  	
  -­‐	
  	
  	
  	
  	
  	
  No	
  

	
  
	
  	
  135	
  	
  (10.8)	
  
1067	
  	
  (85.6)	
  

	
  
	
  	
  	
  	
  	
  72	
  (19.3)	
  
	
  	
  	
  286	
  (76.7)	
  

	
  
	
  	
  	
  	
  15	
  	
  (9.7)	
  
	
  	
  129	
  	
  (83.2)	
  

	
  
	
  	
  	
  	
  5	
  	
  (4.0)	
  
116	
  (92.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
	
  	
  227	
  (11.9)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
1598	
  (84.0)	
  	
  	
  	
  

Resistance	
  

- No	
  
- Verbal	
  
- Physical	
  

	
  
	
  	
  693	
  	
  (42.1)	
  
	
  	
  509	
  	
  (30.9)	
  
	
  	
  231	
  	
  (14.0)	
  

	
  
	
  	
  	
  232	
  (45.4)	
  
	
  	
  	
  138	
  	
  (27.0)	
  
	
  	
  	
  	
  	
  60	
  	
  (11.7)	
  

	
  
	
  	
  	
  108	
  (48.2)	
  
	
  	
  	
  	
  	
  56	
  (25.0)	
  
	
  	
  	
  	
  	
  29	
  (12.9)	
  

	
  
	
  	
  67	
  (41.9)	
  
	
  	
  51	
  (31.9)	
  
	
  	
  21	
  (13.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.316	
  
1100	
  (43.3)	
  
	
  	
  754	
  	
  (29.7)	
  
	
  	
  341	
  	
  (13.4)	
  	
  	
  	
  	
  	
  	
  	
  

Physical	
  findings	
  

- Yes	
  
- No	
  

	
  
	
  	
  811	
  (49.3)	
  
	
  	
  709	
  	
  (43.1)	
  

	
  
	
  	
  	
  301	
  (58.9)	
  
	
  	
  	
  177	
  (34.6)	
  

	
  
	
  	
  	
  135	
  (60.3)	
  
	
  	
  	
  	
  	
  75	
  (33.5)	
  

	
  
100	
  (62.5)	
  
	
  	
  45	
  (28.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
1347	
  (53.0)	
  	
  	
  	
  
1006	
  (40.0)	
  

Anogenital	
  injuries	
  

- Yes	
  
	
  	
  	
  -­‐	
  	
  	
  	
  	
  	
  No	
  

	
  
	
  	
  307	
  (26.5)	
  
	
  	
  655	
  (56.5)	
  

	
  
	
  	
  	
  	
  78	
  (22.5)	
  
	
  	
  214	
  (61.8)	
  

	
  
	
  	
  	
  	
  	
  48	
  (28.9)	
  
	
  	
  	
  	
  	
  88	
  (53.0)	
  

	
  
	
  	
  45	
  (40.2)	
  
	
  	
  54	
  (48.2)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.015	
  
	
  	
  478	
  (26.8)	
  	
  	
  	
  	
  
1011	
  (56.7)	
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Table 6. Assault characteristics according to the victim-perpetrator relationship.

Perpetrator	
  
stratification	
  

	
  	
  	
  Known	
  
perpetrator	
  
	
  	
  	
  	
  	
  	
  N	
  (%)	
  	
  	
  

	
  	
  	
  	
  	
  Authority	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  N	
  (%)	
  	
  	
  	
  

	
  	
  	
  	
  Known	
  <24	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  hours	
  
	
  	
  	
  	
  	
  	
  	
  N	
  (%)	
  

	
  	
  	
  	
  Unknown	
  
	
  perpetrator	
  
	
  	
  	
  	
  	
  	
  N	
  (%)	
  

	
  	
  Total	
  	
  	
  P	
  value	
  
	
  	
  	
  	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  N	
  (%)	
  

Former	
  assault/abuse	
  

- Yes	
  
- No	
  
- Missing	
  

	
  
	
  	
  	
  	
  319	
  	
  (28.6)	
  
	
  	
  	
  	
  530	
  	
  (47.5)	
  
	
  	
  	
  	
  267	
  	
  (23.9)	
  

	
  
	
  	
  	
  	
  	
  	
  	
  	
  7	
  (13.2)	
  
	
  	
  	
  	
  	
  	
  32	
  (60.4)	
  
	
  	
  	
  	
  	
  	
  14	
  (26.4)	
  

	
  
	
  	
  	
  	
  	
  149	
  (26.5)	
  
	
  	
  	
  	
  	
  304	
  (54.1)	
  
	
  	
  	
  	
  	
  109	
  (19.4)	
  

	
  
	
  	
  	
  	
  154	
  (23.9)	
  
	
  	
  	
  	
  345	
  (53.5)	
  
	
  	
  	
  	
  146	
  (22.6)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.012	
  
	
  	
  	
  	
  	
  629	
  (26.5)	
  
	
  	
  	
  	
  1211	
  (51.0)	
  
	
  	
  	
  	
  	
  	
  536	
  (22.6)	
  	
  	
  	
  	
  	
  	
  	
  	
  

Police	
  reporting	
  

- Yes	
  
- No	
  
- Rejected	
  

	
  

728	
  	
  (65.4)	
  
342	
  	
  (30.7)	
  
25	
  	
  	
  (2.2)	
  

	
  

40	
  (75.5)	
  
10	
  (18.9)	
  
1	
  	
  (1.9)	
  

	
  

370	
  	
  (66.2)	
  
159	
  	
  (28.4)	
  
18	
  	
  (3.2)	
  

	
  

507	
  	
  (78.8)	
  
116	
  (18.0)	
  
9	
  	
  (1.4)	
  

<0.001	
  
1645	
  (69.4)	
  
627	
  (26.5)	
  
53	
  (2.2)	
  

Place	
  of	
  assault	
  

- Home	
  
- Outside	
  
- Workplace	
  
- Vehicle	
  
- Restaurant	
  

	
  

884	
  (79.2)	
  
103	
  (9.2)	
  
42	
  (3.8)	
  
31	
  (2.8)	
  
35	
  (3.1)	
  

	
  

31	
  (58.5)	
  
4	
  (7.5)	
  
7	
  (13.2)	
  
4	
  (7.5)	
  
5	
  (9.4)	
  

	
  

326	
  (58.0)	
  
101	
  (18.0)	
  
7	
  (1.2)	
  
53	
  (9.4)	
  
60	
  (10.7)	
  

	
  

126	
  (19.5)	
  
383	
  (59.4)	
  
9	
  (1.4)	
  

74	
  (11.5)	
  
36	
  (5.6)	
  

<0.001	
  
1367	
  (57.5)	
  
591	
  (24.9)	
  
65	
  (2.2)	
  
162	
  (6.8)	
  
136	
  (5.7)	
  

Age	
  of	
  the	
  victim	
  

- 12-­‐24	
  years	
  
- 25-­‐34	
  years	
  
- 35-­‐44	
  years	
  
- 45+	
  years	
  

	
  

727	
  (65.1)	
  
205	
  (18.4)	
  
114	
  (10.2)	
  
70	
  (6.3)	
  

	
  

28	
  (52.8)	
  
15	
  (28.3)	
  
5	
  (9.4)	
  
5	
  (9.4)	
  

	
  

360	
  (64.1)	
  
129	
  (23.0)	
  
47	
  (8.4)	
  
26	
  (4.6)	
  

	
  

422	
  (65.4)	
  
132	
  (20.5)	
  
45	
  (7.0)	
  
46	
  (7.1)	
  

0.065	
  
1537	
  (64.7)	
  
481	
  (20.2)	
  
211	
  (8.9)	
  
147	
  (6.2)	
  

Victim	
  alcohol	
  intake	
  	
  

- None	
  
- <5	
  drinks	
  
- ≥5	
  drinks	
  

	
  

	
  	
  	
  477	
  (42.7)	
  
	
  	
  	
  230	
  (20.6)	
  
	
  	
  	
  344	
  (30.8)	
  

	
  

	
  	
  	
  	
  	
  	
  	
  31	
  (58.5)	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  7	
  (13.2)	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  8	
  (15.1)	
  

	
  

	
  	
  	
  	
  	
  	
  	
  69	
  (12.3)	
  
	
  	
  	
  	
  	
  111	
  (19.8)	
  
	
  	
  	
  	
  	
  354	
  (63.0)	
  

	
  

	
  	
  	
  	
  196	
  (30.4)	
  
	
  	
  	
  	
  141	
  (21.9)	
  
	
  	
  	
  	
  267	
  (41.4)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
	
  	
  773	
  (32.5)	
  
	
  	
  489	
  (20.6)	
  
	
  	
  973	
  (40.9)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Suspected	
  Drug	
  Rape	
  

- Yes	
  
- No	
  

	
  

	
  	
  	
  	
  	
  75	
  (9.0)	
  
	
  	
  	
  741	
  (88.8)	
  

	
  

	
  	
  	
  	
  	
  0	
  (0.0)	
  
	
  	
  	
  	
  	
  	
  31	
  (91.2)	
  

	
  

	
  	
  	
  	
  	
  	
  	
  75	
  (18.0)	
  
	
  	
  	
  	
  	
  325	
  (77.9)	
  

	
  

	
  	
  	
  	
  	
  	
  49	
  (10.4)	
  
	
  	
  	
  	
  	
  402	
  (85.7)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
	
  	
  199	
  (11.3)	
  
1499	
  (85.5)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Resistance	
  

- No	
  
- Verbal	
  
- Physical	
  

	
  

	
  	
  	
  482	
  (43.2)	
  
	
  	
  	
  343	
  (30.7)	
  
	
  	
  	
  177	
  (15.9)	
  

	
  

	
  	
  	
  	
  	
  	
  27	
  (50.9)	
  
	
  	
  	
  	
  	
  	
  	
  	
  9	
  (17.0)	
  
	
  	
  	
  	
  	
  	
  11	
  (20.8)	
  

	
  

	
  	
  	
  	
  	
  260	
  (46.3)	
  
	
  	
  	
  	
  	
  147	
  (26.2)	
  
	
  	
  	
  	
  	
  	
  	
  80	
  (14.2)	
  

	
  

	
  	
  	
  	
  	
  281	
  (43.6)	
  
	
  	
  	
  	
  	
  218	
  (33.8)	
  
	
  	
  	
  	
  	
  	
  	
  59	
  (9.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
1050	
  (44.2)	
  
	
  	
  717	
  (30.2)	
  
	
  	
  327	
  (13.8)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Physical	
  findings	
  

- Yes	
  
- No	
  

	
  

	
  	
  	
  542	
  (48.6)	
  
	
  	
  	
  486	
  (43.5)	
  

	
  

	
  	
  	
  	
  	
  	
  17	
  (32.1)	
  
	
  	
  	
  	
  	
  	
  28	
  (52.8)	
  

	
  

	
  	
  	
  	
  	
  299	
  (53.2)	
  
	
  	
  	
  	
  	
  235	
  (41.8)	
  

	
  

	
  	
  	
  	
  393	
  (60.9)	
  
	
  	
  	
  	
  202	
  (31.3)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  <0.001	
  
	
  	
  1251	
  (52.7)	
  
	
  	
  	
  	
  951	
  (40.0)	
  	
  	
  	
  	
  	
  	
  	
  

Anogenital	
  injuries	
  

- Yes	
  
- No	
  

	
  

	
  	
  	
  227	
  (25.1)	
  
	
  	
  	
  532	
  (58.8)	
  

	
  

	
  	
  	
  	
  	
  	
  	
  	
  5	
  (17.9)	
  
	
  	
  	
  	
  	
  	
  11	
  (39.3)	
  

	
  

	
  	
  	
  	
  	
  123	
  (30.4)	
  
	
  	
  	
  	
  	
  225	
  (55.7)	
  

	
  

	
  	
  	
  	
  100	
  (27.0)	
  
	
  	
  	
  	
  204	
  (55.1)	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  0.002	
  
	
  	
  	
  455	
  (26.7)	
  
	
  	
  	
  972	
  (60.0)	
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Table 7. Logistic regression analyses of subgroups of sexually assaulted women.

Values given are odds ratios with 95 % confidence interval, all adjusted for the other variables 

in table 5 and 6.

Paper II and III
In general, exposed women were found to have a higher frequency of somatic 
and psychiatric diagnosis, before as well as after the assault, compared to 
non-exposed women. Utilisation of health care due to a psychiatric disorder 
and visits to a general practitioner was also found to be significantly higher in 
exposed women throughout the entire follow-up period with no substantial 
changes before as compared to after the assault.  Of the 2501 women includ-
ed, the mortality rate during the last five years of follow-up was 1.64 % for 
the exposed women and 0.43 % for the non-exposed women, corresponding 
to a death ratio of 3.8 (95 % CI 2.5-5.8) in the exposed women. The average 
follow-up period was 9.7 years for both groups.
 
Psychiatric morbidity results - paper II
In the five-year period before the assault, 27.3 % of the exposed women 
(n=685) were registered with one or more psychiatric diagnosis. In the five-
year period after the assault this proportion was 34.1 % (n=854). In compari-
son, 4.8 % (n=480) of the non-exposed women were registered with one or 
more psychiatric diagnosis in the five years before the matched assault date, 
and 6.1 % (n=614) in the five-year period after the assault date. Resulting in 
a rate ratio for the exposed women compared to non-exposed in the five-year 
period before the assault of 5.7 (95 % CI 5.1-6.4). In the five years after the 
sexual assault the rate ratio was 5.6 (95 % CI 5.1-6.1). 

*= compared to women who had no alcohol intake. **= compared to women who knew their perpetrator.
***= compared to women assaulted in their home. ****= compared to women age 12-24 years.
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A significantly increased rate ratio of psychiatric diagnosis among the ex-
posed women was found for all of the 13 sub-diagnosis groups. Table 8 shows 
the rate ratio for the specific psychiatric disorders. 
The average number of contacts among women with a psychiatric diagnosis 
did not change significantly before as compared with after the sexual as-
sault for neither group of women as shown in Table 9. Among women who 
received psychiatric health care the average number of contacts was signifi-
cantly higher for the exposed women, with 8.1 before and 8.4 after the assault 
compared with 3.9 before and 4.4 after for the non-exposed women. 

Table 8. Subgroups of psychiatric disorders in female victims of sexual assault and among 

controls during a five-year period before and five-year period after the assault.

Rate ratios between victims and controls indicated during the two periods.

Table 8. 
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Rate ratios between victims and controls indicated during the two periods. 

 

Categories 
Exposed 
N=2,501 

Non-
exposed 
N=10,004 

Rate ratio 

 
Before 

(n)¹ 
After 
(n) 

Befor
e 

(n) 

After 
(n) Before After 

Number of women with one or 
more psychiatric diagnosis 685 854 480 614 5.7 (5.1-6.4)*** 5.6 (5.1-6.1)*** 

Psychiatric disorders due to 
psychoactive drugs  (DF1) 172 236 30 60 22.9 (15.6-33.7)*** 15.7 (11.9-20.8)*** 

Schizophrenia (DF2) 128 169 56 86 9.1 (6.7-12.5)*** 7.9 (6.1-10.2)*** 

Mood disorders (DF3) 171 228 120 203 5.7 (4.5-7.2)*** 4.5 (3.7-5.4)*** 

Phobic anxiety disorders (DF4) 406 532 267 353 6.1 (5.3-7.1)*** 6.0 (5.3-6.9)*** 

Behavioural changes due to 
physiological factors  (DF5) 66 73 73 87 3.6 (2.6-5.0)*** 3.4 (2.5-4.6)*** 

Disturbance of personality 
structure and behaviour (DF6) 246 300 103 145 9.6 (7.6-12.0)*** 8.3 (6.8-10.0)*** 

Mental retardation (DF7) 7 9 1 6 28.0 (3.5-227.5)** 6.0 (2.1-16.8)*** 

Developmental disorders (DF8) 3 12 7 5 1.7 (0.4-6.6) 9.6 (3.4-27.2)*** 

Behavioural and emotional 
disorders(DF9) 139 173 72 74  7.7 (5.8-10.2)*** 9.6 (7.1-12.2)*** 

Intoxications(DT39-DT4-DT5) 7 4 2 11  14.0 (2.9-67.4)*** 1.5 (0.5-4.6) 

Intentional self-harm 
(DX6-DX7-DX8) 31 53 11 20   11.3 (5.7-22.4)*** 10.6 (6.4-17.7)*** 

History of suicide 
attempt(DZ915) 0 8 0 1   Not estimable 32.0 (4.0-255.7)** 

Unspecified psychiatric 
disorder(DZ032-DZ004) 38 39 23 27   6.6 (4.0-11.1)*** 5.8 (3.5-9.4)*** 

	
  
¹Each woman is only included once within each diagnostic code and each five-year time period but may be 
present in more than one diagnosis group if she has been diagnosed with more than one disorder. 
*P < 0.05, **P < 0.01, ***P < 0.001. 
	
  
	
  
	
  

¹Each woman is only included once within each diagnostic code and each five-year time period but may be present in 
more than one diagnosis group if she has been diagnosed with more than one disorder.
*P < 0.05, **P < 0.01, ***P < 0.001.
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Table 9. Average number of hospital contacts for different psychiatric diagnoses in exposed 

and non-exposed women with at least one contact before and after assault (95 % confi-

dence intervals).

Table 9.  
 
Average number of hospital contacts under different psychiatric diagnoses in exposed and 

non-exposed women with at least one contact before and after assault (95 % confidence 

intervals). 

Categories Exposed 
         Before                    After  

Non-exposed 
      Before               After 

Total number of contacts 5527 7152 1880 2678 

Psychiatric disorders due 
to psychoactive drugs  
(DF1) 

5.8 (4.5-7.2)  4.8 (3.8-5.7) 2.7 (0.8-4.6) 2.8 (1.2-4.4) 

Schizophrenia (DF2) 8.7 (6.5-10.9) 8.6 (6.8-10.4)* 5.5 (3.9-7.1) 5.0 (3.5-6.5)* 

Mood disorders (DF3) 3.5 (2.7-4.3) 3.2 (2.5-3.9) 2.5 (2.1-3.0) 2.3 (2.0-2.6) 

Phobic anxiety disorders 
(DF4) 2.4 (2.1-2.7) 2.5 (2.3-2.7) 2.0 (1.6-2.4) 2.2 (1.8-2.6) 

Behavioural changes due 
to physiological factors  
(DF5) 

 3.5 (2.0-5.1) 4.1 (2.6-5.6) 2.2 (0.7-3.7) 2.9 (1.4-4.4) 

Disturbance of personality 
structure and behaviour  
(DF6) 

5.0 (4.0-6.0)* 5.1 (4.2-6.0)* 2.8 (2.2-3.4)* 2.6 (2.1-3.1)* 

Mental retardation (DF7) 1.7 (0.0-6.0)  2.1 (0.0-5.5) 1.0 (-) 1.7 (0.0-6.7) 

Developmental disorders 
(DF8) 4.3 (0.0-23.5) 3.9 (1.1-6.7) 3.3 (0.0-7.5) 2.2 (0.0-8.5) 

Behavioural and 
emotional disorders (DF9) 1.7 (1.5-2.0) 2.5 (2.0-3.0) 2.1 (0.6-3.6) 1.7 (0.2-3.2) 

Intoxications(DT39-DT4-
DT5) 2.0 (0.0-6.2) 1.8 (0.0-11.0) 1.0 (-) 0 

Intentional self-harm 
(DX6-DX7-DX8) 1.7 (0.0-3.6) 1.7 (0.1-5.2) 1.2 (0.0-4.1) 1.6 (0.0-3.8) 

History of suicide attempt 
(DZ915) 0 2.5 (0.0-5.0) 0 2.0 (-) 

Unspecified psychiatric 
disorder (DZ032-DZ004) 1.3 (0.0-3.0) 1.2 (0.0-3.0) 1.2 (0.0-3.2) 1.3 (0.0-3.2) 

All psychiatric contacts  8.1 (7.1-9.2)* 8.4(7.5-9.3)* 3.9 (3.41-4.39)* 4.4 (3.9-4.9)* 

*P < 0.05 for number of contacts between exposed and non-exposed before and after the assault. 
	
  
	
  
 

*P < 0.05 for number of contacts between exposed and non-exposed before and after the assault.
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Somatic morbidity – paper III
Chronic diagnosis
Rate ratio of chronic diagnoses that were significantly higher in the exposed 
women as compared to the non-exposed in the period of both five years 
before the assault and five years after were; epilepsy, ischemic heart disease, 
chronic obstructive pulmonary disease, asthma, appendicitis, disease of the 
liver and fibromyalgia.  
The rate ratios of type 1 and 2 diabetes were significantly higher in the ex-
posed women only in the period of five years after the assault. 
The rate ratio of hypertension was significantly higher in the exposed women 
only in the period of five years before the assault.
None of the non-exposed women were diagnosed with Human Immunodefi-
ciency Virus in the period of five years before the assault. The rate ratio was 
significantly higher in the exposed women in the period of five years after the 
assault but, based, however, on only two cases in the non-exposed group. 
Rate ratios of multiple sclerosis, inflammatory bowel disease, rheumatoid 
arthritis, infertility and endometriosis did not reach statistical significance 
between the two groups.
Table 10 show the rate ratio for the chronic diagnosis. 

Non-chronic diagnosis
Rate ratio of non-chronic diagnoses that were significantly higher in the 
exposed women compared to the non-exposed in the period of both five years 
before and after the assault were; sexually transmitted diseases, diseases of 
oesophagus, stomach and duodenum, disease of gallbladder, biliary tract and 
pancreas, inflammatory disease of the female pelvic organs, abnormal uter-
ine and vaginal bleeding and pain and fractures. Numbers of spontaneous 
and induced abortions were also significantly higher in both time periods. 
None of the women in either group had an induced abortion after 12 weeks 
of pregnancy, which is the legal limit in Denmark.
The group of diagnosis labelled “symptoms and findings not elsewhere 
classified” for both the circulatory and respiratory system, digestive system 
and nervous and musculoskeletal system were all significantly higher in the 
exposed women compared to the non-exposed in both time periods. 
Less than 0.5 % of the women in both groups had been diagnosed with dys-
plasia of the cervix in the time period of five years before the sexual assault, 
and significantly more women in the exposed group were diagnosed with 
dysplasia after the sexual assault compared to the non-exposed women. 
Number of women with maternal disorders due to pregnancy (i.e. pre-eclamp-
sia, gestational diabetes, vomiting etc.) was higher in the exposed women 
compared to the non-exposed but only reached statistical significance in the 
five year period after the assault.
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More exposed women underwent laparoscopic surgery compared to non-
exposed but the difference was only significant after the assault.  
Number of women seen with irritable bowel syndrome was only significantly 
higher in the exposed group in the period of five years before the assault.    
Number of women with a diagnosis of migraine, ectopic pregnancy, number 
of childbirths and complications to delivery were not significantly different 
between the exposed and non-exposed women, neither before nor after the 
sexual assault.    
Table 11 show the rate ratio for the chronic diagnosis.

Visits to practitioner 
The average number of contacts to a general practitioner among the exposed 
women was significantly higher in each of the years in the follow-up period 
as compared with the non-exposed women. A small increase in number of 
visits one year after the assault was observed in the exposed women, but no 
substantial changes in numbers of visits during the follow-up period was 
found within the two groups.
Figure 3 show number of visits to a generel practitioner
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Table 10. Subgroups of chronic somatic disease during a five-year period before and five-year 

period after the assault. Rate ratios between exposed and non-exposed women indicated 

between the two time periods with 95% confidence intervals.

Table 10. Subgroups of chronic somatic disease during a five-year period before and five-

year period after the assault. Rate ratios between exposed and non-exposed women 

indicated between the two time periods with 95% confidence intervals. 
 

Categories Exposed 
N=2,501 

Non-exposed 
N=10,004 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Human Immunodeficiency Virus  7 19 0 2 Not estimable 38.0 (8.9-163.0)*** 

Type 1 diabetes 11 25 44 60   1.0 (0.5-2.0) 1.7 (1.0-2.7)* 

Type 2 diabetes 3 27 26 67   0.5 (0.1-1.5) 1.6 (1.0-2.5)* 

Epilepsy 86 81   120 79   2.9 (2.2-3.8)*** 4.1 (3.0-5.6)*** 

Multiple sclerosis 4 9 12 23  1.3 (0.4-4.1) 1.6 (0.7-3.4) 

Hypertension 21 39 48 166  1.8 (1.1-2.9)* 0.9 (0.7-1.3) 

Ischemic heart disease 15 22 30 41  2.0 (1.1-3.7)* 2.2 (1.3-3.6)** 

Chronic obstructive pulmonary 
disease 16 37 19 36  3.4 (1.7-6.5)*** 4.1 (2.6-6.5)*** 

Asthma 127 134 256 262  2.0 (1.6-2.4)*** 2.1 (1.7-2.5)*** 

Inflammatory bowel disease 18 24 51 103  1.4 (0.8-2.4) 0.9 (0.6-1.5) 

Appendicitis 78 53 198 120  1.6 (1.2-2.0)*** 1.8 (1.3-2.4)*** 

Chronic disease of the liver 20 49 23 28  3.5 (1.9-6.3)*** 7.0(4.4-11.1)*** 

Fibromyalgia 5 16 6 35  3.3 (1.0-10.9)* 1.8 (1.0-3.3)* 

Rheumatoid arthritis 1 5 7 24  0.6 (0.1-4.6) 0.8 (0.3-2.2) 

Female infertility 22 67 117 289  0.8 (0.5-1.2) 0.9 (0.7-1.2) 

Endometriosis 11 29 37 109  1.2 (0.6-2.3) 1.1 (0.7-1.6) 

¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 

one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001. 
¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 
one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001.
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Table 11. Subgroups of non-chronic somatic disease in exposed and non-exposed during a 

five-year period before and five-year period after the assault. Rate ratios between exposed 

and non-exposed indicated during the two periods with 95 % confidence Intervals.
 

Categories Exposed 
N=2,501 

Non-exposed 
N=10,004 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Sexually transmitted diseases 88 136 107 179 3.3 (2.5-4.3)*** 3.0 (2.4-3.8)*** 

Migraine 16 22 41 58 1.6 (0.9-2.8) 1.5 (0.9-2.5) 

Diseases of oesophagus, 
stomach and duodenum 66 76 86 126 3.1 (2.2-4.2)*** 2.4 (1.8-3.2)*** 

Irritable bowel syndrome 21 19 38 67 2.2 (1.3-3.8)** 1.1 (0.7-1.9) 

Disease of gallbladder, biliary 
tract and pancreas 36 52 59 128 2.4 (1.6-3.7)*** 1.6 (1.2-2.2)** 

Inflammatory diseases of the 
female pelvic organs 68 115 93 153 2.9 (2.1-4.0)*** 3.0 (2.4-3.8)*** 

Dysplasia of cervix uteri 9 37 44 73 0.8 (0.4-1.7) 2.0 (1.4-3.0)*** 

Abnormal uterine and vaginal 
bleeding and pain 70 135 136 230 2.1 (1.5-2.7)*** 2.3 (1.9-2.9)*** 

Ectopic pregnancy 10 16 38 38 1.1 (0.5-2.1) 1.6 (0.9-3.0) 

Spontaneous abortion  50 82 116 207 1.7 (1.2-2.4)** 1.6 (1.2-2.0)*** 

Induced abortion at any stage of 
pregnancy   316 493 586 730 2.2 (1.9-2.5)*** 2.7 (2.4-3.0)*** 

Giving birth 218 419 1040 1791  0.8 (0.7-1.0) 0.9 (0.8-1.0) 

Maternal disorders related to 
pregnancy 57 124 186 364  1.2 (0.9-1.6) 1.4 (1.1-1.7)** 

Complications of labour and 
delivery 130 271 622 1228  0.8 (0.7-1.0) 0.9 (0.8-1.0) 

Circulatory and respiratory²  
 116 141 143 219 3.2 (2.6-4.1)*** 2.6 (2.1-3.2)*** 

Digestive system² 283 398 417 608 2.7 (2.3-3.1)*** 2.6 (2.3-3.0)*** 

Nervous and musculoskeletal² 96 169 116 206 3.3 (2.5-4.3)*** 3.3 (2.7-4.0)*** 

Explorative Laparoscopic 
surgery  21 50 55 59 1.5 (0.9-2.5) 3.4 (2.3-5.0)*** 

Fractures 93 77 169 140 2.2 (1.7-2.8)*** 2.2 (1.7-2.9)*** 

¹Each woman may be included more than once within each diagnostic code and time period as we register 

each diagnosis as a “new case” after 12 weeks. Each woman may also be present in more than one 

diagnostic code if she has been diagnosed with more than one of the diseases investigated in this study.  

²Symptoms and findings not elsewhere classified. *P<0.05, **P<0.01, ***P<0.001. 

	
  

¹Each woman may be included more than once within each diagnostic code and time period as we register each diagno-
sis as a “new case” after 12 weeks. Each woman may also be present in more than one diagnostic code if she has been 
diagnosed with more than one of the diseases investigated in this study.  
²Symptoms and findings not elsewhere classified. *P<0.05, **P<0.01, ***P<0.001.
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Fig. 3. Average numbers of contacts to general practitioner for each year of the follow-up period. 

Sensitivity analysis
Twenty-three percent of the exposed women (n=586) reported previous sexual 
victimisation and when removed from the analysis an overall decrease in 
rate ratio of psychiatric diagnosis was observed between the two groups of 
women as shown in Table 12. In regards to the somatic diagnosis, the sensitiv-
ity analysis showed minor changes in the rate ratio with an overall tendency 
to decrease in the exposed women compared to the non-exposed in most 
diagnostic codes (Table 13 and 14). The rate ratio of having a diagnosis of 
fibromyalgia in the period of five years before the assault increased from 3.3 
(1.0-10.9) to 6.0 (1.0-35.9) when women with previous sexual victimisation 
was removed, however only based on three cases in the exposed group. 
In regards to number of visits to a general practitioner we found a slight de-
crease in visits in the exposed women throughout the entire follow-up period 
when women with prior sexual victimisation were removed. No substantial 
changes were seen in the non-exposed women. 
Figure 4 show number of visits to a generel practitioner adjusted for previous 
sexual victimisation.

A total of 536 women (21 %) did not answer questions regarding previous 
sexual victimisation. 

*P<0.05
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Table 12. Subgroups of psychiatric disorders in female victims of sexual assault and among 

controls during a five-year period before and five-year period after the assault. Data from 

women with known prior sexual victimisation are removed. Rate ratios between victims and 

controls indicated during the two periods.

Table 12.  
Subgroups of psychiatric disorders in female victims of sexual assault and among controls 

during a five-year period before and five-year period after the assault. Data from women 

with known prior sexual victimisation are removed. 

Rate ratios between victims and controls indicated during the two periods. 
 

Categories Exposed 
N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Number of women with one or 
more psychiatric diagnosis 454 599 349 461  5.2 (4.6-5.9)***   5.2 (4.6-5.8)*** 

Psychiatric disorders due to 
psychoactive drugs  (DF1) 108 156 19 42 22.7(14.0-37.0)*** 14.8(10.6-20.8)*** 

Schizophrenia (DF2) 75 113 43 66   7.0 (4.8-10.1)*** 6.8 (5.1-9.2)*** 

Mood disorders (DF3) 114 173 95 158    4.8 (3.7-6.3)*** 4.4 (3.5-5.4)*** 

Phobic anxiety disorders (DF4) 271 364 186 264    5.8 (4.9-7.0)*** 5.5 (4.7-6.4)*** 

Behavioural changes due to 
physiological factors  (DF5) 44 46 55 66    3.2 (2.2-4.7)*** 2.8 (2.0-4.0)*** 

Disturbance of personality 
structure and behaviour (DF6) 155 207 73 109    8.5 (6.5-11.2)*** 7.6 (6.1-9.6)*** 

Mental retardation (DF7) 4 6 1 4 16.0(1.8-143.1)*** 6.0 (1.7-21.2)** 

Developmental disorders (DF8) 2 8 5 4    1.6 (0.3-8.2) 8.0 (2.4-26.5)*** 

Behavioural and emotional 
disorders (DF9) 92 119 56 59 6.6 (4.7-9.1)*** 8.1 (5.9-11.0)*** 

Intoxications (DT39-DT4-DT5) 4 3 2 0 8.0 (1.5-43.6)* Not estimable 

Intentional self-harm  
(DX6-DX7-DX8) 21 32 9 14 9.3 (4.3-20.3)*** 9.1 (4.9-17.1)*** 

History of suicide attempt 
(DZ915) 0 4 0 1 Not estimable 16.0 (1.8-143.1)* 

Unspecified psychiatric disorder 
(DZ032-DZ004) 27 27 18 23 6.0 (3.3-10.9)*** 4.7 (2.7-8.1)*** 

¹Each woman is only represented once within each diagnostic code and each 5 year time period but can be 
present in more than one diagnostic code if she has been diagnose with more than one disorder. 
*P < 0.05, **P < 0.01, ***P < 0.001.  
 
	
  
	
  

¹Each woman is only represented once within each diagnostic code and each 5 year time period but can be present in 
more than one diagnostic code if she has been diagnose with more than one disorder.
*P < 0.05, **P < 0.01, ***P < 0.001. 
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Table 13. Subgroups of chronic somatic disease during a five-year period before and five-year 

period after the assault. Rate ratios between exposed and non-exposed women indicated 

between the two time periods with 95% confidence intervals. Results censored for previous 

sexual victimization.

Table 13.  
Subgroups of chronic somatic disease during a five-year period before and five-year 
period after the assault. Rate ratios between exposed and non-exposed women indicated 
between the two time periods with 95% confidence intervals. Results censored for 
previous sexual victimization. 
 

Categories Exposed 
 N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Human Immunodeficiency Virus  5 12 0 1 Not estimable 48.0 (6.2-369.0)*** 

Type 1 diabetes 8 21 30 44   1.1 (0.5-2.3) 1.9 (1.1-3.2)* 

Type 2 diabetes 3 27 20 54   0.6 (0.2-2.0) 2.0 (1.3-3.2)** 

Epilepsy 60 52     88 60   2.7 (2.0-3.7)*** 3.5 (2.4-5.0)*** 

Multiple sclerosis 3 6 10 17  1.2 (0.3-4.4) 1.4 (0.5-3.6) 

Hypertension 14 27 29 130  1.9 (1.0-3.6)* 0.8 (0.6-1.3) 

Ischemic heart disease 9 12 24 30  1.5 (0.7-3.2) 1.6 (0.8-3.1) 

Chronic obstructive pulmonary 
disease 10 24 14 29  2.9 (1.3-6.4)* 3.3 (2.0-5.7)*** 

Asthma 90 99 198 212  1.8 (1.4-2.3)*** 1.9 (1.5-2.4)*** 

Inflammatory bowel disease 11 16 35 83  1.3 (0.6-2.5) 0.8 (0.5-1.3) 

Appendicitis 52 47 155 93  1.3 (1.2-2.0)*** 2.0 (1.3-2.4)*** 

Chronic disease of the liver 11 37 16 22  2.8 (1.3-5.9)** 6.7 (4.0-11.4)*** 

Fibromyalgia 3 12 2 24  6.0 (1.0-35.9)* 2.0 (1.0-4.0)* 

Rheumatoid arthritis 1 4 4 16  1.0 (0.1-8.9) 1.0 (0.3-3.0) 

Female infertility 17 52 93 215  0.7 (0.4-1.2) 1.0 (0.7-1.3) 

Endometriosis 6 21 25 79  1.0 (0.4-2.3) 1.1 (0.7-1.7) 

¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 

one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001. 
¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 
one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001.
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Table 14. Subgroups of non-chronic somatic disease in exposed and non-exposed during a 

five-year period before and five-year period after the assault. Rate ratios between exposed 

and non-exposed indicated during the two periods with 95 % confidence Intervals. Results 

censored for previous sexual victimization.

Fig. 4. Average numbers of contacts to general practitioner for each year of the follow-up period. 

 
 
Table 14.  
Subgroups of non-chronic somatic disease in exposed and non-exposed during a five-year period 

before and five-year period after the assault. Rate ratios between exposed and non-exposed 

indicated during the two periods with 95 % confidence Intervals. Results censored for previous 

sexual victimization.  

Categories Exposed 
N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Sexually transmitted diseases 65 87 75 139 3.5 (2.5-4.8)*** 2.5 (1.9-3.3)*** 
Migraine 8 12 29 8 1.1 (0.5-2.4) 1.3 (0.7-2.4) 
Diseases of oesophagus, 
stomach and duodenum 44 52 52 89 3.4 (2.3-5.0)*** 2.3 (1.7-3.3)*** 

Irritable bowel syndrome 9 12 31 54 1.7 (0.6-2.4) 0.9 (0.5-1.7) 

Disease of gallbladder, biliary 
tract and pancreas 24 33 42 91 2.3 (1.4-3.8)** 1.5 (1.0-1.7) 

Inflammatory diseases of the 
female pelvic organs 46 86 67 107 2.7 (1.9-4.0)*** 3.2 (2.4-4.3)*** 

Dysplasia of cervix uteri 9 24 34 52 1.1 (0.4-1.7) 1.8 (1.1-3.0)* 

Abnormal uterine and vaginal 
bleeding and pain 50 93 94 162 2.1 (1.5-3.0)*** 2.3 (1.8-3.0)*** 

Ectopic pregnancy 6 9 24 32 1.0 (0.4-2.4) 1.1 (0.5-2.4) 

Spontaneous abortion  40 61 77 158 2.1 (1.4-3.0)** 1.5 (1.2-2.1)** 

Induced abortion at any stage of 
pregnancy   232 373 429 553 2.1 (1.9-2.5)*** 2.7 (2.4-3.0)*** 

Giving birth 153 298 780 1326 0.8 (0.7-0.9) 0.9 (0.8-1.0) 

Maternal disorders related to 
pregnancy 43 89 136 258 1.3 (0.9-1.8) 1.4 (1.1-1.7)** 

Complications of labour and 
delivery 91 195 470 916 0.8 (0.6-1.0)* 0.9 (0.7-1.0)* 

Circulatory and respiratory²  75 97 107 161 2.8 (2.1-3.8)*** 2.4 (1.9-3.1)*** 

Digestive system² 186 264 300 451 2.5 (2.1-3.0)*** 2.3 (2.0-2.7)*** 

Nervous and musculoskeletal² 71 111 83 144 3.4 (2.5-4.7)*** 3.1 (2.4-4.0)*** 

Surgery 13 34 40 45 1.3 (0.7-2.4) 3.0 (2.0-4.7)*** 

Fractures 62 60 137 114 1.8 (1.3-2.4)*** 2.1 (1.5-2.9)*** 

¹Each woman may be represented more than once within each diagnostic code and time period as we 

register each diagnosis as a “new event” after 12 weeks. Each woman may also be present in more than one 

diagnostic code if she has been diagnosed with more than one of the diseases investigated in this study.  

²Symptoms and findings not elsewhere classified. *P < 0.05. **P<0.01. ***P<0.001. 

¹Each woman may be represented more than once within each diagnostic code and time period as we register each 
diagnosis as a “new event” after 12 weeks. Each woman may also be present in more than one diagnostic code if she 
has been diagnosed with more than one of the diseases investigated in this study.  
²Symptoms and findings not elsewhere classified. *P < 0.05. **P<0.01. ***P<0.001.

* Results without previous sexual victimization.
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7.1 Main findings 

•	 Young age and alcohol intake were found to be closely associated with sexual 	
	 assault.

•	 Two thirds of the women knew their perpetrator.

•	 Fifty percent of the women did not sustain an injury during the assault.

•	 Women were more likely to report to the police when the perpetrator was 	
	 a stranger and/or they sustained an injury.

•	 Women who were assaulted had a 5-6 fold higher frequency of psychiatric
 	 diagnosis before as well as after a sexual assault compared to women with-	
	 out a known assault experience.

•	 Among the assaulted women who had one or more psychiatric diagnosis, 
	 the mean number of psychiatric hospital contacts was twice that of non-		
	 assaulted women, both before and after the assault.

•	 Women who were assaulted had significantly more visits to a general 		
	 practitioner both before and after the sexual assault compared to women 	
	 without a known assault experience.

•	 Women who were assaulted had no increased frequency in complications 	
	 during delivery compared to women without a known assault experience.  

•	 Women who were sexually assaulted had more laparoscopic surgery after 	
	 the assault compared to before. 

•	 Women who were assaulted had an increased frequency of several somatic 	
	 diagnosis before as well as after the assault compared to women without 	
	 a known assault experience. 

•	 Women who were sexually assaulted had an almost 4 times increased risk 
	 of death in the five year period after the assault compared to women with-	
	 out a known assault experience.
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Discussion

8.1 Characteristics of female victims and the sexual assaults 
In paper I we placed special emphasis on how the age of the victim and the 
victim-perpetrator relationship influenced specific assault characteristics. 
Our results suggest several differences between the women according to these 
two properties. 

Contrary to the typical views on sexual assault as being a violent attack by a 
stranger, the majority of the women seen at our centre had a prior knowledge 
of their perpetrator. The majority of women were young, they often reported 
a high intake of alcohol in regards to the assault, and only half sustained 
an injury. As we know from this, and other studies, these are all factors that 
influence police reporting negatively.6-8;65-67 Sexual assault is one of the most 
serious crimes perpetrated and it is interesting that some of these common 
assault characteristics are also the main factors for not reporting the assault 
to the police. In Denmark, only 30 % of reported cases are taken to trial with 
a conviction in only one fifth of the reported cases.5When asked why they 
do not report their assault to the police, the majority of women at our centre 
states they question what in fact happened and their own actions. If the 
women who do come forward are meet with disbelief because they did not 
act or behave in a manner that is expected by their friends, family, police or 
other instances, one can imagine that it can make the women reluctant in 
coming forward and seeking help. 

The degree of resistance is also an important factor for the way the victim 
and others perceive the sexual assault.68;69 We found almost half the women 
did not resist, neither physically nor verbally, during the assault. Feeling 
paralysed is a common reaction, especially when the women fear for their 
life.70 If the general attitude is that a woman should and would scream and 
fight when assaulted, women might blame themselves, and therefore be less 
willing to talk about their experiences with others. 

The literature suggests that alcohol intake and drug abuse are risk factors of 
sexual assault.71;71-75 Consistent with these findings, the average alcohol intake 
by the women in our study was high. The intake of alcohol was equally 
distributed between the age groups 12 to 44 years. Alcohol might increase 
the risk of sexual assault both by physically debilitating the women, but also 
by diminishing the women´s capacity to perceive and respond to situations 
where they are at risk. A study regarding perceptions on guilt for sexual as-
saults has shown that both men and women are likely to view a woman as 

8
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more sexually available and more responsible for the sexual assault if she is 
intoxicated.76 The intake of alcohol by the women reported in our study could 
be even higher as the women may underreport their alcohol consumption to 
deflect any assumption about their responsibility for the assault.

8.2 General morbidity and utilisation of health care
As we in paper I identified that one third of the women had been diagnosed 
with a psychiatric and/or somatic illness at the time of the assault, in agree-
ment with findings from other assault centres, we expected and found 
an overall increased morbidity before the assault for the exposed women 
compared to the non-exposed. As previous research has identified a high 
morbidity among women after a sexual assault we were surprised to find the 
rate ratio of almost all of the diagnostic codes we tested to be similar within 
the two time periods and some even reduced in the five years after the sexual 
assault. Because we were able to compare women with a known sexual assault 
exposure with a group of non-exposed women identical in regards to age and 
residence, the increase in frequency of some of the diagnostic groups among 
the exposed women was found not to be higher than among the non-exposed 
women, and is, therefore, expected to be due to the natural history of the 
disorder and a possible general increase in illness over time.
When interpreting our results one has to consider that we report data from 
a sexual assault centre that primarily serves women who experience a single 
sexual assault. It might be that being exposed to multiple episodes of sexual 
victimisation as a child and/or as adult, leads to more serious health conse-
quences than found in our studies. Long-term psychological and physical 
consequences of sexual victimisation are affected negatively by experiencing 
both childhood sexual abuse and sexual assault as an adult, experiencing 
additional emotional and/or physical abuse as well as being assaulted by 
someone you know.1;77 

In regards to the utilisation of health care and visits to a general practitioner 
by women with a history of sexual assault, studies have been conflicting. 
Some findings are in accordance with ours but two studies from the US 
regarding the same group of women, who were victimised either sexually or 
physically, showed they had less physician visits in the period of five years 
before their assault and had a significant increase in these visits in the year 
after compared to a control group.5;10;38;78

Perhaps the fact that the exposed women in our studies are offered emer-
gency interventions at a sexual assault centre explains the identical number 
visits to a general practitioner both before and after the assault, found in our 
study. Differences in health care services and payment for theses between 
countries may also account for possible differences in utilisation.  
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8.3 Psychiatric health 
In paper I we found that 20 % of women seen at our centre had a daily intake 
of psychotropic drugs at the time of the assault, suggesting that a significant 
proportion had pre-existing mental health issues. Many psychiatric disorders 
are characterised by problems with socialising, hyper-arousal and numbing, 
negative beliefs about one self and others, all factors that could impair or dis-
tort a woman’s perception of safety and thereby compromise an appropriate 
response to risky situations, making it plausible to assume that having a psy-
chiatric disorder may contribute to the overall vulnerability to sexual assault. 

We believe that the overall prevalence of psychiatric diagnosis in our study is 
an understatement as some women might experience psychiatric symptoms 
without being referred to a private or public institution for further diagnosis 
and some women are diagnosed and treated in the primary health care sector 
and therefore not identified in the National Registry of Psychiatry. 
These circumstances, however, are true for both exposed and non-exposed 
women. Perhaps the lack of increase in visits due to psychiatric diagnosis 
after the assault is due to the fact that exposed women increase their visits to 
other parts of our health care system such as psychologists or counsellors, vis-
its that are not registered in the National Registry of Psychiatry. The women 
seen at the CVSA are offered sessions with a psychologist, sessions that are 
neither registered in the National Registry of Psychiatry. The previously 
observed increase in Post-Traumatic Stress Disorder after a sexual assault 
was perhaps not detected in our study because the women either did not seek 
help or were treated for these symptoms outside the psychiatric system.49;79;80 

8.4 Somatic health
Compared to our findings in regards to the psychiatric diagnosis, there is a 
greater diversity in the pre- and post-assault frequency of the somatic diagnosis, 
between the exposed and non-exposed women, we have investigated in paper III. 

A previous study of 3000 gynaecological patients showed that women with a 
history of sexual assault had an increase in the perception of somatic symp-
toms severity compared to women who had not suffered a sexual assault 
more than actual differences in the number of physical conditions between 
the two groups.81 It is plausible that the fear and anxiety some women may 
experience after a sexual assault cause them to be more aware, and perhaps, 
overreact to normal bodily functions (defecation, menses) and physical sensa-
tion and thereby increase their usage of the health care system. Perhaps the 
observed increase in laparoscopic surgery after the sexual assault found in 
our study is partly explained by this increased awareness of physical sensa-
tion and a reduced threshold for seeking a medical explanation among the 
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exposed women. However, the number of women seen for both abdominal 
pain and pain related to the reproductive organs is higher among the exposed 
women, both before and after the assault.

Studies have identified an increase in the risk of cervical cancer and a re-
duced likelihood of having had cervical cancer screening in women who have 
experienced sexual assault.82;83 It is understandable that the exposed women 
might want to avoid a gynaecological examination as it could cause them to 
reproduce memories and flashbacks of the assault and result in fear, panic 
or dissociation. A history of sexual abuse and mental health problems may 
cause feelings of discomfort during a gynaecological examination although 
one study found the strongest predictor for discomfort was a negative emo-
tional contact between patient and examiner.84  The post-assault increase in 
dysplasia of cervix uteri in the exposed women found in our study could re-
flect the fact that more women undergo cervical screening after their assault. 
A history of sexual victimisation has also been linked to increased high risk 
sexual behaviour including having multiple sexual partners that also could 
explain this observed increase.85-87

The association between sexual assault, pregnancy and childbirth has been 
investigated extensively. Links have been found between this exposure and; 
smoking and drug abuse during pregnancy, higher frequency of contacts 
and complaints during pregnancy, increase in caesarean sections and induc-
tion of labour, and terminations and miscarriages, although findings have 
been conflicting.18;25-35;88 These studies have highlighted the possibility that 
the experience of pregnancy, with the bodily changes and the numerous 
examinations could perhaps trigger memories and cause the women to have 
increased complaints during pregnancy and develop fear of childbirth. The 
assault experience might make the women unable to cooperate in the second 
stage of delivery or produce physiological reactions that interfere with the 
contractions, and therefore possibly increase their rate of vaginal operative 
deliveries, perineal trauma and emergency caesarean sections. Perhaps the 
lack of differences in number of complications when giving birth between 
the two groups found in our study is a consequence of the high degree of 
attention towards the role of sexual and physical victimisation within the 
obstetric field. Many departments have focused on screening women for 
prior sexual and physical victimisation and provide extra care and special 
birth plans for these women.
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8.5 Socio-economic variables
Perhaps socioeconomic variables may both influence the women`s risk of 
sexual victimisation, as well as being a consequence of this victimisation. The 
risk of sexual victimisation is increased if the woman is; unemployed, unmar-
ried, homeless, have an alcohol and/or drug abuse etc. suggesting a possible 
association between socioeconomic variables and sexual victimisation.89-91 
And one could imagine that the consequence of victimisation could affect the 
women`s ability to  work and perhaps may increase use of alcohol and other 
substances and thereby lead to changes in socioeconomic variables for vic-
tims.92 We have matched the women in our study according to residence and 
age to correct for possible socioeconomic factors. The ethnicity and employ-
ment of the exposed women was similar to Danish women in this age group 
according to Statistic Denmark. As most of the women seen at the centre are 
young, a possible difference in level of education and employment is perhaps 
not yet present at the time of assault and factors such as the parent’s socio-
economic status could influence the risk of victimisation. At the time of the 
assault 6 % of the exposed women were placed in care due to a wide range of 
social and health concerns in regards to both the women and their families 
and perhaps these variables also influence the observed increased morbidity 
in some of the exposed women. Our findings show an increased risk of being 
diagnosed with a pulmonary, cardiovascular and/or hepatic disorder before 
the assault for the exposed women suggesting a differential lifestyle such as 
according to tobacco and alcohol use, which perhaps are further exacerbated 
after the assault.  
 
8.6 Previous sexual victimization
Studies have shown that the long-term health consequences of sexual vic-
timisation are affected negatively by also having experienced sexual assault 
in childhood.1;17;32;34;37;46;77;93-101 Results from paper I show that one third of 
the women seen at CVSA reported previous sexual victimisation. Findings 
from our sensitivity analysis are in agreement with this correlation between 
previous sexual victimisation and negative health consequences. Research 
has focused on pathophysiological mechanisms to explain how stressful life 
events can impact health. Changes in the autonomic nervous system, the hy-
pothalamic-pituitary-adrenal axis and the theory of allostatic load in children 
in response to internal and external stress have been highlighted as possible 
explanations for an increased risk of poor health later in life.102-104 

The high proportion of women seen at CVSA who report previous sexual 
victimisation is in agreement with an increased risk of re-victimisation in 
women with a history of sexual assault.2;49;96 The number of women with a 
history of sexual victimisation could be even higher as 21 % of the women seen 
at CVSA did not reveal information regarding previous sexual victimisation. 
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Explanations for the association between childhood sexual abuse and the risk 
of being re-victimised later in life have been sought in previous research. A 
Danish study from 2010 regarding women reporting childhood sexual abuse 
showed that those who also reported later sexual re-victimisation had suf-
fered more severe childhood sexual abuse and had a higher psychological 
vulnerability than women only reporting childhood sexual abuse.105 Perhaps 
the result of the abuse causes some women to develop low self-esteem, less 
sure of their own worth, and an inability to trust them self and protect own 
boundaries, thereby making them more vulnerable to victimisers.106;107 
Results from paper I point to a possible connection between having experi-
enced previous sexual victimisation and knowing the perpetrator, perhaps 
suggesting that these women continue to be exposed to high risk environ-
ments. The number of missing in this category makes final conclusions dif-
ficult and highlights that, even in our setting, it is perhaps difficult to ask and 
answer questions regarding this topic. 

8.7 Strengths
The overall strength of this thesis is; a large sample of women who we know 
have a sexual assault exposure; access to medical records; the ability to as-
sess the morbidity of the women in a time period that precedes the assault 
thereby providing information regarding the pre-assault morbidity as well as 
changes in this after a sexual assault.  

Paper I
The large number of women included in this study combined with the sys-
tematic and extensive data collection during a 10-year period strengthens our 
observed findings. As we performed both bivariate and multivariate analysis 
we were able to not only identify variables that were associated with sexual 
assault characteristics, but also if, and to what extent, this association was 
influenced by other variables.     

Paper II and III
The main strengths of these studies were the doubled control design. First 
each exposed woman was her own control by comparing a period before 
with a period after the assault. Secondly, each exposed woman was compared 
with four closely matched women who had not been seen at our centre. As 
we were able to match the women in regards to age and residence we were 
able to control for these potential confounders. The large number of women 
included permitted us to assess the risk of several sub-groups of psychiatric 
and somatic disorders. The systematic registration of psychiatric and somatic 
contacts in a registry specifically made to monitor these diseases made it 
possible also to assess the morbidity in a period before the assault without 
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relying on questioners, eliminating potential recall bias and non-responders, 
which may challenge retrospective studies. Finally, the included diagnoses 
were discharge diagnoses from hospital departments, and thus not dependent 
on each woman’s own interpretation of her health.

8.8 Limitations
Paper I
In this study we used data obtained at the CVSA and are therefore dependent 
on the accuracy of the data collection as well as the entering and extraction 
of data from the database. We could not control for the clinical evaluations 
by different examiners, although the nurses and gynaecologists had a similar 
level of training and experience and were routinely trained and updated on 
how to fill in the questionnaire.
For most of the categories we only have the statement of the women, they are 
often seen within a short time interval from the assault, perhaps still intoxi-
cated, and in shock. These factors and the presence of police, family and oth-
ers could all affect the willingness to answer questions as well as the memory. 
We have tried to compensate for this by going through the final data collec-
tion one month after the initial visit and adding any new information that 
might have emerged since the initial contact. 
Furthermore, it is not known what motivates victims to seek help at a CVSA 
following a sexual assault. Some have suggested that only one third of women 
seeks help after a sexual assault.7Although some victims receive help from 
CVSA, others receive help from family physicians or counsellors, and still oth-
ers do not talk about their assault to anyone. There could be differences be-
tween these groups of women. The women’s previous experiences with sexual 
victimisation, their support system, the need for medical assistance in regards 
to the assault and mental and physical health could all be factors that influ-
ences which women seeks and which who do not seek the assault centres. 
Some women might experience coming to a sexual assault centre as being stig-
matising or perhaps are not even aware of the presence of these centres. Some 
women might be involved in prostitution and perhaps staying in the country 
illegally and therefore afraid of judicial consequences in attending our centre. 

Paper II and III
Some women might suffer a mental or somatic illness without being referred 
to a private or public institution. On the other hand, some exposed women 
may be diagnosed with a condition after the assault which was also present 
before the assault, but not identified and diagnosed before the hospital refer-
ral for the assault. The first mentioned circumstances are also true for the 
women in the control group and we therefore believe that the observed differ-
ence in morbidity in this study is true.  
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As we believe not all women who are sexually assaulted are seen at the CVSA 
there could be women in the control group who also have experienced a 
sexual assault. We do know that the women have not been seen at the in this 
ten year period.  
Results from paper I showed that many of the women seen at our centre were 
sexually assaulted by someone they knew. The possible role of domestic vio-
lence should also be taking in to consideration when looking at our results, 
as we know that this and exposure to violence during childhood is also linked 
to negative consequences in health.99;108-111 Because  substance abuse, and 
in particular alcohol consumption, has been found to be closely associated 
with sexual assault we need to consider the role of substance abuse when 
investigating the individual somatic diagnosis as this could contribute to the 
women`s risk of somatic illness.38;49;79;80 We know that a diagnosis of Post-
Traumatic Stress Disorder is associated with chronic pain, unexplained symp-
toms and cardiovascular disorders and that the diagnosis can be difficult for 
physicians to detect so the real number of women with this diagnosis could 
potentially be higher than found in this study.13;112;113 Some anti-psychotic 
and anti-depressive medication can result in an increase of cardiovascular 
disorders and the possible correlation between somatic and psychiatric illness 
must therefore also be considered when looking at our results.114-117 
Anxiety disorders, negative life events and lack of mastery have previously 
been linked to frequent attendance rates in primary care settings.118 We only 
have information on number of visits to a general physician so we cannot 
conclude on why the exposed women have more visits.  
As mentioned earlier we do not know what motivates women to seek help at a 
sexual assault centre and perhaps the differences in who is seen at the centre 
is also reflected in the mental and physical health of these women. 

Figure 5. Possible confounding and interactions
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Conclusion and recommendations 

Both our hypotheses were confirmed. First; our findings show that even 
though the victims and the sexual assaults are very diverse, when looking at 
the activity at a sexual assault centre over a 10-year period, some common 
characteristics were identified. We found several differences between the 
women according to their age and their relationship with the perpetrator. 
Our results show that sexual assaults fitting the typical rape stereotype of a 
violent assault by a stranger was less common, but more likely to be reported 
and thereby possibly acknowledged as a sexual assault. 
Second; the women who were seen at CVSA for a sexual assault had an overall 
higher prevalence of both a psychiatric and somatic diagnosis and had a higher 
utilisation of health care. This was true for both the five-year period before and 
after the assault suggesting some of the women who are victim of a sexual as-
sault have a pre-existing increase of somatic and/or psychiatric illness. 

If we want to create an environment where women can feel safe in coming 
forward and asking for help after a sexual assault without fearing judgement 
or blame, we need to raise awareness to the fact that many sexual assaults do 
not fit the typical stereotypical views on sexual assault. We have found that 
alcohol often plays a part in these cases and that combined with the high rate 
of women with psychiatric diagnosis is also important information as these 
factors might make the women appear in ways that is perhaps not expected 
or sometimes even seem inappropriate for the situation. Because the police 
often are the first people the women see and tell their story to, the relation-
ship between the assault centres and the police is important to improve the 
women`s encounter with our legal system.

Our future preventive measures should also challenge these stereotypical 
views. If we want to change the general attitudes towards sexual assault, this 
information should not only target the police but also young people of both 
genders, health care professionals, and the general public. 
Many efforts have been done in regards to prevention. Campaigns targeting 
young people both in schools, music festivals and the night life have been 
launched. Our results show that perhaps we need to also focus our preventive 
measures to target groups we have found to be at increased risk (i.e. young 
people with mental health and substance abuse issues, frequent users of 
health care services with several somatic complaints, and women/girls with 
a previous history of sexual abuse). We know that approximately 6 % of the 
women seen at CVSA were placed in care away from their homes at the time 
of the assault. Perhaps an increased focus on sexual education in these types 

9



49CONCLUSION AND RECOMMENDATIONS 

of living arrangements with young people could facilitate an increase aware-
ness regarding sexual assault.  
In any preventive action we also need to address the strong evidence link-
ing alcohol to sexual assault. We also need to focus on reaching young men. 
As many of the assaults are perpetrated by peers it is important to increase 
awareness on what sexual assault is and how to avoid becoming a perpetrator. 
A Danish study regarding perpetrators in police reported cases have shown 
that perhaps they also have some common characteristics affected by socioec-
onomic factors; average age was 30 years old, level of education was low and 
40 % were unemployed, the majority was unmarried and intoxicated at the 
time of the assault, and 50 % were already known by the police.5 As only two 
thirds of the perpetrators are identified in police reported cases this group is 
therefore perhaps not representative of all perpetrators.  

Our results show a tendency in some common features that could help iden-
tify other sexually assaulted women, and it is my hope that our results not 
only increase awareness to prevent some women from being sexually victim-
ised but also provide information to better identify the women who have ex-
perienced sexual assault. Most studies show that women welcome questions 
regarding victimisation experiences and findings from this thesis highlight 
the importance of asking these questions.18;119;120 All patients have their own 
personal threshold of when their symptoms and concerns exceed their limit 
for seeking medical attention, and it is important that we, as medical profes-
sionals, inquire into these aspects of our patient’s life´s.  
General practitioners have an important role in uncovering possible underlin-
ing psychological distress or traumatic events in their patient’s to better re-
duce multiple referrals and to pursue the appropriate psychological support 
for their patients. 

Although much work has been done in order to provide health care workers 
with tools to detect and react to patients with a history of physical and sexual 
victimisation, we still need to strengthen these efforts.119;121;122 Our health 
care system is under increasing pressure to optimise patient flow and this 
might lead to avoidance of these topics due to time constraints. If health care 
workers are unsure of what to do if their patients disclose a history of sexual 
assault they are perhaps more reluctant in asking and we therefore need clear 
strategies for appropriate actions if a patient disclose such information. 
We have shown that there is indeed a need for specialised multidisciplinary 
help to women exposed to sexual assault as provided at CVSA. Our results also 
eludes to the fact that a group of women seen here are in need of further help 
and that the assault centres are key players in identifying, intervening and 
refering these women to the correct support as they often have both psycho-
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social and physical health needs. Further development of referral networks 
and collaborative relationships between assault centres, primary care physi-
cians, social services and mental health professionals may improve the transi-
tion of women at risk into specialised health care. A recently published study 
of 37 assault centres in England identified several differences in the mental 
health services provided in the centres and problems in accessing the right 
mental health services for the women who were seen in these centres.59

The results of these studies also warrant an increased focus from health care 
workers in general on the possible vulnerability of women suffering from 
both psychiatric and somatic illnesses in regards to their sexual health. The 
lack of understanding the pre-existing morbidity for some of the women 
who are sexually assaulted, as well as the effects of sexual assault trauma by 
healthcare workers may lead to a lack of relevant mental health care or inap-
propriate diagnosis and treatment. 
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Future perspectives 

With this work we have provided new and unique insight into women seek-
ing help at CVSA after a sexual assault and aspects of their health. We have 
been able to show that for some of the sexually assaulted women their differ-
ences in health are not only a direct causal effect of the sexual assault as this 
difference is also present in a period of five years before the assault. These 
findings warrant new questions within this field of research. What factors 
are of importance in regards to the observed pre-assault increased morbid-
ity? Perhaps the previously mentioned neurological pathways occur for other 
childhood traumas not only linked to sexual abuse. It could be that a poor 
family dynamic, lack of a strong positive adult presence early in life, domes-
tic violence, substance abuse, and mental health issues within the family 
setting all contribute to the pre-assault morbidity we have found in this study 
and future research should focus on identifying possible contributing factors. 
Our findings show an increase in both psychiatric and somatic diagnosis in 
sexually assaulted women. Further research into possible co-morbidity in 
these women could further strengthen our knowledge regarding the interac-
tions between mental and physical health and a possible correlation between 
health and victimisation. 
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Bilag 
Vedlagt dette skema er: (husk at påsætte patientlabel på alle bilag) 
 
!01  Hændelsesforløb 
!02  Skitse, krop 
!03  Skitse, hoved 
!04  Skitse, kønsdele 
!05  ”Tegn på vold” 
!06  Ekstra gerningsmænd, antal _________ 
!88  Andet ___________________________ 
 
 
Bemærk 
Patientlabel påsættes straks ved brug. 
 
Oplysningerne i dette skema skal være fra den akutte kontakt – evt. suppleret inden 4 uger. 
 
Svar markeres med cirkel omkring !01.  
 
Husk at markere ”Uoplyst”, hvor dette er tilfældet. Hvis et spørgsmål, hvor der skal svares med en 
tekst eller et tal, er uoplyst, markeres dette med ”?”. 
 

 
 

Patient label 

CENTER FOR VOLDTÆGTSOFRE 
JOURNAL OG REGISTRERINGSSKEMA 
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PERSONLIGE DATA 
 
1.1.1 Køn  
 !01  M   !02  K 
 
1.2.1 Bopæl (kun 1 svar) 
 !01  Region Hovedstaden 
 !02  Region Sjælland 
 
 !03  Region Syddanmark (inkl Fyn) 
 !04  Region Midtjylland 
 !05  Region Nordjylland 
  
 !16  Danmark, ikke nærmere specificeret !17  Udlandet 

!18  Uden bopæl  !99  Uoplyst 
 
Under H:S hører Københavns- og Frederiksberg kommune. 

 
1.3.1 Ægteskabelig stilling, juridisk (kun 1 svar) 
 !01  Gift   !05  Registreret parforhold 
 !02  Separeret   !06  Ugift 
 !03  Skilt    
 !04  Enke (mand)  !99  Uoplyst  
 
1.4.1 Fast samlevende i papirløst samliv (kun 1 svar)  

!01  Ja   !99  Uoplyst 
 !02  Nej 
 
Kan kun besvares hvis ofret hverken er ”Gift” eller i ”Registreret parforhold” i spørgsmål 1.3.1. 

 
1.4.2  Kæresteforhold (ikke gift eller samboende) 

!01  Kæreste - mindre end 3 mdr.  
!02  Kæreste - mere end 3 mdr.  
!03  Ingen kæreste 
!99  Uoplyst 

 
1.5.1 Boforhold (kun 1 svar) 
 !01  Alene (evt. med børn)  !05  Institution/bosted/bolig med personale 
 !02  Hos forældre/forælder  !06  Højskole, efterskole eller kostskole 
 !03  Kollektiv   !88  Andet _____________________ 
 !04  Med partner/ægtefælle  !99  Uoplyst 
     
1.6.1 Hjemmeboende børn (kun 1 svar) 
 !01  Ja   !99  Uoplyst 
 !02  Nej   
 
Noter: 
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1.7.1 Etnicitet – hvor er ofret født (kun 1 svar) 
Ofret er født i Danmark – ofrets mor er født i Danmark, specificer ofrets fødested: 
 !01  Danmark   !03  Færøerne 
 !02  Grønland   
 
Adoptivbarn, født i udlandet: 
 !04  ______________________ (angiv fødeland) 
 
Turist, eller andet kortere planlagt ophold (< 1 år): 
 !05  ______________________ (angiv fødeland) 
 
Indvandrer (bor i Danmark). Ofret er født i udlandet – ofrets mor er født i udlandet: 
Mere udviklede lande: 
 !06  Jugoslavien (tidl.)  !09  Tyskland 
 !07  Norge   !10  Andet _____________________ 
 !08  Sverige 
    
 
Mindre udviklede lande: 
 !11  Irak   !15  Somalia 
 !12  Iran   !16  Tyrkiet 
 !13  Libanon   !17  Andet _____________________ 
 !14  Pakistan     
 
Efterkommer (bor i Danmark). Ofret er født i Danmark – ofrets mor er født i udlandet: 
Mere udviklede lande: 
 !18  Jugoslavien (tidl.)  !21  Tyskland 
 !19  Norge   !22  Andet _____________________ 
 !20  Sverige    
 
Mindre udviklede lande: 
 !23  Irak   !27  Somalia 
 !24  Iran   !28  Tyrkiet 
 !25  Libanon   !29  Andet _____________________ 
 !26  Pakistan    
 
Uoplyst:  
 !99  Uoplyst 
 
Der må kun markeres 1 svar i hele rubrikken. Definitionerne på indvandrer og efterkommer er beskrevet ovenfor. 
Under ”Andet mere udviklet land” hører alle lande i Vesteuropa, USA, Canada, Australien og New Zeland. Et land, der ikke er 
udspecificeret og ikke er med under ”Andet mere udviklet land” hører derfor hjemme under ”Andet mindre udviklet land”, fx 
Brasilien, Indonesien,Philipinerne etc.  
 
 
Noter  
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BAGGRUNDSOPLYSNINGER, SOCIALE FORHOLD 
 
2.1.1 Stilling (kun 1 svar) 
 !01  Selvstændig landmand  !07  Lærling, elev 
 !02  Selvstændig i øvrigt  !08  Studerende 
 !03  Medhjælpende ægtefælle !09  Skoleelev (grundskole, gymnasium,  
 !04  Arbejder, faglært   gymnasielignende) 
 !05  Arbejder, ufaglært  !10  Husmoder 
 !06  Funktionær, tjenestemand !11  Værnepligtig 
    !12  Pensionist (også førtidspensionist) 
 
 !13  Arbejdsløs   !17  Under revalidering 
 !14  Efterlønsmodtager 
 !15  Langtidssyg (3 mdr. eller mere) !88  Andet _____________________ 
 !16  På kontanthjælp  !99  Uoplyst 
  
Spørgsmålet går på den aktuelle stilling, dvs. en funktionær der har været sygemeldt 1 uge er ”Funktionær”, hvorimod en der 
har været syg i 4 mdr. kodes som ”Langtidssyg” – uanset om tilstanden evt. senere ændres. 

 
2.2.1 Ernærer ofret sig helt eller delvist ved prostitution  
 !01  Ja   !99  Uoplyst 
 !02  Nej  
 
2.3.1 Afsluttet grundskole, antal år (kun 1 svar) 
 !01  7 eller færre  !05  Specialskole (fx pga ordblindhed, dårlig                              
 !02  8-9   begavelse) 
 !03  10   !88  Andet _____________________ 
 !04  Går i skole  !99  Uoplyst 
 
Grundskole omfatter folkeskole eller privatskole, efterskole svarende til folkeskole. 

    
2.5.1 Igangværende videregående uddannelse (kun 1 svar) 
 !01  Ikke under videregående uddannelse 
 !02  Kort videregående uddannelse (1-2 år) 
 !03  Mellemlang videregående uddannelse (3-4 år) 
 !04  Lang videregående uddannelse (over 4 år) 
 !99  Uoplyst 
 Hvilken _______________________________________ (kodes ikke) 
 
2.4.1 Højeste afsluttede uddannelse (kun 1 svar) 
 !01  Ingen uddannelse  !07  Mellemlang videregående, 3-4 år 
 !02  Almen gymnasial  !08  Lang videregående, >4 år 
 !03  Erhvervsgymnasial   
 !04  Erhvervsfaglig 
 !05  Kort videregående, < 3 år !88  Andet _____________________ 
 !06  Bachelor   !99  Uoplyst 
 
Noter 
 
 
 
 
 
 



68 APPENDIX

CFVO Registreringsskema Version: Maj 2011 Side 5 af 23 

ANKOMST TIL CENTER 
3.1.1 Ankomst undersøgte  d. ___-___-______   kl. ___:___ 

3.1.2 Ankomst retsmediciner  d. ___-___-______   kl. ___:___ 

3.1.3 Gynækologisk undersøgelse udført d. ___-___-______   kl. ___:___ 

3.1.4 Undersøgte forlader afdelingen  d. ___-___-______   kl. ___:___ 

Klokken udfyldes som tt:mm i 24-timers format. Dato udfyldes som dd-mm-åååå. Uoplyst anføres med 99:99. (kodes med 99) 

 
3.2.1 Henvist fra (kun 1 svar) 
 !01  Tog selv kontakt  !05  Andet sygehus ___________________ 
 !02  Politi   !06  Behandlings-/krisecenter/ 
 !03  Praktiserende læge        værested/o.lign. 
 !04  Skadestue   !88  Andet _____________________ 
    !99  Uoplyst 

3.2.2 Hvis henvist fra politi, stationsnavn ___________________________ 

 
3.3.1 Gynækologisk undersøgelse udført af gynækolog 
 !01  Ja  !02  Nej  !99  Ikke udført 

3.3.2 Retsmedicinsk undersøgelse udført af gynækolog (dvs. ingen retsmed. tilstede) 
 !01  Ja  !02  Nej  !99  Ikke udført 

3.3.3 Retsmedicinsk undersøgelse udført af retsmediciner 
 !01  Ja  !02  Nej  !99  Ikke udført 

 
3.4.1 Fysisk tilstede ved gynækologiske undersøgelse/i undersøgelsesrummet  
(udfyldes kun hvis undersøgelse er udført - flere svar) 
 
 !01  Sygeplejerske  !08  Tolk 
 !02  Gynækolog  !09  Veninde 
 !03  Retsmediciner  !10  Ven 
 !04  Politi   !11  Kæreste 
 !05  Sociale myndigheder   
 !06  Familie _____________________ !88  Andre _____________________ 
 !07  Børnelæge  !99  Uoplyst 

 
Noter navn på alle personer tilstede ved objektiv undersøgelse 
 
 
 
 
 
3.5.1 Tilstede under opholdet på centret (5032) (flere svar) 
 !01  Sygeplejerske  !08  Tolk 
 !02  Gynækolog  !09  Veninde 
 !03  Retsmediciner  !10  Ven 
 !04  Politi   !11  Kæreste 
 !05  Sociale myndigheder   
 !06  Familie _____________________ !88  Andre _____________________ 
 !07  Børnelæge  !99  Uoplyst 

Alle, der har været tilstede, dvs. besøgt ofret, kommet med ofret, hentet ofret osv. markeres. 
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3.6.1 Aflønnet tolk benyttet (kun 1 svar) 
 !01  Ja 
 !02 Nej   !99 Uoplyst 
 

ANMELDELSE 
 
4.1.1 Er hændelsen politianmeldt (kun 1 svar) 
 
 !01  Inden ankomsten  !06  Nej, ønsker ikke anmeldelse 
 !02  Under opholdet på centeret !07  Forsøgt anmeldt, men afvist 
 !03  Efter opholdet, men indenfor 1 måned 
 !04  Nej, ønsker anmeldelse senere !88  Andet _____________________ 
 !05  Nej, vil overveje anmeldelse !99  Uoplyst 
 
4.1.2 Årsag til ikke at anmelde (besvares kun hvis ofret ikke ønsker at anmelde eller kun overvejer at anmelde) 
 
 !01  Oplevelse af egen skyld (f.eks. ikke gjort aktiv modstand, gik selv med ham) 
 !02  Usikker på hændelsesforløb (f.eks. pga. hel eller delvis manglende hukommelse) 
 !03  Frygt for bebrejdelser (f.eks. fra venner, familie, forældre, kæreste) 
 !04  Frygt for sociale konsekvenser (f.eks. hvis gerningsmand er en nær bekendt) 
 !05  Ønsker at glemme det hele 
 !06  Frygt for psykiske konsekvenser (retraumatisering, f.eks. ved afhøring i retssag) 
 !07  Frygt for repressalier (f.eks. fra gerningsmand eller hans venner) 
 !08  Frygt for stigmatisering (f.eks. pressen, politijournaler, etc.) 

!09  Tidligere negative erfaringer med politi 
!10  Manglende tillid til retssystemet 
!88  Andet _____________________________________ !99  Uoplyst 
 

 
Hvis anmeldt, før eller under opholdet: 
 
4.2.1 Politikreds København   _______________________ (skriv navn) 
(Amager, Bellahøj (inkl. Frederiksberg), City, Lufthavnen) 
 
4.2.2 Politikreds udenfor København  _______________________ (skriv navn) 
(Nordsjællands, Kbh Vestegns, Midt- og Vestsjællands, Sydsjællands og Lolland-Falsters, Bornholms, 
Fyns, Nordjyllands, Midt- og Vestjyllands, Østjyllands, Sydøstjyllands eller Syd- og Sønderjyllands) 
 
4.2.3 Anmeldelsesdag   d. ___-___-______ 
 
4.2.4 Politinummer   ________-_________-_________-____ 
 
Politinummer udfyldes som nnnn-nnnnn-nnnnn-nn. Dato er dd-mm-åååå. 

 
4.3.1 Afhørt af Politiet (kun 1 svar) 
 !01  Nej   !05  Ja, efter centeret – kom tilbage 
 !02  Ja, inden centeret  !06  Ja, efter centeret – ikke i umiddelbar 
 !03  Ja, i centeret        tilslutning til undersøgelse på centeret 
 !04  Ja, efter centret – kom ikke tilbage !88  Andet _____________________ 
    !99  Uoplyst 
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UNDERSØGTES OPLYSNINGER OM HÆNDELSEN 
 
5.1.1 Start på hændelsen 
    d. ___-___-______   kl. ___:___    
    !98  Ofret husker intet 
 
Hvis ofret ikke husker starttidspunkt, angiv da et ca. tidspunkt på døgnet (fx kl. 20:00 hvis aften, kl. 03:00 hvis nat) 

 
5.2.1 Varighed af hændelsen   
    ______ (ca. antal minutter) 
    !98  Ofret husker intet 
 
Hvis det drejer sig om flere timer/døgn, angiv da tydeligt i hvilken enhed du oplyser tidsrummet (fx 3½ døgn) 

 
5.3.1 Sted (kun 1 svar) 
 !01  Bolig: Egen  !11  I en bil 
 !02  Bolig: Gerningsmands  !12  Idræts- eller sportsanlæg 
 !17  Bolig: Fælles  !13  Forlystelsespark 
 !03  Bolig: Anden  !14  I en park eller en skov 
 !04  I gården/trappeopgang til beboelse !15  Andet, udendørs _________________ 
 !05  Arbejdsplads  !16  Andet, indendørs _________________ 
 !06  Skole/institution 
 !07  Transportområde/offentligt transportmiddel 
 !08  Butik/hotel  !88  Andet _____________________ 
 !09  Bar, restaurant, diskotek  !98  Ofret husker intet 
 !10  På en gade, torv, anden offentlig plads !99  Uoplyst  
 
5.4.1 Geografisk placering (kun 1 svar) 
 !01  København, Indre by  !05  København, Frederiksberg 
 !02  København, Østerbro   !06  København, Amager 
 !03  København, Vesterbro  !07  København, andet/uspecificeret 
 !04  København, Nørrebro 
  
 !08  Region Hovedstaden (udenfor Kbh) !11  Region Midtjylland 
 !09  Region Sjælland  !12  Region Nordjylland 
 !10  Region Syddanmark (inkl. Fyn) !13  Bornholm 
      
 !22  Danmark, andet eller uvist !88  Andet _____________________ 
 !23  Udlandet   !98  Ofret husker intet 
    !99  Uoplyst 
 
 
 
Noter 
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5.5.1 Gerningsmandens fysiske vold mod offer (flere svar) 
 !01  Nej   !13  Fremmedlegeme i legemsåbning 
 !02  Fastholdt   !14  Kvælningsforsøg (greb, omsnøring) 
 !03  Bundet   !15  Termisk, elektrisk, kemisk påvirkning 
 !04  Stump vold: nevet, kradset !16  Skubbet, trukket, væltet, hevet 
 !05  Stump vold: slag med flad hånd 
 !06  Stump vold: slag med knytnæve 
 !07  Stump vold: spark 
 !08  Stump vold: slag med genstand/mod omgivelserne 
 !09  Skarp vold: Snit 
 !10  Skarp vold: Stik  !88  Andet _____________________ 
 !11  Skarp vold: Hug  !98  Ofret husker intet 
 !12  Skarp vold: Bid  !99  Uoplyst 
 
 
5.6.1 Trusler (flere svar) 
Verbale: 
 !01  Nej 
 !02  Mod ofret    
 !03  Mod ofrets barn/børn  !88  Andet _____________________ 
 !04  Mod andre _________________ !99  Uoplyst 
 
5.6.2 
 Med genstand: (anføres i detalje under hændelsesforløbet) 
 !01  Nej 
 !02  Mod ofret    
 !03  Mod ofrets barn/børn  !88  Andet _____________________ 
 !04  Mod andre _________________ !99  Uoplyst 
 
5.6.3 Ofrets modstandsformer (flere svar) 
 !01  Ingen modstand 
Verbalt !02  Siger fra ved at sige f.eks: nej; jeg vil ikke; lad være; stop; hold op; taler til fornuft 

      Hvad siges__________________________________________________ 
!03  Siger fra ved at nævne ”forhindring” (fx. menstruation, sygdom, graviditet, jomfru) 
      Hvad siges__________________________________________________ 

Fysisk !04  Græd 
 !05  Skreg/ råbte 
 !06  Løb  !12  Genstand, medbragt (f.eks. peberspray) 
 !07  Skubbede  !13  Genstand, fundet på gerningsstedet (kæp, gren) 
 !08  Slog  
 !09  Sparkede  !88  Andet _____________________________ 
 !10  Rev  !98  Ofret husker intet 
 !11  Bed  !99  Uoplyst 
 
 
Noter 
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Seksuelle handlinger 
 
5.7 Berøringer 
5.7.1 Seksuel berøring (ikke med penis eller mund), udelukkende uden på tøj (flere svar) 
 !01  Nej 
 !02  Bryst   !88  Andet _____________________ 
 !03  Kønsdele   !99  Uoplyst/ved ikke 
     
5.7.2 Seksuel berøring (ikke med penis eller mund), under tøj (flere svar) 
 !01  Nej   !88  Andet (f.eks. hånd, fod, genstand) 
 !02  Bryst   _______________________________ 
 !03  Kønsdele   !99  Uoplyst/ ved ikke 
 
5.7.3 Kys og/eller slik (flere svar) 
 !01  Nej   !04  Mund, hals, ansigt 
 !02  Bryst   !88  Andet _____________________ 
 !03  Kønsdele   !99  Uoplyst/ved ikke 
 
5.8 Penis 
5.8.1 Penis har berørt ofret – udover en eventuel indtrængning (flere svar) 
 !01  Nej   !05  Mellem lår 
 !02  Ydre kønsdele  
 !03  Hud   !88  Andet _____________________ 
 !04  Hænder   !99  Uoplyst/ved ikke 
5.8.2 Forsøg på indtrængning – kun med penis (ikke lykkedes) (kun 1 svar) 
 !01  Nej, ikke noget forsøg – eller hvis det lykkes (kodes også i 5.8.3) 
 !02  Ja, hvor ____________________ !88  Andet _____________________ 
 !03  Ved ikke   !99  Uoplyst/ved ikke 
 
5.8.3 Penis indført (flere svar) 
 !01  Nej 
 !02  Vagina  
 !03  Mund   !88  Andet _____________________ 
 !04  Anus   !99  Uoplyst/ved ikke 
 
5.8.4 Sædafgang (flere svar) 
 !01  Nej   !06  Andet sted på kroppen 
 !02  Usikkert   !07  På tøjet 
 !03  Vaginalt    
 !04  Oralt   !88  Andre steder ____________________ 
 !05  Analt   !99  Uoplyst 
 
5.8.5 Blev kondom benyttet (kun 1 svar) 
 !01  Nej 
 !02  Ja   !88  Andet _____________________ 
 !03  Ofret ved det ikke  !99  Uoplyst 
 
5.9.1 Ofrets alkoholindtag i forbindelse med hændelsen (kun 1 svar) 
 !01  Intet 
 !02  Mindre (<=5 genstande)  
 !03  Større (>5 genstande/synlig beruset) !88  Andet _____________________ 
 !04  Større med amnesi  !99  Uoplyst 
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5.10.1 Ofrets narko/medicinindtag i forbindelse med hændelsen (kun 1 svar)  
 !01  Nej   !06  Usikkert 
 !02  Ja, mild karakter (fx hash)  
 !03  Ja, mellem karakter (fx piller, ecstacy) !88  Andet _____________________ 
 !04  Ja, svær karakter (fx heroin, morfin) !99  Uoplyst   
 
5.11.1 Mener at være blevet bedøvet påført stoffer (drugrape) (kun 1 svar)  
 !01  Ja   

   a) stoffer i mad /drikke, hvilke(t)__________________________(kodes ikke) 
    b) indånding, hvordan og hvilke(t) ________________________(kodes ikke) 

   c) andet, hvordan og hvilke(t)____________________________(kodes ikke) 
 !02  Nej 
 !99  Uoplyst 
 
Anfør påklædning ved hændelsens start (fx tyk overfrakke, kort nederdel osv.) 
 
 
 
 

OFRETS OPLYSNINGER OM FORMODET 
GERNINGSMAND 

 
Antal gerningsmænd:   
  
6.1.1 - tilstede  ____  
 
6.1.2 - fysisk kontakt ____  
 
6.1.3 - seksuel kontakt ____  
 
6.1.4 - indtrængning ____  
 
Antal indsnævres gennem 6.1.1 – 6.1.4. Dvs. hvis der er 4 gerningsmænd, 1 holdt udkig, 2 holdt og 1 voldtog, kodes 4, 3, 1, 1. 
Ved flere: benyt separat skema. Den mest aktive gerningsmand skal dog anføres på nærværende skema. 

 
Gerningsmand 1 af __ har været/haft: 
  
6.2.1  !01  Tilstede – evt. uden fysisk kontakt 
 
6.2.2  !02  Fysisk kontakt 
 
6.2.3 !03  Seksuel kontakt 
 
6.2.4 !04  Indtrængning 
 
 
6.2.5 Køn     
 !01  M   !02  K 
 
6.3.1 Alder     
   ____ (ca. antal år, ikke noget interval) 
   !98  Ofret husker intet/ved ikke !99  Uoplyst 
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Der skal kodes et eksakt antal år. Hvis ofret mener gerningsmanden er 20-25 år kodes 23, altså gennemsnittet.  

 
Etnicitet som formodet ved 1. undersøgelse 
6.4.1 Sprog (kun 1 svar) 
 !01  Dansk   !04  Udenlandsk _____________________ 
 !02  Dansk med accent  !05  Intet sprog hørt 
 !03  Dansk med kraftig accent !99  Uoplyst 
 
 
6.4.2 Udseende (kun 1 svar) 
 !01  Dansk/Vesteuropæisk  !05  Negroidt, Afrika 
 !02  Mellemøstlig  !06  Negroidt, andet 
 !03  Pakistaner/Inder  !07  Intet set  
 !04  Tyrkisk   !88  Andet _____________________ 
    !99  Uoplyst 
 
Sprog og Udseende søges altid udfyldt. Hvis gerningsmand var kendt eller ofret har en formodning om nationaliete, anføres det 
i 6.5.1. 
 
 
6.5.1 Formodet nationalitet (kun 1 svar) 
Etnisk dansk 
 !01  Danmark   !03  Færøerne 
 !02  Grønland 
 
Indvandrer/efterkommer: mere udviklede lande: 
 !04  Jugoslavien (tidl.)  !07  Tyskland 
 !05  Norge   !08  Andet _____________________ 
 !06  Sverige 
    
Indvandrer/efterkommer: mindre udviklede lande: 
 !09  Irak   !13  Somalia 
 !10  Iran   !14  Tyrkiet 
 !11  Libanon   !15  Andet _____________________ 
 !12  Pakistan     
 
Uoplyst:  
 !99  Uoplyst 
 
 
Der må kun markeres 1 svar i hele rubrikken. Definitionerne på indvandrer og efterkommer er beskrevet ovenfor. 
Under ”Andet mere udviklet land” hører alle lande i Vesteuropa, USA, Canada, Australien og New Zeland. Et land, der ikke er 
udspecificeret og ikke er med under ”Andet mere udviklet land” hører derfor hjemme under ”Andet mindre udviklet land”, fx 
Brasilien, Indonesien,Philipinerne etc. 
 
 
Noter 
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6.6.1 Relationer til ofret (kun 1 svar) 
Parforhold: 
 !01  Nuværende kæreste, ægtefælle, samlever 
 !02  Tidligere kæreste, ægtefælle, samlever    
 
Familie: 
 !03  Far, stedfar  !06  Anden slægtning _________________ 
 !04  Bror, stedbror   
 !05  Søn    
 
Bekendt: 
 !07  Arbejdskammerat 
 !08  Skole-/studiekammerat  !09  Bekendt _______________________ 
 
Autoritetsforhold: 
 !10  Chef, lærer 
 !11  Behandler/plejer (læge, sygeplejerske)  
 !12  Offentlig person (politi, mv.)  

!13  Taxachauffør  !14  Andet _________________________ 
 
Tilfældig bekendt: 
 !15  Mødt indenfor 24 timer 
  
Ukendt: 
 !16  Aldrig set før 
  
Andet: 
 !88  Andet _____________________ !99  Uoplyst 
 
 
Ved flere mulige relationer, kodes den relation, der er vigtigst for ofret. 
Ved netdating krydses af i mødt indenfor 24 timer samt nendenfor. 
 
 
6.7.1 Kontakt via Internet (fx chat) eller telefon (fx træfpunkt) (flere svar) 
 !01  Nej 
 !02  Ja, telefon  !88  Andet _____________________ 
 !03  Ja, Internet  !99  Uoplyst 
 
6.8.1 Alkoholpåvirket under gerning  
 !01  Ja    
 !02  Nej   !88  Andet _____________________ 
 !03  Usikkert   !99  Uoplyst 
 
6.9.1 Narkotikapåvirket under gerning 
 !01  Ja    
 !02  Nej   !88  Andet _____________________ 
 !03  Usikkert   !99  Uoplyst 
 
Noter 
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MEDICINSK ANAMNESE 
 
7.1.1 Højde    _____ (cm) 
 
7.1.2 Vægt    _____ (kg) 
 
 
7.2.1 Kroniske sygdomme (også psykiske sygdomme) 
 !01  Ja, hvilke ______________________________________________________ 
 
 !02  Nej   !88  Andet _____________________ 
 !03  Ved ikke   !99  Uoplyst 
 
7.3.1 Daglig medicin (ikke p-piller) (flere svar) 
 !01  Nej    
 !02  Psykofarmaka (angst, depression, psykose) !88  Andet _____________________ 
 !03  Sovemedicin  !99  Uoplyst 
 !04  Smertemedicin 
 
7.4.1 Allergier    
 !01  Ja, hvilke ______________________________________________________ 
 
 !02  Nej   !88  Andet _____________________ 
 !03  Ved ikke   !99  Uoplyst 
 
Handikap/funktionshæmmet, som vurderet af undersøgeren 
7.5.1 Psykisk (kun 1 svar)   
 !01  Nej   !05  Mental retardering af sværere grad 
 !02  Psykisk syg   
 !03  Mental retardering af lettere grad !88  Andet _____________________ 
 !04  Mental retardering af middelsvær grad !99  Uoplyst 
 
7.5.2 Fysisk (kun 1 svar) 
 !01  Nej    
 !02  Ja, _____________________ (anfør handikap) 
 !88  Andet _____________________ !99  Uoplyst 
 
7.6.1 Misbrug (flere svar) 
 !01  Nej    
 !02  Misbrug, alkohol (alkoholiker) 
 !03  Misbrug, stoffer (narkoman inkl. metadon) 
 !04  Tidl. alkoholmisbrug  !88  Andet _____________________ 
 !05  Tidl. stofmisbrug  !99  Uoplyst 
 
7.7.1 Psykologisk behandling (flere svar)  
 !01  Nej   !04  Ja, går til behandling 
 !02  Ja, tidligere behandlet, < ½ år !88  Andet _____________________ 
 !03  Ja, tidligere behandlet, > ½ år !99  Uoplyst 
Ved tidligere behandlet angives længden af behandlingsforløbet ved ca. længere eller kortere end ½ år. 
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7.8.1 Psykiatrisk behandling (flere svar) 
 !01  Nej   !05  Ja, er indlagt 
 !02  Ja, tidligere behandlet ambulant  
 !03  Ja, går til behandling ambulant !88  Andet _____________________ 
 !04  Ja, har været indlagt til behandling !99  Uoplyst 
 

GYNÆKOLOGISK ANAMNESE 
 
8.1.1 Seksuel debut (kun 1 svar) 
 !01  Nej (hvis aldrig haft samleje med penetration)   
 !02  Ja, inden aktuelle hændelse (har haft samleje med pentration inden aktuelle) 
  !03  Debut ved aktuelle voldtægt (ikke tidligere haft samleje, men er blevet penetreret 
   ved aktuelle hændelse)  

!88  Andet _____________________ !99  Uoplyst 
 
8.1.2 Alder for seksuel debut  _____ (år) 
Nej i Seksuel debut betyder, at der ikke var debut ved aktuelle overgreb, som derfor ikke kan være en fuldbyrdet voldtægt. 

 
8.2.1 Tidligere seksuelle overgreb (uddybes i hændelsesforløbet - flere svar) 
 !01  Nej    
 !02  Ja, alder <= 11 år  !88  Andet _____________________ 
 !03  Ja, alder 12-14 år  !99  Uoplyst 
 !04  Ja, alder >= 15 år 
 
8.3.1 Daglig kontraception (et, evt. flere svar) 
 !01  Ingen   !05  P-stav/p-sprøjte 
 !02  Kondom   !06  Steriliseret/hysterektomeret 
 !03  P-piller   !88  Andet _____________________ 
 !04  Spiral   !99  Uoplyst 
 
8.4.1 Graviditet (flere svar) 
 !01  Aldrig    
 !02  Tidligere graviditet  !88  Andet _____________________ 
 !03  Er gravid, antal gestastionsuger ____ !99  Uoplyst 
  
8.4.2 Aborter (flere svar) 
 !01  Aldrig 
 !02  Spontan abort, antal _____ !88  Andet _____________________ 
 !03  Provokeret abort, antal _____ !99  Uoplyst 
Ekstrauterin graviditet kodes som spontan abort. 
8.4.3 Antal fødsler   _____ 

8.4.4 Ældste eller eneste barns alder   _____ 

8.4.5 Yngste barns alder    _____ 
Hvis aldrig gravid, kodes ”Aldrig” i 8.4.1 og 8.4.2 samt 0,0,0 i 8.4.3-8.4.5. 

 
8.5.1 Andet samleje indenfor de sidste 14 dage (kun 1 svar) 
 !01  Nej (herunder aldrig)    
 !02  <1 døgn   !88  Andet _____________________ 
 !03  1-6 døgn   !99  Uoplyst 
 !04  1-2 uger 
 
 
8.5.2 Dato for sidste (formentlig frivillige) samleje ________________________(kodes ikke) 
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8.6.1 Menstruation (flere svar) 
  !01  Har endnu ikke haft menstruation 
 !02  Regelmæssig    !88  Andet _____________________ 
 !03  Uregelmæssig _________________ !99  Uoplyst 
 
 
8.6.2 Dato for sidste menstruation:  d. ___ - ___ - ___  (dd-mm-åå) 
 
Noter 
 
 
 
 
 
 
 

PSYKISKE FUND 
9.1.1 Psykiske reaktioner (flere svar) 
 !01  Normal reaktion på traume, fx gråd, indesluttethed o.lign. eller ingen reaktion. 

      Kan evt. uddybes her ______________________________________________ 
      _________________________________________________________(kodes ikke) 

 !02  Angstreaktioner   
 !03  Tilbagetrukkethed  !07  Fortvivlelse eller håbløshed 
 !04  Bevidsthedsindsnævring  !08  Overdreven/formålsløs hyperaktivitet 
 !05  Desorientering  !09  Ubehersket og overdreven sorgreaktion 

!06  Vrede eller verbal aggressivitet !99  Uoplyst 
 
Noter 
 
 
 
 
 

FYSISKE TEGN PÅ VOLD 
Indtegnes også på skitser og beskrives 
10.1.1 Hud og/eller slimhinder (flere svar) 
 !01  Intet 
 !13  Excoriationer (Kradsemærker, rifter, mindre hudafskrabninger) 
 !02  Punktformede blødninger 
 !03  Fladeformede blødninger 
 !04  Store blodansamlinger 
 !05  Kvæstelser (kontusioner m. intakt overflade 
 !06  Kvæstningssår (hul på huden) 
 !07  Snitsår 
 !08  Stiksår  
 !09  Bidsår 
 !10  Hugsår   !88  Andet _____________________ 
 !11  Skudsår   !99  Uoplyst 

!12 Punktformede blødninger efter kvælning 
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10.2.1 Skelet, bevægeapparat, indre organer (flere svar) 
 !01  Intet   !07  Læsion indre organer 
 !02  Knoglebrud  !08  Ingen synlige skader, men trykømhed 
 !03  Tandlæsion  
 !04  Ledskred, forstuvning   
 !05  Hjernerystelse  !88  Andet _____________________ 
 !06  Anden læsion hoved  !99  Uoplyst 
 
10.3.1 Specielle følger af kvælningsforsøg (flere svar) 
 !01  Ikke noget kvælningsforsøg !06  Sortnen for øjnene 
 !02  Ingen følger  !07  Besvimelse, bevidstløshed 
 !03  Stemmeændring (hæshed) !08  Ufrivillig urin/fæces afgang 
 !04  Synkebesvær  !88  Andet _____________________ 
 !05  Åndedrætsbesvær  !99  Uoplyst 
 
10.4.1 Tilsmudsning (flere svar) 
 !01  Nej   !99  Uoplyst  

 !02  Ja, beskriv hvor og af hvad (fx jord, bladrester ml. labia minor/major samt  

        tilsmudsning af tøj) 

 
 
Noter 
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GYNÆKOLOGISKE FUND 
 
11.1.1 Gynækologisk undersøgelse udført 
 !01  Ja, akut   !04  Ja, men ikke akut 
 !02  Nej, ikke indiceret  !99  Uoplyst 
 !03  Nej, ofret ønskede det ikke 
 
 
11.2.1 Hymen (flere svar) 
 !01  Normal hymenal rest/uden friske forandringer   
 !02  Frisk udrift  !88  Andet _____________________ 
 !03  Intakt hymen  !99  Uoplyst 
 
 
(flere svar) 
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11.2.2 Vestibulum 
!01   !02   !03   !04   !88   !99   

11.2.3 Labia minores 
!01   !02   !03   !04   !88   !99   

11.2.4 Commisura 
posteriores !01   !02   !03   !04   !88   !99   

11.2.5 Labia majores 
!01   !02   !03   !04   !88   !99   

11.2.6 Perineum 
!01   !02   !03   !04   !88   !99   

 
11.2.7 Andre fund eller skader, inkl. skader dybere i vagina 
 !01  Nej   !88  Andet _____________________ 
 !02  Ja   !99  Uoplyst 
  
 
11.3.1 Analt (flere svar) 
 !01  Normal   !04  Interne rifter (anoskopi) 
 !02  Hævelse   !88  Andet _____________________ 
 !03  Rifter (fissurer)  !99  Uoplyst 
 
 
11.4.1 Graviditetstest, aktuelt (kun 1 svar) 
 !01  Negativ 
 !02  Positiv 
 !03  Ikke udført  !99  Uoplyst 
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INFEKTIONSUNDERSØGELSE 
 
 Podet  Positivt svar 
(flere svar) 
 

Kl
am

yd
ia

 

G
on

or
ré

 

An
dr

e 
ba

kt
er

ie
r 

An
de

t 

Ik
ke

 u
s.

/u
op

ly
st

/ 
sv

ar
 i.

a.
 

 Kl
am

yd
ia

 

G
on

or
ré

 

An
dr

e 
ba

kt
er

ie
r 

An
de

t 

Ik
ke

 u
s.

/u
op

ly
st

/ 
sv

ar
 i.

a.
 

Akut            

12.1.1 Cervix  !01   !02   !03   !88   !99   12.2.1 !01   !02   !03   !88   !99   

12.1.2 Urethra  !01   !02   !03   !88   !99   12.2.2 !01   !02   !03   !88   !99   

12.1.4 Mundhule  !01   !02    !88   !99   12.2.4 !01   !02    !88   !99   

12.1.5 Anus  !01   !02    !88   !99   12.2.5 !01   !02    !88   !99   

Andre bakterier podes ved symptomer. 
 
 Blodprøve taget  Positivt svar 
(flere svar) 
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12.5.1 Blodprøver 
!01   !02   !03   !88   !99   

12.6.1 
!01   !02   !03   !88   !99   

 
Noter – specificer ”Andet” fra ovenstående skemaer (fx herpes, kondylomer) 
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PROFYLAKTISK BEHANDLING 
 
13.1.1 Profylaktisk behandling ved undersøgelsen (flere svar) 
 !01  Intet   !06  Tetanus (vaccination + immuno) 
 !02  Nødprævention  !07  Har allerede taget nødprævention 
 !03  Antibiotika mod underlivsinfektion !08  Hepatitis A og B (vaccination – 
Twinrix) 
 !04  Hepatitis B (vaccination – Engerix) !88  Andet _________________ 
 !05  HIV (2 stofs antibiotika)  !99  Uoplyst 
 
Sædvanlig nødprævention: Norlevo. Sædvanlig antibiotika: Zitromax 

 
Noter 
  
 
  
 

MEDICINSK BEHANDLING 
 
14.1.1 Medicin ordineret i forbindelse med undersøgelsen (flere svar) 
 !01  Intet   !06  Kvalmenedsættende 
 !02  Sovemedicin   
 !03  Smertestillende  
 !04  Beroligende  !88  Andet _________________ 
 !05  Lidocainsalve  !99  Uoplyst 
 
Noter 
 
  
 

RETSMEDICINSKE FUND 
 
15.1.1 Mikroskopi af sæd, akut på stuen 
 !01  Ikke udført  
 !02  Ingen sædceller påvist   
 !03  Døde sædceller  !88  Andet _____________________ 
 !04  Levende sædceller  !99  Uoplyst 
 
15.1.3 Mikroskopi af sæd, spidsglas (Skrive OBS hvis sendt til vækst og reproduktion) 
 !01  Ikke udført    
 !02  Ingen sædceller påvist  !88  Andet _____________________ 
 !03  Sædceller påvist  !99  Uoplyst 
 
15.2.1 Prøver udtaget (enten af gynækolog eller retsmediciner) 
 !01  Ingen prøver udtaget  !07  Sekret fra fornix posterior 
 !02  Blodprøve: Alkohol  !08  Sekret fra rectum 
 !03  Blodprøve: Retskemisk screening !09  Sekret fra mundhule 
 !04  Blodprøve/kindskrab (DNA profil) !10  Udstrygning til farvning for sæd 
 !05  Negleskrab  !11  Urinprøve: Retskemisk screening 
 !06  Sekret fra introitus  !88  Andet ____________________ 
    !99  Uoplyst 
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INFORMATION 
 
16.1.1 Information givet til ofret om retslige forhold  
 !01  Nej  
 !02  Mundtligt   !88  Andet ____________________ 
 !03  Skriftligt   !99  Uoplyst 
 
16.2.1 Information givet til ofret om akut undersøgelse og behandling  
 !01  Nej  
 !02  Mundtligt   !88  Andet ____________________ 
 !03  Skriftligt   !99  Uoplyst 
 

OPFØLGNING 
 
17.1.1 Ofret indlagt (i forlængelse af 1. kontakt) _____ (påbegyndte døgn) 
 
17.1.2 Ofret genindlagt (efter at være gået hjem) _____ (påbegyndte døgn) 
 
17.1.3 Anden person medindlagt  _____ (påbegyndte døgn) 
 
Anfør 0, hvis ikke indlagt 

 
17.2.1a Uarbejdsdygtighed (kun 1 svar)  
 !01  Ja 
 !02  Nej 
 !03  ikke relevant !99  Uoplyst 
 
Fravær som følge af hændelsen fra arbejde/uddannelse/anden beskæftigelse inden for 14 dage efter hændelsen 
 
 
17.2.2 Sygemelding, ved ja  _____ (antal uger)  
 
 
17.3.1 Kontaktformidling udenfor centret (flere svar) 
 !01  Ingen   !07  Egen læge 
 !02  Funktionen for seksuelt misbrugte børn !08  Andet sygehus (somatisk afd) ______ 
 !03  Klinik for voldtægtsofre, Frederiksborg !09  Børne- og ungdomspsykiatrisk 
 !04  Sociale myndigheder  !10  Voksenpsykiatrisk afd. 
 !05  Psykolog   !88  Andet _____________________ 
 !06  Psykiater (privatpraktiserende) !99  Uoplyst 
 
 
17.3.2 Der er udarbejdet retsmedicinsk erklæring efter undersøgelsen i centeret (primært 
ikke-anmeldt) 
 !01  Ja    
 !02  Nej 
 !99  Uoplyst 
 
 
Noter 
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Antal opfølgningskontakter ved centret i efterfølgende måned 
17.4.1 Fremmøde, gynækolog  ____ (antal kontakter) 
 
17.4.2 Fremmøde, sygeplejerske  ____ (antal kontakter) 
 
17.4.3 Fremmøde, socialrådgiver  ____ (antal kontakter) 
 
17.4.4 Fremmøde, psykolog  ____ (antal kontakter) 
 
 
17.5.1 Telefon, gynækolog  ____ (antal kontakter) 
 
17.5.2 Telefon, sygeplejerske  ____ (antal kontakter) 
 
17.5.3 Telefon, socialrådgiver  ____ (antal kontakter) 
 
17.5.4 Telefon, psykolog   ____ (antal kontakter) 
 
Henvendelsesårsag 
17.6.1 Aktuelle henvendelsesårsag 
 !01  Voldtægt/-forsøg (<72 timer) !05  Falsk anmeldelse 
 !06  Voldtægt/-forsøg (>72 timer <14 dg)  

!02  ”Gammel” voldtægt (>14 dg)   
 !03  Incest   !88  Andet _____________________ 
 !04  Samlivsvold  !99  Uoplyst  
 

MEDICINSK OPFØLGNING 
 
11.4.2 Graviditetstest, 14 dages undersøgelse (kun 1 svar) 
 !01  Negativ 
 !02  Positiv 
 !03  Ikke udført  !99  Uoplyst 
 
 
 Podet  Positivt svar 
(flere svar) 
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14 dage            

12.3.1 Cervix  !01   !02   !03   !88   !99   12.4.1 !01   !02   !03   !88   !99   

12.3.2 Urethra  !01   !02   !03   !88   !99   12.4.2 !01   !02   !03   !88   !99   

12.3.4 Mundhule  !01   !02    !88   !99   12.4.4 !01   !02    !88   !99   

12.3.5 Anus !01   !02    !88   !99   12.4.5 !01   !02    !88   !99   

Andre bakterier podes ved symptomer. 
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18.1 HIV-kontrol efter 1 måned (kun 1 svar) 
 !01  Negativ 
 !02  Positiv 
 !99  Uoplyst/ikke us 
 
 
18.2.1 Hepatitis vaccination udført efter ca. 14 dage (kun 1 svar) 
 !01  Nej, vaccination ikke påbegyndt 
 !02  Ja 
 !03  Nej, ikke re-vaccineret  !99  Uoplyst 
 
18.2.2 Hepatitis vaccination udført efter ca. 1 måned (kun 1 svar) 
 !01  Nej, vaccination ikke påbegyndt 
 !02  Ja 
 !03  Nej, ikke re-vaccineret  !99  Uoplyst 
 
 
 Blodprøve taget  Positivt svar 
(flere svar) 
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18.3.1 Blodprøve-
kontrol efter ca. 3 mdr. !01   !02   !03   !88   !99   

18.4.1 
!01   !02   !03   !88   !99   

 

SOCIALE FORANSTALTNINGER 
 
19.1 Socialforvaltning underrettet? 
 !01  Nej   !99  Uoplyst 
 !02  Ja, efterfølgende da ofret er < 18 år 
 !03  Ja, akut i forbindelse med afhøring hos politi da ofret er < 18 år 
 !04  Ja, den sociale døgnvagt eller anden social funktion/institution kontaktet akut 
 !05  Ja, andre årsager ________________________________________ (kodes ikke) 
 
19.2 Bistandsadvokat tildelt? 
 !01  Ja, via politiet  !99  Uoplyst 
 !02  Ja, via centeret 
 !03  Ja, selv opsøgt 
 !04  Nej, ikke relevant 
 
Navn på bistandsadvokat: _________________________________________________ (kodes ikke) 
 
Noter 
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19.3 Indhold i socialrådgiverens indsats (flere svar) 
 !01  Information om det retslige efterspil, herunder kontakt til politi og bistandsadvokat 

!02  Underretning af de sociale myndigheder vedr. ofre under 18 år 
 !03  Underretning af de sociale myndigheder vedr. børn af ofre 
 !04  Råd og vejledning i sociale spørgsmål 
 !05  Koordinering af igangværende indsats 
 !06  Henvisning til de sociale myndigheder 
 !07  Henvisning til anden behandlingsinstans: _________________________________ 
 !08  Henvisning til krisecenter 
 !09  Støttende samtaler  !88  Andet ______-___________________ 
 !10  Ingen   !99  Uoplyst 
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Objective To describe the victims of sexual assault and the

circumstances in which the assaults occur.

Design Descriptive case study.

Setting Centre for Victims of Sexual Assault (CVSA),

Rigshospitalet, Copenhagen, Denmark.

Population or sample A total of 2541 women attending CVSA

from 2001 to 2010.

Methods All women attending CVSA underwent a standardised

data collection procedure. Descriptive bivariate analysis and

logistic regression analysis were performed.

Main outcome measures Associations between different assault

characteristics and (1) the age of the victim and (2) the

relationship between victim and perpetrator.

Results Two-thirds of the victims were aged 15–24 years.

Seventy-five percent had met the perpetrator before the sexual

assault and 70% reported the assault to the police. A physical

injury was found in 53, and 27% sustained an anogenital lesion.

Alcohol was involved in 60% of the cases. One-third of the

victims had experienced a previous sexual assault(s). Women were

more likely to report to the police when they were assaulted by a

stranger (odds ratio [OR] 1.9, 95% confidence interval [95% CI]

1.3–2.6) and sustained a physical injury (OR 1.7, 95% CI 1.4–2.2)
or anogenital lesion (OR 1.5, 95% CI 1.1–2.0). Women aged

45 years or older were more likely to sustain a physical injury

(OR 2.0, 95% CI 1.2–3.2) or an anogenital lesion (OR 2.1, 95%

CI 1.4–3.2).

Conclusions Our results challenge the typical stereotype of a

violent rape attack by a stranger, which is important in creating

an environment where women are not reluctant to seek help after

a sexual assault. Young age and drinking alcohol were risk factors

for sexual assault, and we need to address this when considering

preventive strategies.

Keywords Risk factors, sexual assault.

Linked article: This article is commented on by Macdowall W. To

view this mini commentary visit http://dx.doi.org/10.1111/

1471-0528.13094.

Please cite this paper as: Larsen M-L, Hilden M, Lidegaard Ø. Sexual assault: a descriptive study of 2500 female victims over a 10-year period. BJOG 2014;

DOI: 10.1111/1471-0528.13093.

Introduction

The need for medical, legal and psychological assistance

following a sexual assault has resulted in the development

of specialised centres for victims of sexual assault (CVSA)

throughout the world. In 2000, the largest of eight Danish

CVSAs opened in Copenhagen, providing a free 24-hour

service independent of police reporting. The centre is situ-

ated in the gynaecological department at Rigshospitalet and

serves both male and female victims from the age of

12 years. The staff consists of a gynaecologist, specialised

nurses, trained psychologists and social workers. The centre

offers physical examination, medical treatment, social

counselling and psychotherapy.

The reported prevalence of sexual assault varies from 7 to

22%.1–4 Over the last decade, it has been increasingly recog-

nised that many patients seen in the healthcare system have

a history of sexual assault. In 2011, the American College of

Obstetricians and Gynecologists recommended that clini-

cians routinely screen their female patients for a history of

sexual assault.5 In 2002, the World Health Organization

classified sexual violence as a major public health problem

and underlined the need for further research in this field.6

Research on sexual assault has been constrained by sev-

eral factors. Sexual assault has not been defined or mea-

sured uniformly in studies, and most of the research has

used retrospective, self-reported questionnaires with the

potential for recall bias. Women are more hesitant in

1ª 2014 Royal College of Obstetricians and Gynaecologists

DOI: 10.1111/1471-0528.13093

www.bjog.org
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reporting their assault to the police if the perpetrator is an

intimate or former partner, and studies restricted to only

police-reported cases could have limited external validity

for all assaults.7–9

Identifying risk factors for sexual assault may be a prere-

quisite for both the prevention of assaults and the

improvement of early interventions. To better develop

measures to prevent sexual assault we need to explore the

circumstances in which sexual assaults occur, which women

are vulnerable in which settings, and identify as well as

quantify the most important contributory factors.

In this work our aim was to describe the victims of sex-

ual assault and the circumstances in which the assaults

occurred to identify risk factors—knowledge that is

required for the development of preventive measures. We

focused especially on how age and the relationship between

the victim and the perpetrator were associated with the cir-

cumstance of the assault.

Methods

Study group and design
This descriptive case-only study included data from all

women attending the Copenhagen CVSA for sexual assault

or attempted sexual assault between March 2000 and

December 2010. The centre serves the eastern part of Den-

mark, with a population of approximately 3 million people.

All the women underwent a standardised data collection

procedure. This included variables describing the victim,

the sexual assault and the perpetrator, and was filled out

by trained doctors and/or nurses performing the examina-

tions. Data were updated after 1 month and stored in a

database held at the CVSA. All analyses presented in this

paper were retrieved from this database. There was no

external monitoring of data entry, but data were verified

and adjusted by the clinicians working at the centre.

Description of the standardised information
We generated descriptive categories for the different vari-

ables, as described below. We report numbers and percent-

ages for all the categories.

All the perpetrators were men. The perpetrator was

defined as being known to the victim if he was a partner

or former partner, relative, friend or schoolmate. If, for

example, the perpetrator was a teacher, medical doctor or

police officer he was categorised as an authority figure.

When a woman reported brief contact with the perpetrator

before the assault he was categorised as known for

<24 hours; this also included casual acquaintances and taxi

drivers. If the woman had never seen the perpetrator before

he was categorised as unknown.

Previous sexual assault or childhood sexual abuse was

categorised as either ‘yes’ or ‘no’. If the women attended

the centre for more than one assault in the 10-year period,

each assault was recorded independently.

Police involvement was categorised as ‘yes’ if the vic-

tim reported to the police regardless of when. If the

complaint was not accepted by the police, it was labelled

as ‘rejected’.

When the place of assault was either the victim’s or the

perpetrator’s home it was labelled as ‘home’. Outside

included streets or parks. Workplace also included school.

Vehicle included both a car and public transport. Restau-

rant also included a bar or hotel.

The victim’s alcohol intake was categorised into either

five or more or less than five alcoholic units on the day of

the assault. If a woman reported amnesia for parts of the

assault due to alcohol intake she was categorised as a user

of more than five units.

From 2004 to 2010 all women were asked whether they

suspected they had been drugged up to the assault, and this

category was based solely on the woman’s statement.

If the women reported resistance it was categorized as

either verbal or physical.

If a woman presented with any physical signs of violence

associated with the assault this was recorded as ‘yes’ to

physical findings. These ranged from slight bruising of the

skin to petechial haemorrhages following strangulation. The

decision to record as ‘yes’ was made by the doctor per-

forming the examination.

Anogenital injuries were categorised as present if the

findings included injuries to the genitals such as lacera-

tions, abrasions and bruising. If the findings were

recorded as normal by the gynaecologist, injuries were cat-

egorised as not present. The presence of redness and

swelling of the external genitals was not recorded in this

category, as we regarded this as a non-specific finding.

Gynaecological findings were only included for women

who reported vaginal and/or anal penetration or

attempted penetration.

For each of the variables a ‘missing’ category was added.

This included missing information and when the investiga-

tor did not ask for or recorded the information. This cate-

gory was only reported in the tables if it accounted for

more than 15% of the answers for each variable.

Statistical analysis
Data were analysed using IBM SPSS Statistics for Windows

(Version 19.0; Armonk, NY, USA). Descriptive bivariate

analysis was performed to study associations between dif-

ferent characteristics regarding the assault and (1) the age

of the victim and (2) the relationship between victim and

perpetrator. We report numbers and percentages and P-val-

ues describing the probability that an association was due

to chance. P-values were based on likelihood ratio (chi-

square) statistics, and values <0.05 were considered statisti-

2 ª 2014 Royal College of Obstetricians and Gynaecologists

Larsen et al.
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cally significant. To further investigate the associations

found in the bivariate analysis we performed logistic regres-

sion analysis to adjust for influences from other variables.

We adjusted for all the variables included in the descriptive

bivariate analysis and odds ratio (OR) and 95% confidence

intervals (95% CI) were reported.

Results

Of the 2912 people who visited the Copenhagen CVSA

during the 10-year study period, 2541 were women who

had experienced sexual assault or attempted sexual assault;

these constituted the study group. The 371 patients not

included were men, or women who were seen for other

reasons not categorised as sexual assault.

The age of the women ranged from 12 to 93 years with

two-thirds being between the ages of 15 and 24 years.

Two-thirds of the reporting women had some prior rela-

tionship with their perpetrator (Table 1). Almost half had

an intimate knowledge, reporting the perpetrator as a cur-

rent or former boyfriend, family member or someone they

considered a friend. These women were most often

assaulted in their own or the perpetrator’s home (Table 2).

Women with no previous contact or knowledge of their

perpetrator were more likely to report to the police (OR

1.88, 95% CI 1.35–2.61) and were at higher probability of

sustaining a physical injury during the assault than women

who knew their perpetrator (OR 1.54, 95% CI 1.12–2.12)
(Table 3). A physical injury was found in 53% of the

women. Of the 70% of women who reported vaginal/anal

penetration, 27% had a genital injury. Nearly half the

women said they put up some kind of resistance during

the assault, most often verbal resistance (Table 1).

Women older than 45 years were more likely to report

to the police and to sustain an anogenital or physical injury

than women aged 12–24 years (OR 2.23, 95% CI 1.30–
3.82; OR 2.10, 95% CI 1.35–3.22; and OR 2.00, 95% CI

1.24–3.23, respectively) (Table 3). They were more likely to

be assaulted in their own or the perpetrator’s home, and

less likely to be heavily intoxicated at the time of the

assault than women aged 12–24 years (Table 1).

Almost half the women had an alcohol intake of more

than five units. The intake of alcohol resulted in amnesia

in 10% of the women. Overall, 12% of women suspected

that they had been drug raped (Table 1). The majority of

these women were 25–34 years old and had met the perpe-

trator within the 24 hours prior to the assault. Women

who drank alcohol on the day of the assault were less likely

to report their assault to the police and had a higher risk

of sustaining a physical injury (OR 0.61, 95% CI 0.46–0.79
and OR 1.55, 95% CI 1.20–2.01, respectively) (Table 3).

Women who drank more than five units of alcohol were

more often sexually assaulted by a stranger or someone

they met within the 24 hours prior to the assault

(Table 2).

Almost a third of the women reported that they had

been diagnosed with a chronic medical or psychiatric con-

dition, and 20% reported daily intake of different psycho-

tropic drugs (data not shown). The same proportion

(27%) reported previous episodes of sexual assault or

childhood sexual abuse (Table 2).

Our bivariate analyses demonstrated that almost all the

variables were significantly associated with the age of the

victims and the relationship between the victim and perpe-

trator. When adjustment was made for all the other vari-

ables listed in Tables 1 and 2, we found alcohol intake,

unknown perpetrator, age and injury to be significantly

associated with whether or not the assault was reported to

the police (Table 3).

Discussion

Main findings
In this study we examined data collected at the Copenha-

gen CVSA from 2001 to 2010. We placed special emphasis

on how the age of the victim and the victim–perpetrator
relationship influenced specific assault characteristics. Our

results suggest several differences between the women

according to these two variables.

Consistent with previous research, we found that young

age was a risk factor for sexual assault.10,11

The majority of victims knew their perpetrator intimately

or had met him within the 24 hours before the assault, sim-

ilar to findings from other sexual assault centres.12,13 Previ-

ous research found that women were more likely to involve

the police when the perpetrator was a stranger,2,7–9,14

consistent with our findings. We also found that when the

victims were older than 45 years and were assaulted by a

stranger they were more likely to involve the police. Much

of the literature regarding victims of sexual assault is based

solely on cases reported to the police. Our results suggest

that such samples could underestimate the proportion of

victims who know the perpetrator.

Strengths and limitations
The large number of women included in this study com-

bined with the systematic and extensive data collection pro-

cedure validate the observed findings.

We could not control for the clinical evaluations by dif-

ferent examiners, although the nurses and doctors had a

similar level of training and experience and were routinely

trained and updated on how to fill in the questionnaires.

For most of the categories we only have the women’s

statements—they are often seen directly after the assault,

perhaps still intoxicated and in shock. These factors all

affect their willingness to answer questions as well as their
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memory of the assault. We have tried to compensate for

this by going through the data collected again 1 month

after the initial visit and adding any new information that

might have emerged since the initial contact.

Furthermore, it is not known what motivates victims to

seek help at a CVSA following a sexual assault. Some have

suggested that only a third of women seek help after a sex-

ual assault.8 Although some victims receive help from the

CVSA, others receive help from family physicians or coun-

sellors, and still others do not talk about their assault to

anyone. There could be differences between these groups of

women.

Interpretations
The importance of both anogenital and physical injuries

has been emphasised for many years, but there is still no

consensus on how to document these injuries and what

implications they should have in regard to the legal aspects

of sexual assault.15–17 The risk of sustaining a physical

injury was significantly higher for women who were

assaulted by a stranger. We also found that women with

the highest chance of sustaining both a physical and an

anogenital injury were those aged over 45 years. Previous

studies have shown that regardless of the victim’s relation-

ship to the perpetrator, women are more likely to report to

the police when they sustain a physical injury during the

assault, and this is also borne out by our results.2,7–9,14

The degree of resistance is an important factor for the

way the victim and others perceive the sexual assault.18,19

Our study shows that almost half the women did not resist,

either physically or verbally, during the assault. Feeling pa-

ralysed is a common reaction, especially when a woman

fears for her life.20 If the general attitude is that a woman

should and would scream and fight when assaulted,

women might blame themselves and therefore be less will-

ing to talk about their experiences with others. We found

Table 1. Age-stratified characteristics of victims of sexual assaults

Age stratification 12–24 years, n (%) 25–34 years, n (%) 35–44 years, n (%) 45+ years, n (%) Total, n (%) P-value

Police reporting

Yes 1127 (68.7) 338 (66.4) 156 (69.6) 135 (84.4) 1756 (69.3) <0.001

No 440 (26.8) 160 (31.4) 53 (23.7) 7 (10.6) 670 (26.4)

Rejected 38 (2.3) 8 (1.6) 8 (3.6) 7 (4.4) 61 (2.4)

Place of assault

Home 881 (53.5) 296 (57.9) 137 (61.2) 109 (68.1) 1423 (56.0) 0.002

Outside 444 (27.0) 113 (22.1) 52 (23.2) 35 (21.9) 644 (25.3)

Workplace 56 (3.4) 11 (2.2) 3 (1.3) 2 (1.3) 72 (2.8)

Vehicle 119 (7.2) 27 (5.3) 15 (6.7) 5 (3.1) 166 (6.5)

Restaurant 87 (5.3) 44 (8.6) 12 (5.4) 5 (3.1) 148 (5.8)

Relation to perpetrator

Known 727 (44.2) 205 (40.2) 114 (50.9) 70 (43.8) 1116 (44.0) 0.134

Authority 28 (1.7) 15 (2.9) 5 (2.2) 5 (3.1) 53 (2.1)

<24 hours 360 (21.9) 129 (25.3) 47 (21.0) 26 (16.3) 562 (22.1)

Unknown 422 (25.7) 132 (25.9) 45 (20.1) 46 (28.8) 645 (25.4)

Victim alcohol intake

None 526 (32.0) 163 (31.9) 75 (33.5) 55 (34.4) 819 (32.2) 0.003

<5 drinks 348 (21.1) 85 (16.6) 37 (16.5) 48 (30.0) 518 (20.4)

≥5 drinks 678 (41.2) 233 (45.6) 96 (42.9) 44 (27.5) 1051 (41.4)

Suspected drug rape

Yes 135 (10.8) 72 (19.3) 15 (9.7) 5 (4.0) 227 (11.9) <0.001

No 1067 (85.6) 286 (76.7) 129 (83.2) 116 (92.1) 1598 (84.0)

Resistance

No 693 (42.1) 232 (45.4) 108 (48.2) 67 (41.9) 1100 (43.3) 0.316

Verbal 509 (30.9) 138 (27.0) 56 (25.0) 51 (31.9) 754 (29.7)

Physical 231 (14.0) 60 (11.7) 29 (12.9) 21 (13.1) 341 (13.4)

Physical findings

Yes 811 (49.3) 301 (58.9) 135 (60.3) 100 (62.5) 1347 (53.0) <0.001

No 709 (43.1) 177 (34.6) 75 (33.5) 45 (28.1) 1006 (40.0)

Anogenital injuries

Yes 307 (26.5) 78 (22.5) 48 (28.9) 45 (40.2) 478 (26.8) 0.015

No 655 (56.5) 214 (61.8) 88 (53.0) 54 (48.2) 1011 (56.7)

The P-values indicate the overall association between the groups within the different variables and different age groups.
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that the women who verbally resisted during their assault

were more likely to sustain a physical injury, but no corre-

lation was found between resistance and the risk of sustain-

ing an anogenital injury and reporting to the police.

The literature suggests that alcohol intake and drug

abuse are risk factors for sexual assault.10,21–24 Consistent

with these findings, the average alcohol intake of the

women in our study was high. The high intake was distrib-

uted equally between those aged 12–44 years. Alcohol

might increase the risk of sexual assault by its physically

debilitating effects, but also by diminishing a woman’s

capacity to perceive and respond to situations in which she

is at risk. A study regarding perceptions of guilt after sexual

assault has shown that both men and women are likely to

view a woman as more sexually available and more respon-

sible for the sexual assault if she is intoxicated.25 The intake

of alcohol by the women reported in our study could be

even higher because women may underreport their alcohol

consumption to deflect any assumptions about their

responsibility for the assault.

Childhood sexual abuse has been found to be a risk factor

for later adult sexual re-victimisation.2,11,26–29 We found that

Table 2. Characteristics of victims of sexual assaults stratified according to the victim–perpetrator relationship

Perpetrator stratification Known

perpetrator,

n (%)

Authority,

n (%)

Known <24 hours,

n (%)

Unknown

perpetrator,

n (%)

Total,

n (%)

P-value

Former assault/abuse

Yes 319 (28.6) 7 (13.2) 149 (26.5) 154 (23.9) 629 (26.5) 0.012

No 530 (47.5) 32 (60.4) 304 (54.1) 345 (53.5) 1211 (51.0)

Missing 267 (23.9) 14 (26.4) 109 (19.4) 146 (22.6) 536 (22.6)

Police reporting

Yes 728 (65.4) 40 (75.5) 370 (66.2) 507 (78.8) 1645 (69.4) <0.001

No 342 (30.7) 10 (18.9) 159 (28.4) 116 (18.0) 627 (26.5)

Rejected 25 (2.2) 1 (1.9) 18 (3.2) 9 (1.4) 53 (2.2)

Place of assault

Home 884 (79.2) 31 (58.5) 326 (58.0) 126 (19.5) 1367 (57.5) <0.001

Outside 103 (9.2) 4 (7.5) 101 (18.0) 383 (59.4) 591 (24.9)

Workplace 42 (3.8) 7 (13.2) 7 (1.2) 9 (1.4) 65 (2.2)

Vehicle 31 (2.8) 4 (7.5) 53 (9.4) 74 (11.5) 162 (6.8)

Restaurant 35 (3.1) 5 (9.4) 60 (10.7) 36 (5.6) 136 (5.7)

Age of the victim

12–24 years 727 (65.1) 28 (52.8) 360 (64.1) 422 (65.4) 1537 (64.7) 0.065

25–34 years 205 (18.4) 15 (28.3) 129 (23.0) 132 (20.5) 481 (20.2)

35–44 years 114 (10.2) 5 (9.4) 47 (8.4) 45 (7.0) 211 (8.9)

45+ years 70 (6.3) 5 (9.4) 26 (4.6) 46 (7.1) 147 (6.2)

Victim alcohol intake

None 477 (42.7) 31 (58.5) 69 (12.3) 196 (30.4) 773 (32.5) <0.001

<5 drinks 230 (20.6) 7 (13.2) 111 (19.8) 141 (21.9) 489 (20.6)

≥5 drinks 344 (30.8) 8 (15.1) 354 (63.0) 267 (41.4) 973 (40.9)

Suspected drug rape

Yes 75 (9.0) 0 (0.0) 75 (18.0) 49 (10.4) 199 (11.3) <0.001

No 741 (88.8) 31 (91.2) 325 (77.9) 402 (85.7) 1499 (85.5)

Resistance

No 482 (43.2) 27 (50.9) 260 (46.3) 281 (43.6) 1050 (44.2) <0.001

Verbal 343 (30.7) 9 (17.0) 147 (26.2) 218 (33.8) 717 (30.2)

Physical 177 (15.9) 11 (20.8) 80 (14.2) 59 (9.1) 327 (13.8)

Physical findings

Yes 542 (48.6) 17 (32.1) 299 (53.2) 393 (60.9) 1251 (52.7) <0.001

No 486 (43.5) 28 (52.8) 235 (41.8) 202 (31.3) 951 (40.0)

Anogenital injuries

Yes 227 (25.1) 5 (17.9) 123 (30.4) 100 (27.0) 455 (26.7) 0.002

No 532 (58.8) 11 (39.3) 225 (55.7) 204 (55.1) 972 (60.0)

The P-values indicate the overall association between the groups within the different variables and the relationship between victim and

perpetrator.
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27% of the women had experienced a previous sexual assault.

Our results point to a possible connection between having

experienced previous sexual abuse and knowing the perpe-

trator, perhaps suggesting that these women are in a high-

risk environment, but the large number of ‘missing’ entries

in this category makes final conclusions difficult. The 23% of

missing answers on this topic show that even in our setting it

is difficult to ask and answer questions regarding previous

assaults. Because we know that previous sexual assault/abuse

is a precursor for later poor health, an increase in both

somatic and psychiatric symptoms and an increase in com-

plaints during pregnancy1,30–36 we need to investigate this

group of victims further.

We know that a third of the women seen at the CVSA

have been diagnosed with a chronic illness. Although our

database coded women as having or not having an unspeci-

fied chronic illness we know that 20% of women had a

daily intake of psychotropic drugs, suggesting that a signifi-

cant proportion had pre-existing mental health problems;

this has also been found in the population of other sexual

assault centres.37 Several subgroups within the group of

sexually assaulted women are more likely to report poor

health than others. Women exposed to both child and

adult sexual assault, women who experience additional

emotional/physical abuse and women who know the perpe-

trator intimately more frequently report poor health.1,11,38

A Danish study from 2010 including women who reported

childhood sexual abuse showed that those who reported

later sexual re-victimisation had suffered more severe child-

hood sexual abuse and had a higher psychological vulnera-

bility than women only reporting childhood sexual abuse

(i.e. not as an adult too).39 We need to see if and how the

physical and mental health of these groups differ as well as

how they compare with the general population. To deter-

mine whether the possible differences in health between the

groups are cause or effect of the sexual assault, we need to

investigate health status before as well as after the reported

sexual assault, and a study regarding this aspect has been

launched.

Conclusions

The nature of the victim–perpetrator relationship can influ-

ence perceptions of the seriousness and consequences of a

sexual assault. According to our results, sexual assaults fit-

ting the typical rape stereotype of a violent assault by a

stranger are more likely to be reported and acknowledged

as a sexual assault.

Preventive measures should therefore challenge these ste-

reotypical views on sexual assault. We need to raise aware-

ness of the fact that most sexual assaults are perpetrated by

someone known to the woman, often in familiar surround-

ings. Many victims will not sustain a physical or anogenital

injury and might not scream or fight against the perpetra-

tor. If we want to change the general attitudes towards sex-

ual assault, this information should not only target young

people of both genders, who we know are at risk, but also

the police, healthcare professionals and the general public.

We also need to address the strong evidence linking alcohol

to the risk of sexual assault.
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Abstract   

Background  

Sexual assault is a public health issue with many potential short and long-term consequences for 

the victims. We aimed to determine the pre- as well as post-assault psychiatric health in female 

victims of sexual assault.    

Methods  

Information regarding psychiatric diagnosis and hospitalisation was achieved from the National 

Registry of Psychiatry for all 2501 women who attended the Centre for Victims of Sexual Assault in 

Copenhagen and 10004 age and residence women without a known assault experience. 

Psychiatric data was assessed during the five-year period before as well as after the assault.  

Results  

We found psychiatric diagnoses in 27 % (n=685) of the exposed women in the five-year period 

before the assault versus 5 % (n=480) in the control group. In the five years after the assault these 

proportions were 34 % (n=854) in the exposed group and 6 % (n=614) in the control group. The 

rate ratio of psychiatric diagnoses between exposed and controls before the assault was 5.7 (95 % 

CI 5.1-6.4) and 5.6 (5.1-6.1) after the assault. Mean number of psychiatric contacts in the exposed 

group was 8.1 before and 8.4 after the assault as compared with 3.9 before and 4.4 after in the 

control group. 

Conclusions 

Our results suggest a 5 to 6 fold higher psychiatric morbidity in victims of sexual assault before as 

well as after the assault as compared to women without this exposure.  Further development of 

referral networks and collaborative relationships between assault centres, primary care physicians 

and mental health professionals is highlighted.  
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Introduction 

Previous research has demonstrated an increased prevalence of psychiatric illness, intake of 

psychotropic medication, and substance abuse in women who have been sexually victimised.1-14 

Sexual assault has not been defined or measured uniformly in studies. Studies within this field 

often include both survivors of childhood sexual abuse, sexual assault and physical violence, or do 

not distinguish between the type of sexual victimisation the women have experienced making 

generalisation difficult due to possible differences in short- and long-term mental health 

consequences between these groups.  

Studies have often been limited to psychiatric health after the assault, and often without control 

groups for comparison. Previous studies on women seen at a sexual assault centre have identified 

a psychiatric diagnosis or daily intake of psychotropic drugs at the time of the assault in 6 to 40 %. 
15-24 Studies that have assessed psychiatric health both before and after a sexual assault have 

demonstrated higher rates of several psychiatric complaints both before and after the assault but 

no study to date has investigated psychiatric health in a large number of women in a long time 

period both before and after a sexual assault.25;26 Our aim was to further investigate the psychiatric 

health in women seen at a sexual assault centre. Specifically, we aimed to assess psychiatric 

health both in a five-year period before and in a five year period after the sexual assault and 

compare these findings with the corresponding psychiatric health in women without a known 

assault exposure.    

Methods 

Setting and participants 

This study included data from all women older than 12 years, attending the Centre for Victims of 

Sexual Assault between March 2000 and December 2010. The centre serves the eastern part of 

Denmark which includes approximately three million people. The services at the Centre are free of 

charge and independent of police reporting. Women are seen within 72 hours from the time of the 

assault and those attending the Centre more than once during the 10-year inclusion period, only 

counted at their first visit. Data regarding childhood sexual abuse and previous sexual victimisation 

is collected for each woman seen at the Centre. We included women seen at the centre due to a 

sexual assault or attempted sexual assault and excluded women seen for other reasons such as 

domestic violence or childhood sexual abuse. 

Each woman seen at the Centre for Victims of Sexual Assault was matched on year of birth and 

place of residence but otherwise randomly selected to four women who had never attended the 

Centre. The follow-up period was ten years, five years before and five years after the assault date. 

Women were censored at death or emigration. A unique personal identification number is given to 
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all Danish citizens at birth or immigration. When an individual is in contact with any part of the 

Danish health care system this identification number is registered thereby making it possible to link 

data from different registers.27;28 

Measures 

For the exposed and non-exposed cohort, psychiatric diagnoses and hospitalisations due to a 

psychiatric disorder were achieved from the National Registry of Psychiatry for the period January 

1995 through September 2013. We included nine major subgroups of psychiatric diagnoses 

according to the International Classification of Diseases (ICD10) (Table 1). In addition, we 

combined several diagnostic codes into four additional categories labelled as ”intoxications”, 

”intentional self-harm”, ”history of suicide attempt”, and” unspecified psychiatric disorders” (Table 

1). 

Statistical analysis 

Using the Cochran–Mantel–Haenszel test (Review Manager 5.1, Copenhagen: The Nordic 

Cochrane Centre, The Cochrane Collaboration, 2011), we calculated the rate ratios of different 

psychiatric disorders between exposed and non-exposed women. Sensitivity analysis was 

performed to test our findings for known prior sexual victimisation. 

Results 

Sample flow and characteristics 

According to patient files, a total of 3077 men and women were seen at the Centre for Victims of 

Sexual Assault between March 2000 and December 2010. Of these, 62 were men and 463 were 

seen for other reasons than sexual assault or attempted sexual assault, or seen more than once. 

Of the 2609 women eligible for inclusion, 108 women (mainly foreigners) had no personal 

identification number and therefore excluded. Thus, 2501 exposed women were included. A 

majority (65 %) of the exposed women were 12-24 years old with an age range from 12 to 93 

years. The ethnicity and proportion of women who were part of the work force was similar to 

Danish women in this age group according to Statistic Denmark. The average follow-up period was 

9.7 years for both groups. The mortality rate during the last five years of follow-up was 1.64 % for 

the exposed women and 0.43 % for the non-exposed women, corresponding to a death ratio of 3.8 

(95 % CI 2.5-5.8) as compared to non-exposed.  
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Psychiatric diagnosis 

(Table 2) 

For the exposed women we found one or more psychiatric diagnosis in 27.3 % (n=685) in the five-

year period before the assault, and in 34.1 % (n=854) in the five-year period after the assaults. In 

the group of non-exposed women, 4.8 % (n=480) had a psychiatric diagnosis during the five years 

before the matched assault date, and 6.1 % (n=614) in the five-year period after the assault.  Rate 

ratio (RR) for exposed compared to non-exposed in the five-year period before the assault was 5.7 

(95 % CI 5.1-6.4). In the five years after the sexual assault the RR was 5.6 (95 % CI 5.1-6.1). 

A significantly increased rate ratio of psychiatric diagnosis among the sexual assaulted women 

was found for all of the 13 sub-diagnosis groups. 

The RR of psychiatric disorders due to psychoactive drugs was 22.9 (95 % CI 15.6-33.7) and due 

to mental retardation 28.0 (95 % CI 3.5-227.5) among the exposed women compared to the non-

exposed before the assault. After the assault the RR was 15.7 (95 % CI 11.9-20.8) and 6.0 (95 % 

CI 2.1-16.8), respectively.  

The RR of being diagnosed with a developmental disorder before the assault was not  significantly 

elevated, but was so in the five-year period after the assault; RR 9.6 (95 % CI 3.4-27.2). No suicide 

attempt was recorded in neither group before the assault date. After the assault, the rate ratio was 

32.0 (95 % CI 4.0-255.7), based, however, on only one event in the non-exposed group.  

 

Hospitalisation 

(Table 3) 

The average number of contacts among women with a certain psychiatric diagnosis did not change 

significantly before as compared with after the sexual assault for neither exposed nor non-exposed 

women. Among women with psychiatric contacts the average mean number of contacts was 

significantly higher in the exposed group, with 8.1 before the assault and 8.4 after the assault 

compared with 3.9 before and 4.4 after among non-exposed women. These numbers did not 

change substantially when data for women with a known history of sexual victimisation was 

excluded (data not shown).  

Sensitivity analysis 

(Table 1, online supplement) 

A total of 586 (23.4 %) women reported previous sexual victimisation and when removed from the 

analysis we found a slight overall decrease in the rate ratio between the exposed and non-exposed 

women. A total of 536 women (21 %) did not answer questions regarding previous sexual 

victimisation. 
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Discussion 

The number of women with a psychiatric diagnosis was found to be substantially higher among 

exposed women as compared to the non-exposed women. This was true for both the five-year 

period before and after the assault. Among the exposed women who had one or more psychiatric 

diagnosis, the mean number of psychiatric hospital contacts was twice that of non-exposed 

women, both before and after the assault. For both groups, no significant change in the number of 

contacts for a certain psychiatric diagnosis was found when comparing the five-year period before 

and after the assault. 

The main strength of this study was the doubled control design. First each assaulted woman was 

her own control by comparing a period before with a period after the assault. Secondly each 

assaulted woman was compared with four closely matched women who had not been seen at our 

Centre. The large number of women included permitted us to assess the risk of several sub-groups 

of psychiatric disorders. The systematic registration of psychiatric contacts in a register specifically 

made to monitor such diseases made it possible also to assess the morbidity in a period before the 

assault without relying on questioners, eliminating potential recall bias and non-responders, which 

may challenge retrospective case-control studies. Finally, the included diagnoses were discharge 

diagnoses from typical psychiatric departments, and thus not dependent on each woman’s own 

interpretation of her psychiatric health. 

Some women might suffer a mental illness without being referred to a private or public institution. 

On the other hand, some assaulted women may be diagnosed with a condition after the assault 

which was also present before the assault, but not identified and diagnosed before the hospital 

referral for the assault. The former circumstance is also true for the non-exposed women, while the 

latter is not. The slightly smaller increase in diagnosis for the assaulted women as compared with 

the increase in the non-assaulted women does not support such a potential bias to have had any 

substantial impact on our results.  

Women with a history of repeated sexual victimisation are known to have a higher risk of 

psychiatric disorders explaining that our sensitivity analysis demonstrated a slight decrease in rate 

ratio for the exposed women when data from this group was removed. 29-33 The high number of 

women with previous sexual victimisation is in agreement with an increased risk of re-victimisation 

in women with a history of sexual assault.8;34-36 The number of women with a history of sexual 

assault could be even higher as 21 % of exposed women had not revealed information regarding 

previous victimisation. The high number of missing information probably reflects the fact that even 

in our setting, it is difficult to ask and answer questions regarding this topic. Descriptive data 

regarding this group of assaulted women was published recently and demonstrated that many 
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were sexually assaulted by someone they knew.16 The possible role of domestic violence should 

also be taking in to consideration when looking at our results, as we know this is also linked to poor 

mental health.37-39 Link between mental disorders and victimisation has also been identified.40 

Because substance abuse, and in particular alcohol consumption, was found to be closely 

associated with sexual assault we need to consider the role of substance abuse both in regards to 

the assault and to the psychiatric health.8;26;41-44  

The nature of the psychiatric disorders we have investigated makes is plausible to assume that 

they may contribute to the overall vulnerability to sexual assault. Many disorders are characterised 

by problems with socialising, hyper-arousal and numbing, negative beliefs about one self and 

others, all factors that could impair or distort a woman’s perception of safety and thereby 

compromise an appropriate response to risky situations.  

Previous research has identified an increased psychiatric morbidity among women who were 

sexually victimised. We were therefore surprised to find the relative risk of almost all of the 

diagnosis codes we tested to be similar within the two time periods and some even reduced in the 

five years after the sexual assault. Because we were able to compare exposed women with a 

group of non-exposed women identical in regards to age and residence, the increase in frequency 

of different diagnostic groups among the exposed women was found not to be higher than among 

the non-exposed women, and is, therefore, expected to be due to the natural history of the disorder 

and a possible general increase in psychiatric contacts by time. When interpreting our results one 

has to consider that we report data from a sexual assault centre that primarily serves women who 

experience a single sexual assault. It might be the case that being exposed to multiple episodes of 

sexual victimisation both as a child and/or as adult, leads to more severe psychiatric health 

consequences than observed in this study. Perhaps previous sexual victimisation in childhood also 

makes it more difficult for the women to recognise and seek help after a sexual assault as adults. 

Studies have shown that the long-term psychological and physical consequences of sexual 

victimisation are affected negatively by experiencing sexual assaults both in childhood and in 

adulthood, experiencing additional emotional and/or physical abuse as well as being assaulted by 

someone you know.45;46   

Almost one third of the women seen at our centre had a pre-existing psychiatric diagnosis in 

agreement with findings from other assault centres in Europe, the US and Canada.15;18-20 It is likely 

that the trauma of sexual assault can further exacerbate the mental health disorders but we did not 

find that the exposed women utilised psychiatric health care more frequently after their assault 

compared to before.  One study from 2001 found a higher prevalence of both somatic and 

psychiatric illness as well as a higher utilization of medical services in women who were sexually 

assaulted, both one year before and after a sexual assault, as compared to a control group.26 
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Similar to our findings they did not find an increase in utilisation of medical visits after as compared 

to before the assault. Perhaps the fact that the women receive emergency interventions at a sexual 

assault centre explains this lack in increased utilisation of psychiatric care in the period after the 

assault. The women might also use other parts of our health care system such as general 

physicians, psychologists or counsellors, visits that are not registered in the National Registry of 

Psychiatry. The previously observed increase in Post-Traumatic Stress Disorder after a sexual 

assault was perhaps not detected in our study because the women either did not seek help or were 

treated for these symptoms outside the psychiatric system.8;41;42 Furthermore, it is not known what 

motivates victims to seek help at victim centres following a sexual assault. Some have suggested 

that only one third of women seeks help after a sexual assault.47 A recently published survey of 37 

Sexual Assault Centres in England identified differences in the mental health services provided 

between the centres and two-thirds of the centres reported problems in accessing mental health 

services.19 Although some women receive help from our centre, others see family physicians and 

counsellors, and still others do not tell anyone about their experiences. Potential differences 

between these groups of women could be due to women`s previous experiences with sexual 

victimisation, their support system, the severity of the assault, and her mental and physical health 

prior to and after the assault.  

Several studies regarding sexual assault and physical violence have shown an increased 

frequency in physician visits and health cost in women after victimisation.48-50 To further investigate 

this possible association we have launched a study looking at the association between sexual 

assault, somatic illness and physician visits five years before and after a sexual assault.  

We believe that the overall prevalence of psychiatric diagnosis in our study is an understatement 

as many women are diagnosed and treated in the primary health care sector and therefore not 

identified in the National Registry of Psychiatry. These circumstances, however, are also true for 

the women in the control group and we therefore believe that the observed difference in psychiatric 

morbidity is true. 

Conclusions 

This study highlights the importance of focusing on the mental health status of women exposed for 

a sexual assault. Further development of referral networks and collaborative relationships between 

assault centres, primary care physicians and mental health professionals may improve the 

transition of women at risk into specialised mental health care. The results of this study also 

warrant an increased focus from health care workers in general on the possible vulnerability of 

women suffering from psychiatric illnesses in regards to their sexual health. The lack of 

understanding the pre-existing morbidity for some of the women who are sexually assaulted, as 

well as the effects of sexual assault trauma by healthcare workers may lead to a lack of relevant 
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mental health care or inappropriate diagnosis and treatment. It is also important information for 

police and other judicial instances to further improve the collaboration between the women and the 

legal system. Furthermore, it would be beneficial to address the findings of this study when 

developing new strategies for primary, as well as secondary preventive initiatives.  
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Figures and tables 

 
Table 1. 
 

Psychiatric diagnosis codes included in the study, all retrieved from the 

National Registry of Psychiatry in Denmark 
 
ICD Codes Category Includes, among other items 

F10-19 Psychiatric disorders due to 
psychoactive drugs Alcohol, cannabis and cocaine intake 

F20-29 Schizophrenia Episodes of psychoses 

F30-39 Mood disorders Bipolar conditions  

F40-48 Phobic anxiety disorders Anxiety, obsessive-compulsive disorders and post-
traumatic stress disorder (PTSD) 

F50-59 Behavioural changes due to 
psychological factors. 

Eating disorders and mental disorders during the 
puerperium 

F60-69 Disturbance of personality 
structure  

Personality disorders and gender and sexuality 
deviations 

F70-79 Mental retardation  

F80-89 Development disorders Autism 

F90-98 Behavioural and emotional 
disorders  Attention Deficit/Hyperactivity Disorder (ADHD) 

T39-59 Intoxications Adverse effects of medical and non-medical substances 
i.e. analgesic, alcohol and detergents  

X60-84 Intentional self-harm Medical substances, weapons, sharp objects (i.e. 
cutting)  

Z915 History of suicide attempt  History of self-harm not in X60-84 

Z032-Z004 Unspecified psychiatric disorder    
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Table 2. 
 
Subgroups of psychiatric disorders in female victims of sexual assault and among controls 

during a five-year period before and five-year period after the assault. 

Rate ratios between victims and controls indicated during the two periods. 

 

Categories 
Exposed 
N=2,501 

Non-
exposed 
N=10,004 

Rate ratio 

 
Before 

(n)¹ 
After 
(n) 

Befor
e 

(n) 

After 
(n) Before After 

Number of women with one or 
more psychiatric diagnosis 685 854 480 614 5.7 (5.1-6.4)*** 5.6 (5.1-6.1)*** 

Psychiatric disorders due to 
psychoactive drugs  (DF1) 172 236 30 60 22.9 (15.6-33.7)*** 15.7 (11.9-20.8)*** 

Schizophrenia (DF2) 128 169 56 86 9.1 (6.7-12.5)*** 7.9 (6.1-10.2)*** 

Mood disorders (DF3) 171 228 120 203 5.7 (4.5-7.2)*** 4.5 (3.7-5.4)*** 

Phobic anxiety disorders (DF4) 406 532 267 353 6.1 (5.3-7.1)*** 6.0 (5.3-6.9)*** 

Behavioural changes due to 
physiological factors  (DF5) 66 73 73 87 3.6 (2.6-5.0)*** 3.4 (2.5-4.6)*** 

Disturbance of personality 
structure and behaviour (DF6) 246 300 103 145 9.6 (7.6-12.0)*** 8.3 (6.8-10.0)*** 

Mental retardation (DF7) 7 9 1 6 28.0 (3.5-227.5)** 6.0 (2.1-16.8)*** 

Developmental disorders (DF8) 3 12 7 5 1.7 (0.4-6.6) 9.6 (3.4-27.2)*** 

Behavioural and emotional 
disorders(DF9) 139 173 72 74  7.7 (5.8-10.2)*** 9.6 (7.1-12.2)*** 

Intoxications(DT39-DT4-DT5) 7 4 2 11  14.0 (2.9-67.4)*** 1.5 (0.5-4.6) 

Intentional self-harm 
(DX6-DX7-DX8) 31 53 11 20   11.3 (5.7-22.4)*** 10.6 (6.4-17.7)*** 

History of suicide attempt(DZ915) 0 8 0 1   Not estimable 32.0 (4.0-255.7)** 

Unspecified psychiatric 
disorder(DZ032-DZ004) 38 39 23 27   6.6 (4.0-11.1)*** 5.8 (3.5-9.4)*** 

	
  
¹Each woman is only included once within each diagnostic code and each five-year time period but may be 
present in more than one diagnosis group if she has been diagnosed with more than one disorder. 
*P < 0.05, **P < 0.01, ***P < 0.001. 
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Table 3.  
 
Average number of hospital contacts under different psychiatric diagnoses in exposed and 

non-exposed women with at least one contact before and after assault (95 % confidence 

intervals). 

Categories Exposed 
         Before                    After  

Non-exposed 
      Before               After 

Total number of contacts 5527 7152 1880 2678 

Psychiatric disorders due to 
psychoactive drugs  (DF1) 5.8 (4.5-7.2)  4.8 (3.8-5.7) 2.7 (0.8-4.6) 2.8 (1.2-4.4) 

Schizophrenia (DF2) 8.7 (6.5-10.9) 8.6 (6.8-10.4)* 5.5 (3.9-7.1) 5.0 (3.5-6.5)* 

Mood disorders (DF3) 3.5 (2.7-4.3) 3.2 (2.5-3.9) 2.5 (2.1-3.0) 2.3 (2.0-2.6) 

Phobic anxiety disorders 
(DF4) 2.4 (2.1-2.7) 2.5 (2.3-2.7) 2.0 (1.6-2.4) 2.2 (1.8-2.6) 

Behavioural changes due to 
physiological factors  (DF5)  3.5 (2.0-5.1) 4.1 (2.6-5.6) 2.2 (0.7-3.7) 2.9 (1.4-4.4) 

Disturbance of personality 
structure and behaviour  
(DF6) 

5.0 (4.0-6.0)* 5.1 (4.2-6.0)* 2.8 (2.2-3.4)* 2.6 (2.1-3.1)* 

Mental retardation (DF7) 1.7 (0.0-6.0)  2.1 (0.0-5.5) 1.0 (-) 1.7 (0.0-6.7) 

Developmental disorders 
(DF8) 4.3 (0.0-23.5) 3.9 (1.1-6.7) 3.3 (0.0-7.5) 2.2 (0.0-8.5) 

Behavioural and emotional 
disorders (DF9) 1.7 (1.5-2.0) 2.5 (2.0-3.0) 2.1 (0.6-3.6) 1.7 (0.2-3.2) 

Intoxications(DT39-DT4-
DT5) 2.0 (0.0-6.2) 1.8 (0.0-11.0) 1.0 (-) 0 

Intentional self-harm (DX6-
DX7-DX8) 1.7 (0.0-3.6) 1.7 (0.1-5.2) 1.2 (0.0-4.1) 1.6 (0.0-3.8) 

History of suicide attempt 
(DZ915) 0 2.5 (0.0-5.0) 0 2.0 (-) 

Unspecified psychiatric 
disorder (DZ032-DZ004) 1.3 (0.0-3.0) 1.2 (0.0-3.0) 1.2 (0.0-3.2) 1.3 (0.0-3.2) 

All psychiatric contacts  8.1 (7.1-9.2)* 8.4(7.5-9.3)* 3.9 (3.41-4.39)* 4.4 (3.9-4.9)* 

*P < 0.05 for number of contacts between exposed and non-exposed before and after the assault. 
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Online supplement, Table 1 
 
Subgroups of psychiatric disorders in female victims of sexual assault and among controls during a 

five-year period before and five-year period after the assault. Data from women with known prior 

sexual victimisation are removed. 

Rate ratios between victims and controls indicated during the two periods. 
 

Categories Exposed 
N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Number of women with one or 
more psychiatric diagnosis 454 599 349 461  5.2 (4.6-5.9)***   5.2 (4.6-5.8)*** 

Psychiatric disorders due to 
psychoactive drugs  (DF1) 108 156 19 42 22.7(14.0-37.0)*** 14.8(10.6-20.8)*** 

Schizophrenia (DF2) 75 113 43 66   7.0 (4.8-10.1)*** 6.8 (5.1-9.2)*** 

Mood disorders (DF3) 114 173 95 158    4.8 (3.7-6.3)*** 4.4 (3.5-5.4)*** 

Phobic anxiety disorders (DF4) 271 364 186 264    5.8 (4.9-7.0)*** 5.5 (4.7-6.4)*** 

Behavioural changes due to 
physiological factors  (DF5) 44 46 55 66    3.2 (2.2-4.7)*** 2.8 (2.0-4.0)*** 

Disturbance of personality structure 
and behaviour (DF6) 155 207 73 109    8.5 (6.5-11.2)*** 7.6 (6.1-9.6)*** 

Mental retardation (DF7) 4 6 1 4 16.0(1.8-143.1)*** 6.0 (1.7-21.2)** 

Developmental disorders (DF8) 2 8 5 4    1.6 (0.3-8.2) 8.0 (2.4-26.5)*** 

Behavioural and emotional 
disorders (DF9) 92 119 56 59 6.6 (4.7-9.1)*** 8.1 (5.9-11.0)*** 

Intoxications (DT39-DT4-DT5) 4 3 2 0 8.0 (1.5-43.6)* Not estimable 

Intentional self-harm  
(DX6-DX7-DX8) 21 32 9 14 9.3 (4.3-20.3)*** 9.1 (4.9-17.1)*** 

History of suicide attempt (DZ915) 0 4 0 1 Not estimable 16.0 (1.8-143.1)* 

Unspecified psychiatric disorder 
(DZ032-DZ004) 27 27 18 23 6.0 (3.3-10.9)*** 4.7 (2.7-8.1)*** 

¹Each woman is only represented once within each diagnostic code and each 5 year time period but can be 
present in more than one diagnostic code if she has been diagnose with more than one disorder. 
*P < 0.05, **P < 0.01, ***P < 0.001.  
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Abstract 

Objective: To examine pre- as well as post-assault somatic health in female victims of sexual 

assault. 

Design: Historical cohort study. 

Setting: Centre for Victims of Sexual Assault (CVSA), Rigshospitalet, Copenhagen, Denmark. 

Population: All 2.501 women who attended CVSA from 2000-2010 and 10.004 age and residence 

matched women with no known assault exposure.  

Methods: Data regarding somatic health were achieved from the National Health Registry and the 

Danish Health Insurance Registry. The somatic health was assessed during the five-year period 

before as well as the five years following the assault.  

Main outcomes and measures: Somatic diagnoses, hospitalisation and visits to a general 

practitioner. 

Results: The rate ratio was found to be higher for the exposed women compared to the non-

exposed both before and after the assault for several somatic disorders. Among these were; 

disease of circulatory respiratory system; 3.2 (2.6-4.1) before and 2.6 (2.1-3.2) after; digestive 

system 2.7 (2.4-3.2) and 2.6 (2.3-2.4); epilepsy 2.9 (2.2-3.8) and 4.1 (3.0-5.6) and disease of the 

liver 3.5 (1.9-6.3) and 7.0 (4.4-11.1). Among others, multiple sclerosis, endometriosis and 

complications in delivery did not reach statistical significant levels. Rate ratios of laparoscopic 

surgery increased significantly for the exposed women after the assault from 1.5 (0.9-2.5) to 3.4 

(2.3-5.0) as did risk of cervical cancer; 0.8 (0.4-1.7) to 2.0 (1.4-3.0). Number of visits to practitioner 

was significantly higher in exposed women both before and after the assault.  

Conclusion: Our results suggest a higher somatic morbidity in victims of sexual assault before as 

well as after the assault as compared to women without a known exposure.  

Keywords: Sexual assault, somatic illness 
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Introduction 

Sexual assault is a public health issue with many potential short and long-term consequences for 

the victims. Previous research has demonstrated an increased prevalence of somatic illness and 

health care usage in women who are sexually victimised.1-30 Studies have identified associations 

between sexual victimisation and specific organ systems such as respiratory, cardiovascular, 

neurological, gastrointestinal, gynaecological and reproductive health, as well as poor general 

health perceptions and multiple somatic complaints in victims. Studies within this field often include 

survivors of both childhood sexual abuse, adult sexual assault, physical and emotional violence, or 

do not distinguish between the types of sexual victimisation experienced. As potential differences 

between these groups in terms of short and long-term health consequences exist, generalisation 

can be difficult. Almost all studies have been limited to somatic health only after the assault, 

utilising questioners in specific clinical groups of women, and often without control groups for 

comparison. Previous research have demonstrated a significantly increased psychiatric morbidity 

in the women who are sexually assaulted compared to women without a known assault exposure 

before as well as after the sexual assault.31-33 Data from sexual assault centres have also 

highlighted a possible higher prevalence of somatic disorders in assaulted women, with reports of 

6-25 % of the women seeking help at the centres, having one or more somatic disorders at the 

time of assault.32;34-37 No study to date has systematically investigated somatic health in a large 

group of sexually assaulted women during a long time period both before and after  

Our aim was to further investigate the somatic health of women seen at a sexual assault centre. 

Specifically, we aimed to assess somatic health in a five-year period before and a five year period 

after the sexual assault and compare this morbidity with the corresponding morbidity in women 

without a known assault exposure.    
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Methods 

Study population 

This study included data from all women, older than 12 years, attending the Centre for Victims of 

Sexual Assault between March 2000 and December 2010. The centre serves the eastern part of 

Denmark which includes approximately three million people. All services are free of charge and 

independent of police reporting. Women are seen within 72 hours from the time of the assault and 

those attending the centre more than once during the 10-year inclusion period, only counted at 

their first visit. Information regarding previous sexual victimisation is gathered for all women 

attending the centre. We included women seen at the centre due to a sexual assault or attempted 

sexual assault and excluded women seen for other reasons such as domestic violence or 

childhood sexual abuse. 

Each woman seen at the Centre for Victims of Sexual Assault was matched on year of birth and 

place of residence but otherwise randomly selected to four women who had never attended the 

centre. The follow-up period was ten years, five years before and five years after the assault date. 

Women were censored at death or emigration. A unique personal identification number is given to 

all Danish citizens at birth or immigration. When an individual is in contact with any part of the 

Danish health care system this identification number is registered thereby making it possible to link 

data among different registries.38;39 

For the exposed and non-exposed women, somatic diagnoses and hospitalisations due to a 

somatic diagnosis were achieved from the National Health Registry for the period January 1995 

through September 2013. This registry has collected discharge diagnosis from public and private 

Danish hospitals since 1977. We included somatic diagnoses according to the International 

Classification of Diseases (ICD10) (Table 1). The diagnostic codes were chosen from organ-

specific diseases and symptoms, with emphasis on those previously identified as being associated 

with sexual assault. To further investigate possible associations we also included conditions not 

previously linked to sexual assault such as Type 1 diabetes, rheumatoid arthritis, female infertility 
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etc. As previous studies have identified an increase in pain related to the abdomen and 

reproductive system of women who experience a sexual assault, we also wanted to investigate if 

this affected the women’s risk of undergoing diagnostic laparoscopic surgery and we therefore also 

included this code. All diagnostic codes were chosen before any data were present and no 

additional selections in diagnostic codes were made afterwards.                                                       

We labelled each of the chosen diagnoses as either chronic or non-chronic. The non-chronic 

diagnoses were registered as a new event after 12 restriction weeks in the period of five years 

before and five year after the assault. The chronic diagnoses were only registered once for each 

woman in each time period. See Table 1 for the specific diagnosis.  

Information regarding visits to a practitioner for both groups was achieved from the Danish Health 

Insurance Registry. This registry contains information regarding number of visits to a general 

practitioner.  

 Statistical analysis 

Using the Cochran–Mantel–Haenszel test (Review Manager 5.1, Copenhagen: The Nordic 

Cochrane Centre, The Cochrane Collaboration, 2011), we calculated the rate ratios of different 

somatic disorders between exposed and non-exposed women. Sensitivity analysis was performed 

to test our findings for known prior sexual victimisation. 

Results 

A total of 3077 patients were seen at the Centre for Victims of Sexual Assault between March 2000 

and December 2010. Of these, 463 were seen for other reasons than sexual assault or attempted 

sexual assault, or seen more than once, and 62 were men. Of the 2609 women eligible for 

inclusion, 108 women (mainly foreigners) had no personal identification number and were therefore 

excluded. Thus 2501 exposed women were included. The majority (65%) of the exposed women 

were 12-24 years old with an age range from 12 to 93 years. The ethnicity and number of women 

who are part of the work force is similar to Danish women in this age group according to Statistic 

Denmark. The average follow-up period was 9.7 years for both groups. The mortality rate during 
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the last five years of follow-up was 1.64 % for the exposed women and 0.43 % for the non-exposed 

women, corresponding to a death ratio of 3.8 (95% CI 2.5-5.8) compared to non-exposed.  

Chronic diagnosis 

Rate ratio of chronic diagnoses that were significantly higher for the exposed women compared to 

the non-exposed in the period of both five years before the assault and five years after were 

epilepsy 2.9 (2.2-3.8) and 4.1 (3.0-5.6); ischemic heart disease 2.0 (1.1-3.7) and 2.2 (1.3-3.6); 

chronic obstructive pulmonary disease 3.4 (1.7-6.5) and 4.1 (2.6-6.5); asthma 2.0 (1.6-2.4) and 2.1 

(1.7-2.5); appendicitis 1.6 (1.2-2.0) and 1.8 (1.3-2.4); disease of the liver 3.5 (1.9-6.3) and 7.0 (4.4-

11.1); and fibromyalgia 3.3 (1.0-10.9) and 1.8 (1.0-3.3).   

The rate ratios of type one and two diabetes were significantly higher for the exposed women only 

in the period of five years after the assault; type 1 diabetes 1.0 (0.5-2.0) and 1.7 (1.0-2.7); type 2 

diabetes 0.5 (0.1-1.5) and 1.6 (1.0-2.5). The rate ratio of hypertension was significantly higher for 

the exposed women only in the period of five years before the assault; 1.8 (1.1-2.9) and 0.9 (0.7-

1.3). 

None of the exposed women were diagnosed with Human Immunodeficiency Virus in the period of 

five years before the assault. The risk ratio was significantly higher for the exposed women in the 

period of five years after the assault based, however, on only two cases in the non-exposed group 

38.0 (8.9-163.0).  

Rate ratios of multiple sclerosis, inflammatory bowel disease, rheumatoid arthritis, infertility and 

endometriosis did not reach statistical significance. 

Table 2 show the rate ratio for the chronic diagnosis.  

Non-chronic diagnosis 

For the non-chronic diagnosis the rate ratio were significantly higher in the period of both five years 

before and after the sexual assault for the following diagnosis; sexually transmitted diseases 3.3 

(2.5-4.3) and 3.0 (2.4-3.8); diseases of oesophagus, stomach and duodenum 3.1 (2.2-4.2) and 2.4 

(1.8-3.2); disease of gallbladder, biliary tract and pancreas 2.4 (1.6-3.7) and 1.6 (1.2-2.2); 
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inflammatory disease of the female pelvic organs 2.9 (2.1-4.0) and 3.0 (2.4-3.8); abnormal uterine 

and vaginal bleeding and pain 2.1 (1.5-2.7) and 2.3 (1.9-2.9); and fractures 2.2 (1.7-2.8) and 2.2 

(1.7-2.9). Number of spontaneous and induced abortions were also significantly higher in both time 

periods; spontaneous abortion 1.7 (1.2-2.4) and 1.6 (1.2-2.0), induced abortions 2.2 (1.9-2.5) and 

2.7 (2.4-3.0).  

The group of diagnosis labelled “symptoms and findings not elsewhere classified” all reached 

significant differences between the two groups in both time periods; circulatory and respiratory 

system 3.2 (2.6-4.1) and 2.6 (2.1-3.2); digestive system 2.7 (2.4-3.2) and 2.6 (2.3-2.4); nervous 

and musculoskeletal system 3.3 (2.5-4.3) and 3.3 (2.7-4.0).   

Less than 0.5 % of the women in both groups had been diagnosed with dysplasia of the cervix in 

the time period of five years before the sexual assault and significantly more women in the 

exposed group were diagnosed with dysplasia after the sexual assault compared to the non-

exposed women; 0.8 (0.4-1.7) and (2.0 (1.4-3.0). Number of women with maternal disorders due to 

pregnancy (i.e. pre-eclampsia, gestational diabetes, vomiting etc.) was higher in the exposed 

women compared to the non-exposed but only reached statistical significance in the five year 

period after the assault; 1.2 (0.9-1.6) and 1.4 (1.1-1.7). The number of laparoscopic surgery was 

higher in the exposed group compared to non-exposed, but also only significantly different after the 

assault; 1.5 (0.9-2.5) and 3.4 (2.3-5.0).   

Number of women seen with irritable bowel syndrome was only significantly higher in the exposed 

group in the period of five years before the assault; 2.2 (1.3-3.8) and 1.1 (0.7-1.9).     

Number of women with a diagnosis of migraine, ectopic pregnancy, number of childbirths and 

complications to delivery were not significantly different between the exposed and non-exposed 

women, neither before nor after the sexual assault.     

Table 3 show the rate ratio for the chronic diagnosis.    
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Visits to practitioner  

The average number of contacts to a general practitioner among the exposed women was 

significantly higher in each of the years in the follow-up period as compared with the non-exposed 

women. A small increase in number of visits one year after the assault was observed for the 

exposed women compared to the non-exposed women, but no substantial changes in numbers of 

visits during the follow-up period was found within the two groups  (Figure 1).  

Previous sexual victimisation 

A total of 586 (23.4 %) women answered yes to previous sexual victimisation. When removed, the 

sensitivity analysis showed minor changes in the rate ratio with an overall tendency to decrease for 

the exposed women compared to the non-exposed in most diagnostic codes (Online Appendix 

Table 1 and 2). The rate ratio of having a diagnosis of fibromyalgia in the period of five years 

before the assault increased from 3.3 (1.0-10.9) to 6.0 (1.0-35.9) when women with previous 

sexual victimisation was removed, based, however, on only three cases in the exposed group.                                         

In regards to number of visits to a general practitioner we found a slight decrease in visits for the 

exposed women throughout the entire follow-up period when women with prior sexual victimisation 

were removed. No substantial changes were seen for the non-exposed women (Online Appendix 

Figure 1).                                                                                                                                                 

A total of 536 women (21 %) did not answer questions regarding previous sexual victimisation.  
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Discussion 

Main findings 

The exposed women seen at the Centre for sexual assault were found to have a general higher 

frequency of somatic diagnosis, before as well as after an assault, as compared to women without 

a known assault exposure. Number of visits to a general practitioner was also found to be 

significantly higher in the exposed women throughout the entire follow-up period with no 

substantial changes before as compared with after the sexual assault.     

Strengths and limitations 

The main strengths of this study were the doubled control design. First each assaulted woman was 

her own control by comparing a period before with a period after the assault. Secondly, each 

assaulted woman was compared with four closely matched women who had not been seen at our 

centre. The large number of women included in this study permitted us to assess the risk of several 

somatic disorders. The systematic registration of contacts in the National Health Registry, 

specifically made to monitor discharge diagnosis, made it possible also to assess the morbidity in a 

period before the assault without relying on questioners, eliminating potential recall bias and non-

responders, which may challenge retrospective case-control studies. Finally, the included 

diagnoses were discharge diagnoses from typical somatic departments, and thus not dependent 

on each woman’s own interpretation of their somatic health. 

Some women might experience somatic symptoms without being referred to a private or public 

institution for further diagnosis. On the other hand, exposed women may be diagnosed with a 

condition after the assault which was also present before, but not identified and diagnosed until the 

hospital referral for the assault. The former circumstance is also true for the non-exposed women, 

while the latter is not.   

Women with a history of previous sexual victimisation are known to have a higher risk of somatic 

illness, explaining that our sensitivity analysis demonstrated a slight decrease in morbidity when 

data from this group of women was removed.40-43 This finding is also in agreement with an 
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increased risk of re-victimisation for women with a history of sexual victimisation.30;44-46 The total 

number of women with a history of previous sexual victimisation could be even higher as 21 % of 

the exposed women had not revealed information regarding this topic. The high number of missing 

information probably reflects the fact that even in our setting it is difficult to ask and answer these 

questions.  

Descriptive data regarding this group of exposed women was published recently and from this we 

know that many were sexually assaulted by someone they knew.36 The possible role of domestic 

violence should also be taking in to consideration when looking at our results, as we know this also 

influences health negatively.47-52 Because  substance abuse, and in particular alcohol 

consumption, has been found to be closely associated with sexual assault we need to consider the 

role of substance abuse when investigating somatic health as this could potentially contribute to 

the women`s risk of several somatic diagnosis. 32;44;53-55 Our findings show an increased risk of 

being diagnosed with a pulmonary and/or hepatic disorder before the assault for the exposed 

women and this risk increases in the five years after the assault suggesting that there could be 

differences in tobacco and alcohol use between these groups of women that is perhaps further 

exacerbated after the assault. Previous findings from this group of exposed women have shown 

that some of them are at higher risk of having a psychiatric diagnosis both before and after the 

assault when compared to a matched control group.31 The possible correlation between somatic 

and psychiatric illness must also be considered as we know that having a psychiatric diagnosis 

may impact somatic health negatively.56-59  

                                                                   

Interpretations 

Previous research has identified an increase in somatic morbidity among women who were 

sexually victimised suggesting a causal relationship. We were therefore surprised to find the 

relative risk of almost all of the diagnoses we tested to be similar within the two time periods and 

some even reduced in the five years after a sexual assault. Because we were able to compare 

exposed women with a group of non-exposed women identical in regards to age and residence, 
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the increase in frequency of different diagnostic groups among the exposed women was found not 

to be higher than among the non-exposed women, and is, therefore, expected to be due to the 

natural history of the disorder and a possible general increase in somatic illness over time. When 

interpreting our results one has to consider that we report data from a sexual assault centre that 

primarily serves women who experience a single sexual assault and who are offered both medical 

and psychological assistance after the assault. It might be the case that being exposed to multiple 

episodes of sexual victimisation, as a child and/or an adult, leads to even more serious somatic 

health consequences. Studies have shown that the long-term psychological and physical 

consequences of sexual victimisation are affected negatively by experiencing both childhood 

sexual abuse and sexual assault as an adult, experiencing additional emotional and/or physical 

abuse as well as being assaulted by someone you know.29;60;61     

An increase in the risk of cervical cancer and a reduced likelihood of having had cervical cancer 

screening have been found for women who have experienced a sexual assault.62;63 It is 

understandable that women who are sexually victimised might want to avoid a gynaecological 

examination as it could cause them to reproduce memories and flashbacks of the assault and 

result in fear, panic or dissociation. It has been shown that a history of sexual victimisation and 

mental health problems are related to feelings of discomfort during a gynaecological examination 

although the strongest predictor for discomfort was a negative emotional contact between patient 

and examiner.64 The post-assault increase in dysplasia of cervix uteri in the exposed women found 

in our study could reflect the fact that more of the exposed women undergo screening for this only 

after their assault, thus suggesting that there are factors that influence the exposed women`s 

tendency to undergo cervical cancer screening already present before the sexual assault. This 

could be due to previous sexual victimisation but the difference was still present after removing 

data from the women with a known history of previous sexual victimisation.  

The association between sexual victimisation, pregnancy and childbirth has been investigated 

extensively. Links have been found between this exposure and  smoking, drug abuse, contacts 

and complaints during pregnancy, rates of caesarean sections, induction of labour and 
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terminations and miscarriages, although findings have been conflicting.9;16-26;65-67 These studies 

have highlighted the possibility that the experience of pregnancy, with the bodily changes and the 

numerous examinations could perhaps trigger memories and cause the women to ask for elective 

caesarean sections due to fear of childbirth. The assault experience might make the women 

unable to cooperate in the second stage of delivery or produce physiological reactions that 

interfere with the contractions, and therefore possibly increase their rate of vaginal operative 

deliveries, perineal trauma, and emergency caesarean sections. Perhaps the lack of differences in 

the rates of complications when giving birth between the two groups found in our study is partly 

due to a high degree of attention towards the role of sexual and physical victimisation within the 

obstetric field. Many departments have focused on screening women for prior history of 

victimisation and providing extra care and special birth plans for these women. 

In regards to the utilisation of medical services and physician visits by women with a history of 

sexual assault studies have been conflicting. Similar to our findings a Canadian study from 2001 

found a higher utilisation of medical services in women who were sexually assaulted, both one 

year before and after a sexual assault, as compared to a control group.32 In contrast, two US 

studies regarding the same group of women who were victimised either sexually or physically, 

showed they had less physician visits in the period of five years before their assault and had a 

significant increase in these visits in the year after compared to a control group.2;68 Perhaps the 

fact that the women in our study are offered emergency interventions at a sexual assault centre 

explains the lack in increased visits to a practitioner in the period after the assault. Furthermore, it 

is not known what motivates victims to seek help at specialised centres following a sexual assault. 

Some have suggested that only one third of women seeks help after a sexual assault.69 Potential 

differences between the assaulted women that seek help at a specialised centre, receives help 

outside the health care system and those that do not seek help at all, could be due to many 

factors. The women’s previous experiences with sexual victimisation, her support system, the need 

of medical assistance in regards to the assault and her mental and physical health could all be 

factors that influence which women are seen at the assault centres.   
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One study identified an increase in women’s perception of the severity of somatic symptoms as 

compared to women who had not suffered a sexual assault but found no difference in the number 

of physical conditions between the two groups.70 Anxiety disorders, negative life events and lack of 

mastery have previously been linked to frequent attendance rates in primary care settings.71 It is 

plausible that the fear and anxiety women experience after a sexual assault cause them to be 

more aware, and perhaps overreact, to normal bodily functions (defecation, menses) and physical 

sensation and thereby increase their usage of the health care system. Perhaps the observed 

increase in laparoscopic surgery after the sexual assault is partly explained by this increased 

awareness of physical symptoms and a reduced threshold for seeking medical attention for the 

exposed women. However, the number of women seen for abdominal pain and pain related to the 

reproductive organs was consistently higher in the exposed group both before and after the 

assault. Our findings suggest that the difference found, both in regards to number of visits and the 

risk of several somatic diagnosis, between exposed and non-exposed women are not only due to 

the assault experience as we found this difference  also  before the assault.  

Conclusions 

This study highlights the importance of focusing on the somatic health status of women seen at the 

sexual assault centres. We have identified a higher prevalence of several somatic diagnoses 

among women who were seen at a sexual assault centre, both before and after the assault, 

compared to women without a known assault exposure. These results warrant an increased focus 

from health care workers on a possible history of sexual assault in their female patients. The lack 

of understanding the pre-existing morbidity for some of the women who are sexually assaulted, as 

well as the effects of sexual assault trauma by healthcare workers may lead to a lack of relevant 

health care or inappropriate diagnosis and treatment.  

Further research should focus on identifying factors causing the observed differences in health 

before the assault found in our study as this would be beneficial to address when developing new 

strategies for primary, as well as secondary preventive initiatives.  
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Table 1.   Somatic diagnostic codes included in the study, all retrieved from the 

National Registry of Patients in Denmark 
 
Categories Chronic Diagnosis ICD Codes included¹ 
Infections Human immunodeficiency virus B20-B24 

Endocrine system Type 1 diabetes  
Type 2 diabetes 

E10 
E11 

Nervous system Epilepsy  
Multiple sclerosis 

G40 
G35 

Cardiovascular 
system 

Hypertension  
Ischemic heart disease 

I10-I15 
I20-I25 

Respiratory system Chronic obstructive pulmonary disease   
Asthma 

J44 
J45 

Digestive system 
Appendicitis 
Inflammatory Bowel disease.  
Disease of the liver 

K35 
K50-K51 
K70-K77 

Musculoskeletal 
system and 
connective tissue 

 
Fibromyalgia 
Rheumatoid Arthritis 
 

M79 
M05 

Genitourinary system Female infertility  
Endometriosis 

N97 
N80 

Categories Non-chronic Diagnosis ICD Codes included² 

Infections Sexually transmitted diseases A50-A64, B15-B19 

Nervous system Migraine G43 

Digestive system 
Diseases of oesophagus, stomach and duodenum.   
Irritable bowel syndrome. 
Disorders of gallbladder, biliary tract and pancreas 

  
K20-K31 
K58  
K80-K87 
 

Genitourinary system 

Inflammatory diseases of female pelvic organs. 
Abnormal uterine and vaginal bleeding.  
Pain associated with female genital organs.  
Dysplasia of cervix uteri. 

N70-N77  
N91-N93 
N94-N95 
N87 

Pregnancy, childbirth 
and the puerperium 

Ectopic pregnancy and pregnancy with abortive 
outcome.  
Maternal disorders related to pregnancy and 
childbirth: Oedema, proteinuria and hypertensive 
disorders. Vomiting, bleeding and  
gestational diabetes.  
Delivery. 
Complications of labour and delivery 

O00, O03-O06  
 
 
O10-O16  
O20, O21 
O24  
O80-O84  
O60-O75 

Symptoms and 
abnormal clinical 
findings, not 
elsewhere classified 

Circulatory and respiratory systems 
Digestive system (including abdominal pain)  
Nervous and musculoskeletal systems 

 
R00-R09, R53, R55  
R10-R19 
R25-R29, R51-R52, R56  
 

Injuries Fracture of extremities S42, S52, S72, S82 

Surgery Explorative Laparoscopic surgery KJAH01 

¹Each code was only registered once for each woman in each time period. 

²Each code was registered as a new incidence after 12 weeks. 
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Table 2. Subgroups of chronic somatic disease during a five-year period before and five-

year period after the assault. Rate ratios between exposed and non-exposed women 

indicated between the two time periods with 95% confidence intervals. 
 

Categories Exposed 
N=2,501 

Non-exposed 
N=10,004 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Human Immunodeficiency Virus  7 19 0 2 Not estimable 38.0 (8.9-163.0)*** 

Type 1 diabetes 11 25 44 60   1.0 (0.5-2.0) 1.7 (1.0-2.7)* 

Type 2 diabetes 3 27 26 67   0.5 (0.1-1.5) 1.6 (1.0-2.5)* 

Epilepsy 86 81   120 79   2.9 (2.2-3.8)*** 4.1 (3.0-5.6)*** 

Multiple sclerosis 4 9 12 23  1.3 (0.4-4.1) 1.6 (0.7-3.4) 

Hypertension 21 39 48 166  1.8 (1.1-2.9)* 0.9 (0.7-1.3) 

Ischemic heart disease 15 22 30 41  2.0 (1.1-3.7)* 2.2 (1.3-3.6)** 

Chronic obstructive pulmonary 
disease 16 37 19 36  3.4 (1.7-6.5)*** 4.1 (2.6-6.5)*** 

Asthma 127 134 256 262  2.0 (1.6-2.4)*** 2.1 (1.7-2.5)*** 

Inflammatory bowel disease 18 24 51 103  1.4 (0.8-2.4) 0.9 (0.6-1.5) 

Appendicitis 78 53 198 120  1.6 (1.2-2.0)*** 1.8 (1.3-2.4)*** 

Chronic disease of the liver 20 49 23 28  3.5 (1.9-6.3)*** 7.0(4.4-11.1)*** 

Fibromyalgia 5 16 6 35  3.3 (1.0-10.9)* 1.8 (1.0-3.3)* 

Rheumatoid arthritis 1 5 7 24  0.6 (0.1-4.6) 0.8 (0.3-2.2) 

Female infertility 22 67 117 289  0.8 (0.5-1.2) 0.9 (0.7-1.2) 

Endometriosis 11 29 37 109  1.2 (0.6-2.3) 1.1 (0.7-1.6) 

¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 

one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001. 
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Table 3. Subgroups of non-chronic somatic disease in exposed and non-exposed during a 

five-year period before and five-year period after the assault. Rate ratios between exposed 

and non-exposed indicated during the two periods with 95 % confidence Intervals. 

Categories Exposed 
N=2,501 

Non-exposed 
N=10,004 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Sexually transmitted diseases 88 136 107 179 3.3 (2.5-4.3)*** 3.0 (2.4-3.8)*** 

Migraine 16 22 41 58 1.6 (0.9-2.8) 1.5 (0.9-2.5) 

Diseases of oesophagus, 
stomach and duodenum 66 76 86 126 3.1 (2.2-4.2)*** 2.4 (1.8-3.2)*** 

Irritable bowel syndrome 21 19 38 67 2.2 (1.3-3.8)** 1.1 (0.7-1.9) 

Disease of gallbladder, biliary 
tract and pancreas 36 52 59 128 2.4 (1.6-3.7)*** 1.6 (1.2-2.2)** 

Inflammatory diseases of the 
female pelvic organs 68 115 93 153 2.9 (2.1-4.0)*** 3.0 (2.4-3.8)*** 

Dysplasia of cervix uteri 9 37 44 73 0.8 (0.4-1.7) 2.0 (1.4-3.0)*** 

Abnormal uterine and vaginal 
bleeding and pain 70 135 136 230 2.1 (1.5-2.7)*** 2.3 (1.9-2.9)*** 

Ectopic pregnancy 10 16 38 38 1.1 (0.5-2.1) 1.6 (0.9-3.0) 

Spontaneous abortion  50 82 116 207 1.7 (1.2-2.4)** 1.6 (1.2-2.0)*** 

Induced abortion at any stage of 
pregnancy   316 493 586 730 2.2 (1.9-2.5)*** 2.7 (2.4-3.0)*** 

Giving birth 218 419 1040 1791  0.8 (0.7-1.0) 0.9 (0.8-1.0) 

Maternal disorders related to 
pregnancy 57 124 186 364  1.2 (0.9-1.6) 1.4 (1.1-1.7)** 

Complications of labour and 
delivery 130 271 622 1228  0.8 (0.7-1.0) 0.9 (0.8-1.0) 

Circulatory and respiratory²  
 116 141 143 219 3.2 (2.6-4.1)*** 2.6 (2.1-3.2)*** 

Digestive system² 283 398 417 608 2.7 (2.3-3.1)*** 2.6 (2.3-3.0)*** 

Nervous and musculoskeletal² 96 169 116 206 3.3 (2.5-4.3)*** 3.3 (2.7-4.0)*** 

Explorative Laparoscopic 
surgery  21 50 55 59 1.5 (0.9-2.5) 3.4 (2.3-5.0)*** 

Fractures 93 77 169 140 2.2 (1.7-2.8)*** 2.2 (1.7-2.9)*** 

¹Each woman may be included more than once within each diagnostic code and time period as we register 
each diagnosis as a “new case” after 12 weeks. Each woman may also be present in more than one 
diagnostic code if she has been diagnosed with more than one of the diseases investigated in this study.  
²Symptoms and findings not elsewhere classified. *P<0.05, **P<0.01, ***P<0.001. 
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Online Appendix Table 1.  
Subgroups of chronic somatic disease during a five-year period before and five-year 
period after the assault. Rate ratios between exposed and non-exposed women indicated 
between the two time periods with 95% confidence intervals. Results censored for 
previous sexual victimisation. 
 

Categories Exposed 
 N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Human Immunodeficiency Virus  5 12 0 1 Not estimable 48.0 (6.2-369.0)*** 

Type 1 diabetes 8 21 30 44   1.1 (0.5-2.3) 1.9 (1.1-3.2)* 

Type 2 diabetes 3 27 20 54   0.6 (0.2-2.0) 2.0 (1.3-3.2)** 

Epilepsy 60 52     88 60   2.7 (2.0-3.7)*** 3.5 (2.4-5.0)*** 

Multiple sclerosis 3 6 10 17  1.2 (0.3-4.4) 1.4 (0.5-3.6) 

Hypertension 14 27 29 130  1.9 (1.0-3.6)* 0.8 (0.6-1.3) 

Ischemic heart disease 9 12 24 30  1.5 (0.7-3.2) 1.6 (0.8-3.1) 

Chronic obstructive pulmonary 
disease 10 24 14 29  2.9 (1.3-6.4)* 3.3 (2.0-5.7)*** 

Asthma 90 99 198 212  1.8 (1.4-2.3)*** 1.9 (1.5-2.4)*** 

Inflammatory bowel disease 11 16 35 83  1.3 (0.6-2.5) 0.8 (0.5-1.3) 

Appendicitis 52 47 155 93  1.3 (1.2-2.0)*** 2.0 (1.3-2.4)*** 

Chronic disease of the liver 11 37 16 22  2.8 (1.3-5.9)** 6.7 (4.0-11.4)*** 

Fibromyalgia 3 12 2 24  6.0 (1.0-35.9)* 2.0 (1.0-4.0)* 

Rheumatoid arthritis 1 4 4 16  1.0 (0.1-8.9) 1.0 (0.3-3.0) 

Female infertility 17 52 93 215  0.7 (0.4-1.2) 1.0 (0.7-1.3) 

Endometriosis 6 21 25 79  1.0 (0.4-2.3) 1.1 (0.7-1.7) 

¹Each woman is only included once within each diagnostic code for each time period, but may be present in more than 

one diagnostic code if she has been diagnosed with more than one disease. * P<0.05, **P<0.01. ***P<0.001. 

 



131PAPERS

20 
 

Online Appendix Table 2.  
Subgroups of non-chronic somatic disease in exposed and non-exposed during a five-year period 

before and five-year period after the assault. Rate ratios between exposed and non-exposed 

indicated during the two periods with 95 % confidence Intervals. Results censored for previous 

sexual victimisation.  

Categories Exposed 
N=1915 

Non-exposed 
N=7660 Rate ratio 

 
Before 
   (n)¹ 

After 
  (n) 

Before 
(n) 

After 
(n) Before After 

Sexually transmitted diseases 65 87 75 139 3.5 (2.5-4.8)*** 2.5 (1.9-3.3)*** 
Migraine 8 12 29 8 1.1 (0.5-2.4) 1.3 (0.7-2.4) 
Diseases of oesophagus, 
stomach and duodenum 44 52 52 89 3.4 (2.3-5.0)*** 2.3 (1.7-3.3)*** 

Irritable bowel syndrome 9 12 31 54 1.7 (0.6-2.4) 0.9 (0.5-1.7) 

Disease of gallbladder, biliary 
tract and pancreas 24 33 42 91 2.3 (1.4-3.8)** 1.5 (1.0-1.7) 

Inflammatory diseases of the 
female pelvic organs 46 86 67 107 2.7 (1.9-4.0)*** 3.2 (2.4-4.3)*** 

Dysplasia of cervix uteri 9 24 34 52 1.1 (0.4-1.7) 1.8 (1.1-3.0)* 

Abnormal uterine and vaginal 
bleeding and pain 50 93 94 162 2.1 (1.5-3.0)*** 2.3 (1.8-3.0)*** 

Ectopic pregnancy 6 9 24 32 1.0 (0.4-2.4) 1.1 (0.5-2.4) 

Spontaneous abortion  40 61 77 158 2.1 (1.4-3.0)** 1.5 (1.2-2.1)** 

Induced abortion at any stage of 
pregnancy   232 373 429 553 2.1 (1.9-2.5)*** 2.7 (2.4-3.0)*** 

Giving birth 153 298 780 1326 0.8 (0.7-0.9) 0.9 (0.8-1.0) 

Maternal disorders related to 
pregnancy 43 89 136 258 1.3 (0.9-1.8) 1.4 (1.1-1.7)** 

Complications of labour and 
delivery 91 195 470 916 0.8 (0.6-1.0)* 0.9 (0.7-1.0)* 

Circulatory and respiratory²  75 97 107 161 2.8 (2.1-3.8)*** 2.4 (1.9-3.1)*** 

Digestive system² 186 264 300 451 2.5 (2.1-3.0)*** 2.3 (2.0-2.7)*** 

Nervous and musculoskeletal² 71 111 83 144 3.4 (2.5-4.7)*** 3.1 (2.4-4.0)*** 

Surgery 13 34 40 45 1.3 (0.7-2.4) 3.0 (2.0-4.7)*** 

Fractures 62 60 137 114 1.8 (1.3-2.4)*** 2.1 (1.5-2.9)*** 

¹Each woman may be represented more than once within each diagnostic code and time period as we 

register each diagnosis as a “new event” after 12 weeks. Each woman may also be present in more than one 

diagnostic code if she has been diagnosed with more than one of the diseases investigated in this study.  

²Symptoms and findings not elsewhere classified. *P < 0.05. **P<0.01. ***P<0.001. 
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