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Executive summary

Background
The Australian Government Department of Social Services 
(2019, p. 60) defines sexual violence as 

sexual actions without consent, which may include coercion, 
physical force, rape, sexual assault with implements, being 
forced to watch or engage in pornography, enforced 
prostitution or being made to have sex with other people. 

While there is a growing body of international evidence 
on sexual violence, its prevalence and impact has not been 
extensively examined in the Australian context. The existing 
evidence base is largely limited to data sources that are 
likely to underestimate the prevalence of sexual violence 
or to apply only to discrete groups of women (e.g. clinical 
samples). Further, while international and national estimates 
of sexual violence prevalence are available, these rarely capture 
experiences and outcomes across the life span. 

The Australian Longitudinal Study on Women’s Health 
(ALSWH) has collected sexual violence data since its inception 
in 1996 and offers an ideal opportunity to examine sexual 
violence over the life span. The ALSWH has captured a 
broad range of data on women’s health, which are crucial 
for understanding the economic, social, physical and mental 
health trajectories of women who have experienced sexual 
violence. This report was developed in consultation with 
ANROWS to address the limitations of the existing evidence 
by utilising ALSWH data.

Aims
The purpose of this report was to assess the prevalence 
of sexual violence over the life course and the impacts of 
experiencing sexual violence on health and wellbeing among 
Australian women using national, longitudinal data. The 
research had the following specific aims:
1.	 Determine the prevalence of sexual violence across the 

life course, including sexual violence experienced in 
childhood and adulthood, perpetrated both within an 
intimate relationship and outside of such a relationship.

2.	 Determine the role of sexual violence during childhood 
as a risk factor for experiences of multiple forms of 
violence later in life.

3.	 Identify the impact of sexual violence on socio-economic 
factors over time, such as education, paid employment 
and financial stress.

4.	 Determine the nature of associations between sexual 
violence experienced by women at different life stages 
and subsequent health behaviours.

5.	 Assess the impact of sexual violence on women’s physical 
and mental health.

6.	 Measure health service use in relation to sexual violence, 
including costs of selected health services and satisfaction 
with general practitioner services.

7.	 Identify factors associated with the general health and 
wellbeing of women who have experienced sexual violence.

Method
The ALSWH is an ongoing, national cohort study that 
investigates factors influencing the health and wellbeing of 
Australian women. The study began in 1996 and now includes 
data from more than 57,000 women across four age cohorts 
(born in 1921 to 1926, 1946 to 1951, 1973 to 1978, and 1989 
to 1995). ALSWH surveys collect data on women’s physical 
and mental health as well as demographics, health behaviours 
and attributes, lifestyle factors, use of health services and 
experiences of violence. ALSWH data are linked with national 
and state-based administrative health datasets such as the 
Medicare Benefits Schedule (MBS) and the Pharmaceutical 
Benefits Scheme (PBS), as well as hospital admission, perinatal 
and cancer registry datasets. 

Key ALSWH variables analysed for this report in relation to 
sexual violence included measures of domestic and physical 
violence, socio-demographic factors, financial outcomes, 
health behaviours, mental health, physical health and 
social support. Data on healthcare costs and mental health 
consultations were sourced from MBS and PBS datasets linked 
to ALSWH participant data, to investigate the associations 
between health service use and sexual violence.
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research in this area (Black, 2011). However, the low number 
of women in the ALSWH cohorts who identify as bisexual 
limits the generalisability of our findings. 

Women with disability or illness were more likely to report 
having experienced sexual violence in their lifetime than 
those without disability or illness (73% versus 51% for 
women aged 24 to 30; 55% versus 34% for women aged 40 
to 45; 34% versus 26% for women aged 68 to 73). We have 
previously reported similar results in relation to domestic 
violence (Loxton, Townsend et al., 2018). The findings were 
also in line with those of the 2016 Personal Safety Survey, 
which estimated a higher prevalence of sexual violence after 
the age of 15 among women living with disability compared 
to those without disability (16% versus 9.6%; Australian 
Bureau of Statistics, 2017).

Aim 2: Sexual violence during childhood as a 
risk factor for further violence
Compared with women of the same age who did not report 
experiencing sexual violence in childhood:
•	 Women aged 24 to 30 in 2019 who had experienced 

childhood sexual violence were twice as likely to have 
experienced recent sexual violence, 59 per cent more 
likely to have experienced recent domestic violence and 
approximately 60 per cent more likely to have experienced 
recent physical violence.

•	 Women aged 40 to 45 in 2018 who had experienced 
childhood sexual violence were twice as likely to have 
experienced recent sexual violence, 33 per cent more 
likely to have experienced recent domestic violence 
and 63 per cent more likely to have experienced recent 
physical violence.

Aim 3: Lifetime sexual violence and  
economic factors
Compared with women of the same age who did not experience 
sexual violence in their lifetime:
•	 Women aged 24 to 30 in 2019 who had experienced sexual 

violence were less likely to have completed Year 12 and 
less likely to be in full-time employment.

Results
Overall findings indicated that women experience sexual 
violence at a much higher prevalence than has been previously 
reported at the national level, especially among younger 
women. Sexual violence in childhood was found to be a risk 
factor for experiencing later violence. Experiencing sexual 
violence at any stage increased the risk of financial stress, 
adverse health behaviours (among women in their twenties 
and forties), and poor physical and mental health. Social 
support, mental health service use and physical activity 
were indicated as potentially beneficial to wellbeing among 
women who had experienced sexual violence. A summary 
of the main results is presented below and highlights are 
included in the accompanying infographic package.

Aim 1: Prevalence of sexual violence 
The lifetime prevalence of experiencing sexual violence was:
•	 51 per cent of women in their twenties 
•	 34 per cent of women in their forties 
•	 26 per cent of women aged 68 to 73.

The prevalence of sexual violence during childhood was 12 
to 15 per cent of women, depending on the age cohort.

The lifetime prevalence of sexual violence in adulthood was 
39 per cent of women in their twenties, 18 per cent of women 
in their forties and 12 per cent of women aged 68 to 73. 

The differences in prevalence by age may reflect generational 
differences in understanding, personal feelings about 
disclosing sexual violence and the time since the violence 
occurred (Loxton, Townsend et al., 2017)

Women identifying as bisexual or as mainly or exclusively 
lesbian were more likely to report having experienced 
sexual violence in their lifetime than those who identified 
as mainly or exclusively heterosexual. For example, 76 per 
cent of women aged 24 to 30 identifying as bisexual, 55 per 
cent of those identifying as mainly or exclusively lesbian, and 
48 per cent of women identifying as mainly or exclusively 
heterosexual reported having experienced sexual violence 
in their lifetime. This is in line with previous international 
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•	 Women aged 40 to 45 in 2018 who had experienced sexual 
violence were less likely to have completed Year 12.

•	 Women aged 68 to 73 in 2019 to 2020 who had experienced 
sexual violence were more likely to have completed 
further study after Year 12 and more likely to have been 
in full-time employment.

Despite differences between cohorts regarding education and 
employment, sexual violence was consistently associated with 
high financial stress over time for all three cohorts (women 
were 30% to 45% more likely to experience high financial 
stress if they had experienced sexual violence).

Aim 4: Sexual violence and health behaviours
Experiencing sexual violence was associated with illicit 
drug use, high-risk alcohol consumption, current tobacco 
use, less physical activity and obesity among women in their 
twenties and forties.

Women aged 68 to 73 in 2019 to 2020 were slightly less likely 
to have had a mammogram or cervical cancer screening 
in the previous two years if they had experienced sexual 
violence in their lifetime. Conversely, women aged 24 to 30 
in 2019 were slightly more likely to have had cervical cancer 
screening in the previous two years if they had experienced 
sexual violence.

Aim 5: Sexual violence and health
Regardless of age or generation, women who had experienced 
sexual violence reported worse physical and mental health 
than women who had never experienced sexual violence. 
This included poorer general health and increased risk of 
chronic conditions, sexually transmitted infections, anxiety, 
depression and psychological distress.

Aim 6: Sexual violence and health services
Across all cohorts, women who had experienced sexual violence 
had higher average annual costs for non-referred health 
services (such as a consultation with a general practitioner 
or registered doctor) than women who had not experienced 
sexual violence. Over time, this difference in annual costs 
increased.

There was higher uptake of at least one mental health 
consultation for women who had experienced sexual 
violence compared to those who had not experienced sexual 
violence. However, for women who had at least one mental 
health consultation, the total number of consultations and 
government-subsidised costs for mental health services were 
similar between women who had and had not experienced 
sexual violence.

Aim 7: Wellbeing among women who have 
experienced sexual violence
Two forms of social support (emotional support and guidance, 
and affection and social interaction) and physical activity were 
related to good health among women who had experienced 
sexual violence. Three forms of social support (emotional 
support and guidance, affection and social interaction, and 
tangible or physical assistance), physical activity and mental 
health service use were related to better mental health among 
women who had experienced sexual violence. 

Conclusion
Primary prevention is key to alleviating the traumatic and 
long-term impact of experiencing sexual violence but there 
are many women in our community who have already 
experienced sexual violence. The outcomes are grave and 
long lasting, impacting economic security and physical and 
mental health. There are reasons for hope, as the findings 
here have shown the value of interpersonal support and 
mental health services. Still, there is much work to be done 
in policy, practice and research.

The data provide a national picture of life for women who 
have experienced sexual violence. Findings emphasise the 
importance of accurate measurement and the seriousness 
and longevity of adverse impacts. The results also indicate 
the need for a comprehensive understanding and investment 
in primary healthcare and intersectoral support for women 
who have experienced sexual violence so that they can enjoy 
optimal wellbeing and avoid secondary traumatisation.
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Implications and recommendations 
for policy and practice 
1.	 A holistic response that takes account of women’s whole 

lives at both policy and practice levels is needed, given 
the high prevalence of sexual violence and its multiple 
impacts. We recommend that sexual violence be considered 
a health risk within policy development at all levels of 
government. 

2.	 A clear focus on priority populations (e.g. LGBTQA+ and 
intersex people, women with disability, women from 
culturally and linguistically diverse backgrounds) is 
required in all policies addressing sexual violence. 

3.	 There is a need for a broad, consistent definition of sexual 
violence. Our broad measures resulted in a much greater 
data capture of sexual violence and are in keeping with 
current national conversations concerning consent. Further 
consultation with stakeholder communities is needed.

4.	 Research should take a life course, longitudinal approach 
to estimating the prevalence of sexual violence. With 
consistent definitions, longitudinal data permit changes 
in prevalence to be captured and assessed in relation to 
policy initiatives. 

5.	 Service providers should employ a life course approach 
when delivering services to women who have experienced 
sexual violence. Women who had experienced childhood 
sexual violence were more likely to experience violent 
acts in adulthood.

6.	 Prevention programs and policies should be designed 
with consideration of potential behavioural drivers. The 
increased likelihood of adverse health behaviours among 
women who have experienced sexual violence indicates 
the need for a more nuanced lens in overall prevention 
program and policy development. For example, obesity 
prevention tends to focus on nutrition and physical 
activity, with potentially insufficient attention given to 
the drivers of adverse health behaviours.

7.	 Health and support services for women who have 
experienced sexual violence should be subsidised or 
free. The strong association between sexual violence and 
poor health outcomes across all generations indicates a 
need for more health service support, but the impact of 
financial stress might deter service access. 

8.	 Health services can play a key role. Primary healthcare 
providers are well placed to be the gateway to an 
intersectoral approach. Evidence-based training and 
investment in primary healthcare and referral services 
are needed to facilitate an intersectoral response to the 
health impact of sexual violence. 

Directions for future research
To continue to develop the evidence base in Australia, the 
following directions are recommended for future research:
•	 Distinct differences in prevalence were noted between 

generations. There is a need to understand more fully what 
is driving these differences for more accurate prevalence 
data across the life course. 

•	 Research conducted in partnership with communities 
is needed to describe and understand the factors that 
influence disclosure of sexual violence and the health 
and wellbeing of women who have experienced sexual 
violence who belong to priority populations. 

•	 There is no comprehensive understanding of why women 
who have experienced sexual violence at one stage of life 
are more likely to experience sexual and other forms of 
violence at later life stages. Research is needed in this 
area to provide the evidence base for policy and practice 
development, with a view to prevention of multiple 
experiences of violence.

•	 A mixed-methods study that uses qualitative data to 
investigate the nuances of the economic impact of sexual 
violence followed by quantitative scenario modelling 
could reveal potential interventions designed to alleviate 
the economic burdens associated with sexual violence. 

•	 A better understanding of the drivers of risky health 
behaviour for women who have experienced sexual 
violence is needed to inform prevention practice and 
policy development. 

•	 Long-term physical and mental health impacts and 
behavioural risk factors underscore the need for nuanced 
primary healthcare services and intersectoral referral 
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networks that can address the needs of women who have 
experienced sexual violence. More research is needed 
into effective primary care service provision for those 
who have experienced sexual violence. 

•	 While beyond the scope of the current report, there remains 
a need for research on prevention of sexual violence.
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Introduction
Sexual violence is a pervasive issue that affects women and is 
primarily perpetrated by men (World Health Organization, 
2017; World Health Organization & London School of 
Hygiene and Tropical Medicine, 2010). The World Health 
Organization (WHO) defines sexual violence as: 

any sexual act, attempt to obtain a sexual act or other act 
directed against a person’s sexuality using coercion, by 
any person regardless of their relationship to the victim, 
in any setting. (World Health Organization & London 
School of Hygiene and Tropical Medicine, 2010, p. 11)

 Within an Australian context, the Australian Government 
Department of Social Services adopts a similar definition, 
as stated in the Fourth Action Plan of the National Plan to 
Reduce Violence against Women and their Children 2010–2022 
(Department of Social Services, 2019, p. 60): 

Sexual violence refers to sexual actions without consent, 
which may include coercion, physical force, rape, sexual 
assault with implements, being forced to watch or engage 
in pornography, enforced prostitution or being made to 
have sex with other people. 

Similarly, the Australian Institute of Health and Welfare 
refers to sexual violence as “behaviours of a sexual nature 
carried out against a person’s will”, specifying that it may be 
perpetrated by current or previous partners, other known 
people or strangers (Australian Institute of Health and 
Welfare, 2019a, p. 2). It should be noted that states and 
territories in Australia adopt different definitions of sexual 
violence, often resulting in various jurisdictional datasets 
(Australian Institute of Health and Welfare, 2018; Parliament 
of Australia, 2006). The need for consistent definitions to 
improve the measurement and understanding of sexual 
violence has been highlighted (Australian Institute of Health 
and Welfare, 2018). 

It is widely documented that women who have experienced 
sexual violence suffer adverse health, economic and social 
outcomes (Bacchus et al., 2018; Carr et al., 2020; Dillon et 
al., 2015; Nikischer, 2014; Sanz-Barbero et al., 2019). It has 
also been suggested that experiencing sexual violence may 
increase women’s likelihood of experiencing further violence 
throughout their lives (Aakvaag et al., 2019; Conley et al., 2017; 
Cox, 2015; Gartland et al., 2016; Öberg et al., 2019; Öberg et 

al., 2021; Relyea & Ullman, 2017). Further, there is evidence 
to indicate differential risks of victimisation among diverse 
groups of women, including ethnic minorities, LGBTQA+ and 
intersex communities, and women with disability (Australian 
Institute of Health and Welfare, 2019b; Bonomi et al., 2018; 
Campo & Tayton, 2015; Heywood et al., 2022). To address 
these issues and effectively support women in their recovery 
from sexual violence, it is necessary to understand how they 
are affected by sexual violence across the life course.1 The 
following section provides a review of previous research 
on the prevalence and impact of sexual violence, as well 
as findings on potential factors that may assist women in 
recovering from sexual violence. 

Literature review

The prevalence of sexual violence
To address the impact of sexual violence, it is important to 
understand the prevalence of the issue. This requires accurate 
and reliable data on multiple forms of sexual violence across 
women’s lives (World Health Organization, 2017). In recent 
years, the prevalence of sexual violence has been widely 
reported across the global, international and national literature. 

A broad range of data sources have captured women’s 
experiences of sexual violence at various stages of life including 
childhood, adolescence, young adulthood, adulthood and older 
age. There is significant variation in the figures reported which 
can be attributed to the endorsement of different definitions 
of sexual violence, heterogeneity in data collection methods 
and the different settings in which the research is conducted 
(Cox, 2015; Davidson et al., 2016; Taylor & Shrive, 2021). It 
is important to consider the individual contexts from which 
these findings have been drawn. 

1	 For the purposes of this report, a life course approach examines a 
person’s life history and investigates, for example, how early life events 
influence later life events and decisions (Elder et al., 2003). 
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sexual violence against women among other studies that use 
more conservative measures (Taylor & Shrive, 2021).

In comparison, findings from the United States National 
Intimate Partner and Sexual Violence Survey included that 
19 per cent of women aged 18 years and over had been raped 
and more than two fifths (44%) had experienced other forms 
of sexual violence during their lifetime (Breiding, 2015). 
Findings from the Canadian National Victimization Survey 
revealed that approximately 2 per cent of women reported 
experiencing physical and/or sexual intimate partner violence 
in their current relationships in the past five years (Lysova 
et al., 2019). 

Other studies have utilised linkage to administrative health 
databases to estimate the frequency of sexual assaults. 
For example, Muldoon et al. (2019) conducted a 15-year 
retrospective analysis of substantiated sexual assault cases 
in Canada. The highest rate was seen among the 15 to 19 
years age group, with approximately 187 per 100,000 females 
having experienced sexual assault, followed by 127 per 100,000 
females aged 20 to 24 (Muldoon et al., 2019).

While much of the literature on sexual violence in adulthood 
draws from samples over the age of 18, few studies have 
examined experiences of sexual violence among older 
women. A recent systematic review and meta-analysis of 
predominately high-income countries estimated that 2 per 
cent of adults in institutional settings had experienced sexual 
violence, however, there is a paucity of evidence applicable 
to the general population (Yon et al., 2019).

Much of the United States-based research on the prevalence 
of sexual violence among women has also utilised college 
sampling due to higher rates of assault often reported by 
college-aged women compared to other age groups (Bradel 
et al., 2019; Brener et al., 1999; Conley et al., 2017). For 
example, Conley et al. (2017) reported that 23 per cent of 
women experienced sexual assault while in college, defined 
as rape, attempted rape, being made to perform any type 
of sexual act through force or threat of harm, or any other 
unwanted or uncomfortable sexual experience. 

Global estimates of the prevalence of  
sexual violence
Global estimates from the WHO indicate that 35 per cent 
of women have experienced physical and/or sexual intimate 
partner violence or non-partner sexual violence. Worldwide, 
nearly one third of women who have been in a relationship 
have experienced physical and/or sexual violence by their 
intimate partner. Moreover, 7 per cent of women have 
experienced sexual assault by someone other than their 
partner (World Health Organization et al., 2013). Sexual 
violence also affects a large proportion of children. In 
2014, approximately 18 per cent of females worldwide had 
experienced sexual violence before the age of 18, according 
to a meta-analysis of population-based prevalence studies 
(World Health Organization, 2014). 

International estimates of the prevalence of  
sexual violence
Estimates of the prevalence of sexual violence have been 
reported across a range of international studies. Recently, 
the United Kingdom Women’s Experiences of Violence and 
Abuse Study (Taylor & Shrive, 2021) examined experiences 
of sexual violence and abuse in a sample of over 22,000 
women. Prevalence was higher than reported elsewhere, 
with 99 per cent of women aged 18 and over subjected to at 
least one sexual offence in their lifetime (Taylor & Shrive, 
2021). Additionally, more than half of women (51%) reported 
having woken up to their male partner performing sexual 
acts on them while they were asleep; 80 per cent were sexually 
touched without consent by someone; 36 per cent were sent 
an unsolicited nude picture of a male; and nearly one third 
(30%) of women reported being forced to engage in sex acts 
by someone before the age of 13 years old (Taylor & Shrive, 
2021). The survey also captured multiple experiences of sexual 
violence, with results suggesting that women will be subjected 
to at least 26 acts of sexual violence in their lifetime, with 
13 of these occurring before the age of 18 (Taylor & Shrive, 
2021). In this study, “sexual offence” included multiple forms 
of sexual harassment, sexual assault and rape. In addition, 
terms such as “abuse”, “rape”, “sexual violence” and “sexual 
abuse” were omitted from survey items as this improved 
accuracy of responses (Taylor & Shrive, 2021). These results 
suggested a potential underestimation of the prevalence of 
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sexual violence since 15 years of age and 11 per cent had 
experienced sexual violence in the past 12 months (Tarzia 
et al., 2018). This study also documented large proportions 
of those who had experienced rape or sexual assault (16%), 
coercion into sexual acts or in reproductive control (18%), 
and unwanted sexual contact (e.g. groping, harassment, 
flashing or touching; 18%; Tarzia et al., 2018). 

As ref lected in the international literature, the body of 
research on the prevalence of sexual violence among young 
women often utilises university or college sampling, due to 
the disproportionate numbers of sexual assaults in these 
settings. Within an Australian setting, the 2021 National 
Safety Survey revealed that 21.3 per cent of female Australian 
students had been sexually harassed and 6 per cent had 
been sexually assaulted in an Australian university context 
(Heywood et al., 2022). 

A number of Australian studies have also examined the 
prevalence of sexual violence within childhood (Gartland et 
al., 2016; Kisely et al., 2020; Mills et al., 2016; Tarzia et al., 2017; 
Tarzia et al., 2018). Data from a clinical sample revealed that 
27 per cent of women had experienced a form of childhood 
sexual violence (Tarzia et al., 2017). Similarly, findings from 
a Melbourne pregnancy cohort indicated that nearly one in 
four (23%) women had a self-reported history of childhood 
sexual violence (Gartland et al., 2016). Additionally, much 
of the Australian literature on childhood sexual violence 
has reported on data captured from the Mater–University of 
Queensland Study of Pregnancy (Mills et al., 2016). According 
to a 2016 analysis, 31 per cent of females followed up at age 
21 had a self-reported history of childhood sexual violence 
(Mills et al., 2016). More recently, state child protection 
agency data were used to determine history of exposure to 
suspected childhood maltreatment at the 30-year follow-
up phase. Although this analysis did not permit reporting 
of childhood sexual violence among females, 2 per cent of 
young adults had notifications of childhood sexual violence 
(Kisely et al., 2020).

Further, Australian studies have demonstrated that women 
from diverse groups and communities often experience sexual 
violence at higher rates (Dillon et al., 2015; Heywood et al., 
2022; Ussher et al., 2020). For example, the 2021 National 
Safety Survey found higher rates of sexual assault and sexual 

International studies have also examined the prevalence 
of sexual violence in childhood years (Craner et al., 2015; 
Finkelhor et al., 2014; Herbert et al., 2021; Merrick et al., 2018; 
Wincentak et al., 2016). Using data from the United Kingdom 
Avon Longitudinal Study of Parents and Children, Herbert 
et al. (2021) estimated the lifetime prevalence of intimate 
partner sexual violence victimisation among women aged 17 
to be 9 per cent (Herbert et al., 2021). Similarly, findings from 
an online survey of youth in the United States indicated that 
11 per cent of females aged 14 to 15, 12 per cent of females 
aged 16 to 17, and 15 per cent of females aged 18 to 21 had 
experienced sexual adolescent dating violence, including 
unwanted kissing, unwanted touching, other unwanted 
sexual activity, attempted forced sex and forced sex by a 
partner (Ybarra et al., 2016). 

National estimates of the prevalence of  
sexual violence
Estimates of sexual violence prevalence have also been 
reported at the national level in Australia. According to the 
Australian Bureau of Statistics’ 2016 Personal Safety Survey 
(PSS; Australian Bureau of Statistics, 2017), approximately one 
in five Australian women have experienced sexual violence. In 
2016, it was estimated that 18 per cent of Australian women 
over the age of 18 had experienced sexual violence since 
the age of 15. The PSS also indicated that just under 2 per 
cent of Australian women had experienced sexual violence 
in the last 12 months. Eleven percent of women had been 
sexually abused before the age of 15, with more than half of 
these experiencing sexual violence for the first time before 
the age of 10. Further, of those who had experienced sexual 
violence before the age of 15, nearly half (47%) reported that 
the perpetrator was a non-familial known person (Australian 
Bureau of Statistics, 2017). 

Australian cross-sectional studies have also captured 
prevalence data on sexual violence, although there is variation 
reported across the literature (Gartland et al., 2016; González-
Chica et al., 2019; Kisely et al., 2020; Mills et al., 2016; Tarzia 
et al., 2017; Tarzia et al., 2018). A recent South Australian 
population-based study reported that 17 per cent of females 
had been sexually abused during their lifetimes (González-
Chica et al., 2019). According to a different study conducted in 
general practice clinics, 41 per cent of women had experienced 
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harassment in an Australian university context among 
gay/lesbian, bisexual, nonbinary and transgender students 
compared to heterosexual students. Similarly, students 
with disability were more than twice as likely to experience 
sexual assault in an Australian university context, compared 
to those without disability (Heywood et al., 2022). Finally, 
previous research using ALSWH data found that women 
from inner regional and other rural areas were more likely 
to report lifetime intimate partner violence than those from 
major cities (Dillon et al., 2015).

The cumulative risk of violence
Associations between experiencing violence earlier in life 
and then again later in life have been documented, although 
these are not well understood (Aakvaag et al., 2019; Gartland 
et al., 2016; Relyea & Ullman, 2017). It has been suggested 
that women with a history of experiencing sexual violence 
are more likely to experience further violence throughout 
their lives (Aakvaag et al., 2019; Conley et al., 2017; Öberg 
et al., 2019; Öberg et al., 2021; Relyea & Ullman, 2017). This 
is important to understand in order to identify those at an 
increased risk of violence and address the potential cumulative 
impact of violence (Cox, 2015; Öberg et al., 2019). While 
there is a paucity of longitudinal studies examining trends 
over time, the available evidence reveals potential avenues 
to explore in future analyses.

Sexual violence and domestic violence co-occurrence and 
revictimisation has previously been examined in the ANROWS 
Landscapes Series (Cox, 2015). A review of the international 
literature from middle- and high-income countries suggested 
that women who have experienced childhood sexual violence 
are more likely to experience intimate partner sexual violence 
in adulthood than those without a history of childhood 
sexual violence. Further, the severity of the violence during 
childhood was shown to mediate the relationship to a certain 
degree. A similar association was found between childhood 
sexual violence and domestic violence in adulthood. It was 
noted that the lack of longitudinal studies of revictimisation 
limited the authors’ ability to draw conclusions on causal 
factors. Additionally, the lack of samples representative of 
the general population affected the external validity of the 
results (Cox, 2015). 

Similarly, other international studies have demonstrated 
a strong link between experiencing violence in childhood 
and later in adulthood (Aakvaag et al., 2019; Bradel et al., 
2019; Conley et al., 2017; Öberg et al., 2021; Relyea & Ullman, 
2017). However, many of these do not differentiate between 
the types of violence experienced at both timepoints, and 
thus there is uncertainty surrounding the cumulative risk 
of sexual violence specifically (Aakvaag et al., 2019; Bradel 
et al., 2019; Relyea & Ullman, 2017).  

Another review, conducted by Bidarra et al. (2016), 
demonstrated a link between exposure to parental intimate 
partner violence in childhood and experiencing childhood 
sexual violence. It was found that children exposed to 
intimate partner violence within their parents’ or caregivers’ 
relationships were at greater risk of being sexually abused 
during childhood, with the prevalence of the co-occurrence 
ranging from 12 to 70 per cent (Bidarra et al., 2016).

Within an Australian context, there is a paucity of evidence 
concerning women’s experiences of violence subsequent 
to an experience of sexual violence. Gartland et al. (2016) 
investigated patterns of violence and trauma among a 
prospective pregnancy cohort. Among women who had 
never given birth, 41 per cent reported a history of childhood 
violence. When followed up four years from baseline, 28 
per cent of women reported having experienced intimate 
partner violence. Women with a history of childhood sexual 
or physical violence had a two- to three-fold risk of intimate 
partner violence during the study period compared to those 
without such a history (Gartland et al., 2016). 

The relationship between experiencing sexual 
violence and socioeconomic factors
It is well known that lower socioeconomic status can impact 
on physical health and mental health, as can sexual violence 
(Bacchus et al., 2018; Carr et al., 2020; Hailes et al., 2019; 
Tarzia et al., 2017). Yet, the interplay between these factors 
is not well understood. Sexual violence has been shown to 
have an impact on various socioeconomic factors, including 
education, paid employment and financial stress (Baigorria 
et al., 2017). It is important to understand the relationship 
between women’s experiences of sexual violence at different 
stages of life and their socioeconomic status to ascertain the 
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degree and length of this impact (Dillon et al., 2015; Sanz-
Barbero et al., 2019). This will allow for tailored strategies to 
assist women in recovering from sexual violence (Kennedy 
et al., 2021; Nikischer, 2014). 

International research has highlighted an inverse relationship 
between women experiencing sexual violence and educational 
attainment (Baigorria et al., 2017; Kennedy et al., 2021; 
Sanz-Barbero et al., 2019). Recently, a review found that low 
educational level was associated with experience of sexual 
violence among adolescent and adult women (Baigorria et 
al., 2017). Similarly, low educational status, as determined 
by the highest educational grade of participants’ primary 
caregivers, has been shown to predict sexual intimate partner 
violence (Kennedy et al., 2021).

There is also evidence to suggest that a history of sexual violence 
predicts poor academic performance in tertiary education 
settings (Baker et al., 2016). Baker et al. (2016) showed that 
a history of childhood sexual violence and adolescent/adult 
sexual assault predicted a poorer grade point average both 
at the end of the semester and at the four-year follow-up 
among college students. Experiencing sexual violence was 
also associated with a higher likelihood of dropping out of 
college, underscoring the need to address adverse educational 
outcomes of those who have experienced sexual violence 
and assess for sexual violence in college settings to identify 
women at risk of poor performance or leaving their studies. 

A United States qualitative study provided insight into the 
interplay between experiencing sexual violence and educational 
outcomes (Nikischer, 2014). Participants reported drops in 
grades during high school and university degree programs, 
and this was attributed to a lack of confidence following sexual 
assault, fear of violence occurring at the educational setting, 
and difficulties with mental health and health behavioural 
factors that also followed experiencing violence. Further, 
women described a “ripple effect” on employment and career 
goals, indicating that socioeconomic challenges persisted in 
the long term (Nikischer, 2014).

Associations have also been drawn between women 
experiencing sexual violence and disruptions to employment 
and income hardship (Dillon et al., 2015; Showalter, 2016). 
A 2016 systematic review of the literature explored the co-

occurrence of domestic violence, including sexual violence, 
and employment instability (Showalter, 2016). Many of the 
included studies documented higher rates of unemployment for 
women who had experienced domestic violence, compared to 
those who had not. Additional findings showed a correlation 
between experiencing domestic violence and job performance, 
inability to concentrate at work, fewer hours in paid work 
and job loss by termination or resignation. Direct workplace 
disruptions from women’s abusers were also observed and 
shown to negatively impact women’s employment stability. 
These included on-the-job harassment in person or via 
telephone, being prevented from going to work by the abuser 
and being late to work as a result of violence. Finally, some of 
these relationships were mediated by mental health factors, 
highlighting a potential interaction between sexual violence, 
socioeconomic status and mental health (Showalter, 2016).

A number of studies have also observed differences in income 
and financial hardship between those with a history of sexual 
violence and their counterparts (Dillon et al., 2015; Loya, 
2015; Showalter, 2016). However, there is a paucity of evidence 
demonstrating this relationship over time. Therefore, it is 
difficult to ascertain the extent of this association and fully 
understand women’s experiences of financial disadvantage 
in relation to sexual violence. 

The relationship between experiencing sexual 
violence and health behaviours
Exposure to sexual violence has been widely associated with 
adverse health behaviours, including drug use, excessive 
alcohol use and tobacco use (Bacchus et al., 2018; Baigorria 
et al., 2017; González-Chica et al., 2019; Miller-Graff et al., 
2021; Nemeth et al., 2016). It is important to understand the 
relationships between these variables to identify those who 
may benefit from referral to support services (Bone et al., 
2018). Further, it is necessary to gain insight into these factors 
to understand and respond to the needs of women exposed 
to sexual violence (Bacchus et al., 2018; Bone et al., 2018).

Drug use has been consistently linked to experiencing sexual 
violence within the international literature, although the 
mechanisms underlying this relationship remain unclear 
(Austin & Short, 2020; Bacchus et al., 2018; Silva et al., 2020). A 
systematic review examined the associations between intimate 
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International research has also highlighted a link between 
body mass index (BMI) and sexual violence in childhood 
and adolescence (Clark et al., 2014; Stensland et al., 2015). 
Clark et al. (2014) examined data from the United States 
National Longitudinal Study of Adolescent Health, finding 
that the occurrence of violence within a relationship predicted 
an increase in BMI. Further, stratified results showed a 
magnification of the increase in BMI for those with a history 
of childhood sexual violence. Stensland et al. (2015) found 
a robust and significant relationship between interpersonal 
violence, including sexual violence, and increased BMI within 
a cohort of Norwegian youth. This remained after adjustment 
for socioeconomic and health behavioural factors and was 
more evident among female participants compared to males 
(Stensland et al., 2015).  

The relationship between experiencing sexual 
violence and health
Experiencing violence has been linked to a plethora of 
negative health outcomes (Bacchus et al., 2018; Felitti et al., 
1998). Globally, intimate partner violence has been shown to 
result in a higher burden of disease and has been linked to a 
lower life expectancy (Mokdad et al., 2016). Regarding sexual 
violence, there are consistent reports of an association with 
mental health, including depression, anxiety, psychological 
distress and post-traumatic stress disorder (PTSD; Bacchus et 
al., 2018; Coles et al., 2014; Hailes et al., 2019). The relationship 
between sexual violence and physical health has not been 
thoroughly examined, although links to cancer diagnoses, 
bodily pain and general health have been documented (Coles 
et al., 2014; Reingle Gonzalez et al., 2018). Studies have also 
reported links between experiencing sexual violence and 
socioeconomic status, health behaviours and health. However, 
the mechanisms through which these factors interact are 
not well understood. It is necessary to determine the health 
outcomes of women who have experienced sexual violence as 
a means to improve the identification of who may present to 
services and address the impact of violence on their health 
and wellbeing (Oram et al., 2017). 

Physical health
A recent systematic review examined the long-term health 
and psychosocial outcomes of child maltreatment within 
long-term care settings, including experiencing childhood 

partner violence, including sexual violence in the previous 
12 months, and health risk behaviours (Bacchus et al., 2018). 
Intimate partner violence was shown to be associated with the 
use of cocaine, crack, heroin and marijuana among women 
aged 15 and over. This review highlighted the uncertainty 
surrounding the relationships over time, underscoring the 
need for longitudinal studies in this area (Bacchus et al., 2018). 

Recently, data from the National Longitudinal Study of 
Adolescent to Adult Health in the Netherlands were used to 
examine the association between prescription opioid use and 
misuse and sexual violence over a decade (Austin & Short, 
2020). Participants with a history of sexual violence were 
nearly 70 per cent more likely to use prescription opioids 
than those with no such history. An increased risk was also 
observed for past-30-day prescription opioid misuse, with a 
20 per cent higher likelihood for women who had experienced 
sexual violence (Austin & Short, 2020).

There is variation within the literature regarding the link 
between alcohol consumption and experiencing violence 
(Bacchus et al., 2018; González-Chica et al., 2019). The 
associations have not been widely examined over time due to 
the paucity of longitudinal data (Bacchus et al., 2018; Massetti 
et al., 2018). A study using data from the 2006 United States 
Behavioral Risk Factor Surveillance System (BRFSS) examined 
the risk of binge drinking among those with a history of 
experiencing intimate partner violence, including sexual 
violence (Massetti et al., 2018). Those reporting intimate 
partner violence victimisation were more likely to have 
engaged in binge drinking in the past month compared to 
those without a history of intimate partner violence (Massetti 
et al., 2018). In contrast, a recent Australian study reported 
no significant association between experiencing sexual 
violence among adolescents and excessive alcohol intake 
(González-Chica et al., 2019).

There is also evidence to suggest a relationship between 
cigarette use and sexual violence (González-Chica et al., 
2019; Melka et al., 2019; Nemeth et al., 2016). For example, 
an Australian study found that participants who had 
experienced sexual violence were more likely to indicate 
smoking dependence (defined as smoking three or more 
cigarettes every day) than those without a history of sexual 
violence (González-Chica et al., 2019). 
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Additionally, a recent systematic review collated findings on 
the relationship between recent intimate partner violence, 
including sexual violence, and depressive symptoms as 
reported in cohort studies (Bacchus et al., 2018). Women 
reporting recent intimate partner violence were 76 per cent 
more likely to experience subsequent depressive symptoms 
than those reporting no violence. Similarly, those reporting 
depressive symptoms had a 72 per cent increased risk of 
subsequent intimate partner violence. Additionally, results 
from cohorts of pregnant women revealed more than a two-
fold risk of subsequent postpartum depression among those 
who had experienced recent intimate partner violence. The 
review noted significant differences in measurement between 
the studies, while also highlighting the need for longitudinal 
studies that consider the differential effects of recent versus 
historical exposure to intimate partner violence (Bacchus 
et al., 2018). 

Another systematic review examined the association between 
childhood sexual violence and mental health (Hailes et al., 
2019). Childhood sexual violence was shown to be associated 
with schizophrenia, borderline personality disorder, anxiety 
and depression, with odds ratios ranging from 2.2 to 3.3. 
(Hailes et al., 2019).

At the national level, many Australian studies have also 
provided evidence for the link between sexual violence and 
poor mental health (Coles et al., 2014; Gartland et al., 2016; 
Tarzia et al., 2017; Tarzia et al., 2018). Previous ALSWH 
research has examined mental health and childhood sexual 
violence within a cross-sectional study of the 1973 to 1978 
cohort, when aged 28 to 33 (Coles et al., 2014). Findings 
revealed that women who experienced childhood sexual 
violence were 40 per cent more likely to have been depressed 
and 40 per cent more likely to have had anxiety in the previous 
three years than those who had not experienced childhood 
sexual violence (Coles et al., 2014). 

An Australian pregnancy cohort study has also demonstrated 
greater odds of anxiety among those with a history of child 
maltreatment (Gartland et al., 2016). Similarly, Tarzia et 
al. (2017) examined this using a clinical sample, finding 
that women attending Australian general practice clinics 
who had experienced sexual violence in adulthood were 
more likely to experience anxiety than those who had not 

sexual violence (Carr et al., 2020). Participants of the included 
studies had retrospectively reported violence in residential 
care centres and in foster care settings. There were significant 
associations between child violence and physical health 
outcomes across the life span, including physical illness, 
being on long-term sick leave from work, chronic medical 
complaints (particularly headaches, back pain and joint 
pain), allergies and asthma (Carr et al., 2020). 

The relationship between sexual violence and cancer diagnoses 
has also been examined. Reingle Gonzalez et al. (2018) 
conducted a meta-analysis and demonstrated a significant, 
positive relationship between violence against women and 
cancer diagnoses. Women who had experienced intimate 
partner violence, including sexual violence, were more 
likely to be diagnosed with cancer compared to those who 
had not. Associations were particularly strong for cervical 
cancer (Reingle Gonzalez et al., 2018). 

Previous cross-sectional research using ALSWH data has 
investigated the relationship between childhood sexual 
violence and physical health (Coles et al., 2014). Among 
women in their late twenties and early thirties, those who 
had experienced childhood sexual violence were more likely 
to report bodily pain and poor general health than those 
who had not. Further, those who experienced childhood 
sexual violence and adult violence were more than twice as 
likely to experience poor general health compared to those 
without a history of violence (Coles et al., 2014). 

Mental health
It is well documented that poor mental health and psychiatric 
conditions are common among those with a history of 
experiencing violence (Bacchus et al., 2018; Bone et al., 
2018; Coles et al., 2014; Hailes et al., 2019; Khadr et al., 2018; 
Tarzia et al., 2017; Tarzia et al., 2018). However, the extent 
to which this persists over time is unclear. For example, in 
a study of adolescents accessing sexual assault services in 
Greater London, 88 per cent of participants were at risk of 
depression, 71 per cent were at risk of anxiety and 91 per cent 
were at risk of PTSD. Furthermore, more than half of the 
sample were at risk of experiencing multiple mental health 
conditions, highlighting the need for comprehensive support 
following sexual assault (Khadr et al., 2018).
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affected by sociodemographic differences (Massetti et al., 
2018). Watson-Johnson et al. (2012) demonstrated a link to 
cancer screening using these data, reporting that women 
with a history of sexual violence were less likely to undergo 
regular mammography screening for breast cancer than 
those without such history (74% versus 77%; Watson-Johnson 
et al., 2012). Lower rates of mammography and colorectal 
cancer screening were also reported among women who 
had experienced intimate partner violence compared to 
those who had not (66% versus 77% and 49% versus 55%, 
respectively; Massetti et al., 2018). These findings support the 
notion that sexual violence may be associated with reduced 
healthcare use.

The costs of service use in relation to sexual violence have 
not been extensively examined. A large, population-based 
study in Iowa investigated the incidence and cost of sexual 
violence, including health service expenses (Yang et al., 2014). 
Yang et al. (2014) utilised data from population surveys and 
government agencies, among other sources, to calculate direct 
costs of sexual violence against 55,340 people in the state. 
These costs included medical care and mental healthcare 
expenses, among other non-health-related expenses (e.g. 
property damage and indirect expenses for loss of work). 
The estimated total cost of sexual violence in Iowa in 2009 
was US$4.7 billion, which equated to US$1,580 per resident 
(Yang et al., 2014). 

Recovery from sexual violence
Despite some variation in the strength of associations, the 
literature consistently demonstrates the significant and long-
lasting impact of sexual violence on women. This underscores 
the need to address the increased vulnerability to further 
violence, sociodemographic differences and health deficits 
shown to exist among women who have experienced sexual 
violence (Ellsberg et al., 2015). It is important to understand 
the factors that might assist in improving women’s recovery 
from sexual violence, to inform potential services and policies 
(Hellman, 2014). There is a paucity of evidence regarding 
sexual violence specifically; however, some studies have 
identified potential factors for future research to focus on. 
In particular, the recent literature highlights the influence of 
social support for assisting women with a history of sexual 
violence in their recovery from mental health and health 

experienced sexual violence in adulthood. A later analysis 
from the same study highlighted the effect of perpetrator 
identity on the relationship between mental health and sexual 
violence (Tarzia et al., 2018). Sexual violence perpetrated by 
an intimate partner was associated with higher scores for 
PTSD and depression compared to those for women who 
had experienced sexual violence perpetrated by a stranger 
or a person known to them (Tarzia et al., 2018).

Service use, cost of selected services and 
satisfaction with general practitioners in 
relation to experiencing sexual violence
International studies have also investigated experiencing 
sexual violence in relation to use of different health services 
(Massetti et al., 2018; Mørk et al., 2014; Sutherland et al., 
2016; Watson-Johnson et al., 2012; Yang et al., 2014). Some 
cross-sectional analyses have demonstrated a lower uptake 
of health services among those with a history of sexual 
violence, although there is a paucity of longitudinal data 
to examine long-term trends and potential reasons for this 
(Graham et al., 2019). The current evidence base highlights 
shortfalls in screening for a history of sexual violence in 
healthcare settings (Sutherland et al., 2016) and suggests a 
need for improved responses by practitioners to disclosures 
of sexual violence (Mørk et al., 2014; Taylor et al., 2012). 
Some studies have also revealed a significant cost to women 
accessing services following sexual assault, highlighting a 
potential barrier to accessing support (Yang et al., 2014). 
It is important to determine the differences in service use, 
cost and satisfaction between those who have experienced 
sexual violence and those who have not, to improve service 
provision (Taylor et al., 2012). It should be noted that much 
of the available evidence is drawn from countries with 
non-comparable health systems to Australia, such as the 
United States.

Data from the large-scale United States BRFSS have been 
used to show that fewer women reporting intimate partner 
violence had health insurance, a personal doctor or healthcare 
provider, or regular check-ups within the previous two years 
compared to those not reporting intimate partner violence. 
Massetti et al. (2018) suggested that these findings may 
partially explain the link between violence and chronic 
disease. It was also noted that these associations were likely 
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behavioural issues (Dillon et al., 2015; Hunter et al., 2012; 
Rees et al., 2019), although the relationship between sexual 
violence and social support remains unclear (Hunter et al., 
2012; Rees et al., 2019). 

A number of studies have assessed the effectiveness of programs 
and psychological services designed to assist women’s 
recovery from domestic violence, however, there is a need 
for research into services specific to supporting those who 
have experienced sexual violence. A recent review of previous 
systematic reviews was conducted to identify interventions 
relevant to recovery from domestic and sexual violence in 
primary care (Hegarty et al., 2016). Findings revealed limited 
evidence regarding effective interventions. However, the 
following interventions showed strong potential: 
•	 nurse home visiting advocacy programs 
•	 mother–child psychotherapeutic interventions
•	 specific psychological treatments (including cognitive 

behaviour therapy, trauma-informed cognitive behaviour 
therapy and eye movement desensitisation and reprocessing 
interventions; Hegarty et al., 2016).

A recent mixed-methods study demonstrated the negative 
impact of intimate partner violence on women’s sense of 
self (Moulding et al., 2021). Moulding et al. (2021) outlined 
the losses in relation to income, work, housing and social 
participation that were seen to undermine women’s recovery 
from violence in the long term. This study highlighted the 
influence of socioeconomic factors on psychological distress 
in response to experiencing violence and highlighted the 
potential role of these factors in assisting with women’s 
recovery (Moulding et al., 2021). 

Furthermore, some services have demonstrated improvements 
in health behaviour linked to sexual violence. For example, 
for a sample of 233 girls, Walsh et al. (2020) reported on 
the effectiveness of a brief video delivered to victims during 
medical forensic examination of sexual assault. The video 
intervention, designed to reduce psychopathology, was shown 
to prevent uptake of cigarette smoking following sexual 
assault. Notably, this intervention focused on preventing 
further impact of sexual violence rather than recovery 
(Walsh et al., 2020). 

In addition, a recent Australian study followed a mixed-
methods approach to identify contextual factors and mediating 
emotional responses associated with experiences of mental 
health conditions following sexual violence (Rees et al., 2019). 
The qualitative component of the study highlighted the 
impact of negative responses to violence disclosure by parents 
and other family members, as well as barriers to support, 
validation and trust among women who had experienced 
sexual violence as a child. Women with a history of childhood 
sexual violence reported being ignored, not being believed 
and being threatened with retribution following disclosure to 
adult family members. Other themes that emerged included 
self-blame, betrayal and psychosocial vulnerability. These 
findings underscored the need for further research in this 
area to gain deeper understanding of potential factors that 
support women’s recovery from the long-term impacts of 
sexual violence (Rees et al., 2019).

Policy context: The National Plan to 
Reduce Violence Against Women and 
Their Children 2010–2022
The Australian Government Department of Social Services 
highlights sexual violence as a national priority area in the 
Fourth Action Plan of the National Plan to Reduce Violence 
against Women and Their Children 2010–2022 (Department 
of Social Services, 2019). In addition, the Fourth Action Plan 
underscores the need to respond to diverse experiences of 
violence, identifying priority populations of women who 
experience higher rates of violence, experience more barriers 
to help-seeking and accessing support, and/or are at higher risk 
of experiencing violence at particular life stages (Department 
of Social Services, 2019). To address these national priorities, 
there is a need for high-quality research into the prevalence 
and impact of sexual violence across the life course. This 
requires accurate and comprehensive longitudinal data.

Evidence gap
Despite the pervasive nature of sexual violence, data in 
Australia are largely confined to those collected at a single 
point in time. This approach is limited due to its inability to 
capture experiences of violence across the life course. Thus, 
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There is also limited understanding about the ways sexual 
violence impacts women over time. The trajectory of economic, 
social, physical and mental health of women who have 
experienced sexual violence is unknown (Bacchus et al., 2018; 
Carr et al., 2020; Dillon et al., 2015; Nikischer, 2014; Sanz-
Barbero et al., 2019). It is important to better understand 
this to identify factors that might assist in recovery from 
sexual violence. Service use, cost and satisfaction has not 
been examined at the national level in Australia, nor have 
potentially helpful social factors. In addition to education 
and paid employment, services and social factors might have 
the capacity to help improve women’s quality of life after 
sexual violence, but empirical evidence is lacking. There 
is a crucial need to identify factors that improve women’s 
recovery from sexual violence. 

A recent ANROWS research synthesis on intimate partner 
sexual violence underscored the current need for studies 
that accurately capture multiple experiences of violence 
across the life course within samples that are representative 
of the general population (Australia’s National Research 
Organisation for Women’s Safety, 2019). The ALSWH offers 
a unique opportunity to fill this gap, providing data on 
sexual violence that are comprehensive, accurate, broadly 
representative and span a period of more than 20 years. 
Recent findings from the study indicate that almost one in 
two (46%) women born in 1989 to 1995 had experienced 
sexual violence (Loxton et al., 2019). The present study builds 
on these results by examining sexual violence prevalence 
and impact across multiple time points and for women in 
three distinct age cohorts (those born in 1989 to 1995, 1973 
to 1978 and 1946 to 1951), covering ages 18 to 74. 

Further, previous research findings have indicated that 
those from certain groups and communities may experience 
sexual violence at higher rates, however these have not 
been extensively examined (Australian Institute of Health 
and Welfare, 2019b; Bonomi et al., 2018; Dillon et al., 2015; 
Heywood et al., 2022; Lewis et al., 2015; Sanz-Barbero et al., 
2019; Sigurvinsdottir & Ullman, 2016; Szalacha et al., 2017; 
Ussher et al., 2020). This study considers differences in the 
prevalence and impact of sexual violence among priority 
populations. For the purposes of this report, this includes 
those identified as belonging to priority populations in the 
Fourth Action Plan of the National Plan to Reduce Violence 

there is uncertainty surrounding the true prevalence of sexual 
violence throughout women’s lives. Previous ALSWH research 
highlights the importance of collecting longitudinal data on 
violence to capture the complexity of women’s experiences. 
In addition, it is suggested that repeated data collection of 
experiences of violence across time may mitigate the effects 
of potential under-reporting (Loxton, Townsend et al., 2017). 

Some of the variation within the available literature on 
prevalence likely ref lects heterogeneity between sample 
characteristics. Non-population-based samples, such as those 
in the general practice setting and among pregnant women, 
can affect external validity by limiting the applicability of 
findings to the general population (Cox, 2015; Davidson et 
al., 2016; Gartland et al., 2016; Tarzia et al., 2017; Tarzia et al., 
2018; Woolhouse et al., 2015). A number of studies have also 
reported on data collected using conservative measures of 
violence, such as cases captured from child protection data 
(Mathews et al., 2017). As experiencing violence is often under-
reported, studies using administrative data sources are likely 
to underestimate true prevalence (Alaggia et al., 2017). Further, 
this is exacerbated for various cohorts of women, including 
First Nations women, migrant and refugee women, women in 
rural and remote communities, women with disability, and 
LGBTQA+ and intersex communities (Australian Institute of 
Health and Welfare, 2019b; Bonomi et al., 2018; Dillon et al., 
2015; Heywood et al., 2022; Szalacha et al., 2017; Ussher et 
al., 2020; Willis, 2011). Population-based surveys capturing 
self-reported data from people who have experienced sexual 
violence offer the most accurate estimates of sexual violence 
prevalence (World Health Organization, 2017). 

Research suggests that women with a history of sexual violence 
are more likely to experience further violence throughout the 
life course compared to those without such history (Aakvaag 
et al., 2019; Conley et al., 2017; Cox, 2015; Gartland et al., 
2016; Öberg et al., 2019; Öberg et al., 2021; Relyea & Ullman, 
2017). However, as previously highlighted in the ANROWS 
Landscapes Series (Cox, 2015), this is yet to be examined using 
longitudinal data from nationally representative samples in 
Australia. Thus, there is also a large degree of uncertainty 
surrounding the potential links between sexual violence at 
different life stages and vulnerability to violence. 
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Against Women and Their Children 2010–2022 (Department 
of Social Services, 2019), for whom data are available. This 
includes women living in regional and remote areas; women 
who are from CALD backgrounds; women with disability; 
and women who are lesbian, gay and bisexual.

It should be noted that, while Aboriginal and Torres Strait 
Islander women take part in the ALSWH, the data are not 
currently disaggregated by Indigenous status for historical 
and ethical reasons.2 Due to requests from Aboriginal and 
Torres Strait Islander communities to access this data, this 
policy is under review and consultations with representatives 
from Aboriginal and Torres Strait Islander communities 
are underway.

Aims of project
The purpose of this report was to assess the prevalence of 
sexual violence over the life course and the impact of sexual 
violence on health and wellbeing among Australian women 
by analysing national, longitudinal data. The research had 
the following specific aims:
•	 Determine the prevalence of sexual violence across the 

life course, including sexual violence experienced in 
childhood and adulthood, experienced both within an 
intimate relationship and outside of such a relationship.

•	 Determine the role of sexual violence during childhood 
as a risk factor for experiences of multiple forms of 
violence later in life.

•	 Identify the impact of sexual violence on socioeconomic 
factors over time, such as education, paid employment 
and financial stress.

•	 Determine the nature of associations between sexual 
violence experienced by women at different life stages 
and subsequent health behaviours.

•	 Assess the impact of sexual violence on women’s physical 
and mental health.

•	 Measure health service use in relation to sexual violence, 
including costs of selected health services and satisfaction 
with general practitioner services.

•	 Identify factors associated with the general health and 
wellbeing of women who have experienced sexual violence.

2	  For details, please see alswh.org.au/for-researchers/indigenous-policy

http://www.alswh.org.au/for-researchers/indigenous-policy
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Methods 

Study setting
The ALSWH is an ongoing, national cohort study that 
investigates factors influencing the health and wellbeing of 
Australian women. The study began in 1996, and now includes 
data from more than 57,000 women across four age cohorts 
(born in 1989 to 1995, 1973 to 1978, 1946 to 1951 and 1921 
to 1926). The ALSWH collects data on women’s physical and 
mental health, as well as demographics, health behaviours 
and attributes, lifestyle factors, social circumstances and use 
of health services. ALSWH data are linked with national 
and state-based administrative health datasets, such as the 
Medicare Benefits Schedule (MBS) and the Pharmaceutical 
Benefits Scheme (PBS), as well as hospital admission, perinatal 
and cancer registry datasets. 

In 1996, the cohorts from 1973 to 1978, 1946 to 1951 and 
1921 to 1926 were randomly selected from the Medicare 
database and recruited via mailed surveys (Brown et al., 1998). 
The three original cohorts were selected to follow women 
through life stages which are critical to women’s health 
and wellbeing. Sampling from the population was random 
within each age group, except that women from rural and 
remote areas were sampled at twice the rate of women in 
urban areas. This was done so that the numbers of women 
living outside major urban areas were large enough to allow 
statistical comparisons based on location. 

In 2012 to 2013, a new cohort of women aged 18 to 23 years 
(born 1989 to 1995) was recruited using traditional methods 
(e.g. referral, print and commercial media), social media 
and social marketing campaigns (Loxton et al., 2015). In 
the first online survey, participants indicated their consent 
to participate by completing the survey, consenting to data 
linkage and providing their personal details. Information was 
validated by the Australian Government’s Services Australia. 

Participants
The cohorts have been compared with Australian Census 
data of women of the same age and are found to be broadly 
representative of Australian women of the same age, with 
some over-representation of tertiary-educated women and 
some under-representation of women from non‑English 
speaking backgrounds (Dobson et al., 2015; Mishra et al., 

2014). This ANROWS report includes data from the three 
youngest ALSWH cohorts (born 1989 to 1995, 1973 to 1978 
and 1946 to 1951). Participants from the 1973 to 1978 and 
1946 to 1951 cohorts have been surveyed approximately every 
three years since 1996, while participants in the 1989 to 1995 
cohort have been surveyed annually from 2013 to 2017 and 
then again in 2019 (Table 1). 

The ALSWH has approval from the Human Research Ethics 
Committees from the University of Newcastle (H-076-
0795, H-2012-0256 and H-2011-0371) and the University of 
Queensland (2004/HE000224, 2012/HE000950 and 2012/
HE000132).

Measures
The measures included in each ALSWH survey are decided on 
in consultation with the Australian Government Department 
of Health, which funds data collection for the study, and 
various stakeholders. All measures are not able to be included 
in every survey and in all cohorts, as survey length has to be 
maintained to minimise the burden on participants.3 

Sexual violence
The current report includes measures of 1) sexual violence 
experienced during childhood; 2) sexual violence 
experienced within an intimate relationship (i.e. sexual 
violence perpetrated by a spouse or partner); and 3) sexual 
violence where the perpetrator was not specified in the 
survey question. The schedule of data collection for these 
measures is shown in Table 2.

3	 For more information on measures, please see https://alswh.org.au/for-
data-users/data-documentation

Sexual violence during childhood
The Adverse Childhood Experiences Scale (Felitti et al., 1998) 
was used to retrospectively measure childhood abuse. This 
instrument includes four items that measure sexual violence 
experienced during childhood (Table 3), with participants 
asked to indicate those experiences that applied to them, 

https://alswh.org.au/for-data-users/data-documentation
https://alswh.org.au/for-data-users/data-documentation
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Table 1: Schedule of surveys across the three ALSWH cohorts born 1989 to 1995, 1973 to 1978 and 1946 to 1951, detailing 
year, age range and number of respondents at each survey

Survey 1989 to 1995 cohort 1973 to 1978 cohort 1946 to 1951 cohort

1 2013
Aged 18 to 23

N=17,010

1996
Aged 18 to 23

N=14,247

1996
Aged 45 to 50

N=13,714

2 2014
Aged 19 to 24

N=11,345

2000
Aged 22 to 27

N=9,688

1998
Aged 47 to 52

N=12,338

3 2015
Aged 20 to 25

N=8,961

2003
Aged 25 to 30

N=9,081

2001
Aged 50 to 55

N=11,226

4 2016
Aged 21 to 26

N=7,287

2006
Aged 28 to 33

N=9,145

2004
Aged 53 to 58

N=10,905

5 2017
Aged 22 to 27

N=8,495

2009
Aged 31 to 36

N=8,200

2007
Aged 56 to 61

N=10,638

6 2019
Aged 24 to 30

N=8,346

2012
Aged 34 to 39

N=8,009

2010
Aged 59 to 64

N=10,011

7 2015
Aged 37 to 42

N=7,186

2013
Aged 62 to 67

N=9,151

8 2018
Aged 40 to 45

N=7,121

2016
Aged 65 to 70

N=8,622

9 2021
Aged 43 to 48

in progress

2019 to 2020
Aged 68 to 73

N=7,956

providing a minimum summed score of zero and a maximum 
summed score of four. A score greater than zero indicates a 
history of sexual violence during childhood.

Sexual violence perpetrated by a partner
For the 1989 to 1995 and 1973 to 1978 cohorts, women were 
asked: “This question asks about situations you may have 
experienced with current or past partners: being forced to take 
part in unwanted sexual activity”, with response options: “In 
the last 12 months”, “More than 12 months ago” or “Never”. 

Note that at Survey 4 of the 1973 to 1978 cohort, the response 
options were “Only once”, “Several times”, “Once per month”, 

“Once per week”, “Daily” or “Never.” These response options 
were collapsed as required to match the categories used in 
the later survey measures.

Sexual violence perpetrated by an  
unspecified perpetrator
Women in all cohorts were asked, “Have you experienced any 
of the following events: being forced to take part in unwanted 
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Table 2: Collection of sexual violence data across surveys for the ALSWH cohorts born 1989 to 1995, 1973 to 1978 and 
1946 to 1951

  Survey  
wave Survey year During 

childhood
By  

partner
Unspecified 
perpetrator

Born  
1989 to 1995

1 2013      
2 2014      
3 2015      
4 2016      
5 2017 *    
6 2019 *    

Born  
1973 to 1978

1 1996      
2 2000      
3 2003      
4 2006      
5 2009      
6 2012      
7 2015      
8 2018      

Born  
1946 to 1951

1 1996      
2 1998      
3 2001      
4 2004      
5 2007      
6 2010      
7 2013      
8 2016      
9 2019      

* Captured at this survey if not captured at previous surveys.
Shaded cells indicate that the measure of sexual violence was included at that survey.

Table 3: Childhood sexual violence items from the Adverse Childhood Experiences Scale

While you were growing up during your first 18 years of life, did an adult or person at least 5 years 
older than you: (mark all that apply)

Touch or fondle you in a sexual way? ⃝

Have you touch their body in a sexual way? ⃝

Attempt oral, anal or vaginal intercourse with you? ⃝

Actually have oral, anal or vaginal intercourse with you? ⃝
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considered indicative of recent domestic violence (excluding 
the dinner/housework item).

Physical violence
Women in all cohorts were asked “Have you experienced 
the following events: being pushed, grabbed, shoved, kicked 
or hit?”, with response options: “No”, “Yes – in the last 12 
months” and “Yes – more than 12 months ago”. An affirmative 
response was considered indicative of a history of physical 
violence (in the last 12 months or more than 12 months ago). 
A response to “Yes – in the last 12 months” was considered 
indicative of recent physical violence.

Similarly, an affirmative response to any of the items in 
the physical abuse domain of the CCAS or abCCAS was 
considered indicative of a history of physical violence by a 
partner. A response to “Yes – in the last 12 months” for any 
of the physical violence items was considered indicative of 
recent physical violence.

All the physical violence items were combined to form a 
single physical violence item, which includes lifetime physical 
violence and recent physical violence variants.

Socio-demographic factors
Age 
Age was calculated at each survey by obtaining the difference 
between the survey completion date and the participant’s 
date of birth. Models that controlled for age treated age as 
a continuous variable.

Area of residence
Available for each survey, area of residence was based on the 
Accessibility/Remoteness Index of Australia (ARIA+), which 
indicates remoteness from service centres (Hugo Centre for 
Migration and Population Research, 2018). ARIA+ scores 
were grouped into “Major cities”, “Inner regional” and “Outer 
regional/remote/very remote”. 

Educational status
Educational status was based on the highest qualification 
reported by the participant. The response options varied across 

sexual activity” with response options: “In the last 12 months”, 
“More than 12 months ago” or “Never”. Note that at Survey 
1 of the 1973 to 1978 and 1946 to 1951 cohorts, the question 
was phrased: “In the last 12 months, have you experienced any 
of the following events: being forced to take part in unwanted 
sexual activity” with response options “Yes” and “No”.

Cumulative sexual violence
We defined a composite variable for whether or not women 
had ever experienced any sexual violence at each time point 
(yes or no). In models examining the effect of sexual violence, 
we used the lag of this variable as the exposure, so that the 
sexual violence exposure preceded the outcome/s used in 
the analyses.

Domestic violence
Women in all cohorts were asked at all surveys (except 
Survey 2 and Survey 3 of the 1973 to 1978 and 1946 to 1951 
cohorts), “Have you ever been in a violent relationship with a 
partner/spouse?”, with response options “Yes” and “No”. An 
affirmative response was considered indicative of a history 
of domestic violence.

For the 1989 to 1995 and 1973 to 1978 cohorts, women 
could also have reported a history of domestic violence 
via the Community Composite Abuse Scale (CCAS) or the 
Abbreviated Community Composite Abuse Scale (abCCAS), 
respectively (Loxton et al., 2013). These scales include 
questions related to four domains of behaviour by a partner 
or spouse: emotional abuse, physical abuse, harassment and 
sexual abuse. The following response options were available: 

“Never”, “Yes – in the last 12 months” and “Yes – more than 
12 months ago”. Note that at Survey 4 of the 1973 to 1978 
cohort, the response options were “Only once”, “Several 
times”, “Once per month”, “Once per week”, “Daily” or 

“Never”. These response options were collapsed to “In the 
last 12 months” or “Never”. An affirmative response for any 
item on the CCAS or abCCAS instruments was considered 
indicative of a history of domestic violence, except for the 
CCAS item “Became upset if dinner/housework wasn’t done” 
and the abCCAS item “Became upset if dinner/housework 
wasn’t done when they thought it should be”. In a similar 
manner, a response to “Yes – in the last 12 months” was 
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Financial outcomes
Full-time employment
Full-time employment was defined as working 35 or more 
hours per week, as per the Australian Bureau of Statistics 
definition (Australian Bureau of Statistics, 2021).

Financial stress
Financial stress was measured using the question “Over the 
last 12 months, how stressed have you felt about the following 
areas of your life?” for the item “Money”, with the following 
response options: “Not applicable”, “Not at all stressed”, 

“Somewhat stressed”, “Moderately stressed”, “Very stressed” 
and “Extremely stressed”. A dichotomous variable (yes/no) 
was subsequently derived to indicate high financial stress 
(very stressed or extremely stressed).

Sexual orientation
Sexual orientation was measured using the question “Which of 
these most closely describes your sexual orientation?”, with the 
following response options: “I am exclusively heterosexual”, 

“I am mainly heterosexual”, “I am bisexual”, “I am mainly 
homosexual”, “I am exclusively homosexual (lesbian)”, “I 
don’t know” and “I don’t want to answer”. These responses 
were then collapsed into three categories: “Exclusively/mainly 
heterosexual”, “Bisexual” and “Exclusively/mainly lesbian”.

Health behaviours
Smoking status
Smoking status was measured at each survey in each cohort. 
Women were classified as either “Non-smokers” (including 
ex-smokers) or “Current smokers”.

Alcohol consumption
Alcohol consumption was measured at each survey in each 
cohort according to NHMRC guidelines (Pols et al., 1992) 
and women were classified as either “Non-drinkers”, “Low-
risk drinkers”, “Infrequent drinkers”, “Risky drinkers” or 

“High-risk drinkers”. In Chapter 4, these responses were then 
dichotomised as “Low-risk drinkers” (non-drinkers, low-risk 
drinkers and infrequent drinkers) and “High-risk drinkers” 
(risky drinkers and high-risk drinkers).

the three cohorts but were broadly similar. Women’s responses 
were grouped into “Year 12 or below”, “Trade/apprenticeship/
certificate/diploma” and “Tertiary qualification”. In Chapter 
3, where specified, an alternative categorisation of “Year 12 
or below”, “Year 12” and “More than Year 12” was used.

Relationship status
Relationship status was reported by each participant at each 
survey and was measured consistently across all three cohorts. 
Women’s responses were grouped into “Partnered” (married 
or de facto) and “Non-partnered” (separated, divorced, 
widowed or single). 

Ability to manage on available income
Participants were asked at all surveys (except Survey 2 for 
women born 1973 to 1978), “How do you manage on the 
income you have available?” Responses were grouped into 

“Impossible/difficult all the time”, “Difficult some of the time” 
and “Not too bad/easy”. Further details on this survey item, 
including internal validation, can be found in the ALSWH 
Technical Reports (Australian Longitudinal Study on Women’s 
Health, 2019).

Cultural and linguistic diversity
Two measures were used to identify women from culturally and 
linguistically diverse (CALD) backgrounds. These measures 
captured information on country of birth and language. 
Women were classified as having a CALD background if they 
indicated that 1) they were born in a country where English 
was not the national language; 2) they did not speak fluent 
English;  or 3) they usually spoke a language at home which 
was not English.

Women in all three cohorts were asked about their country 
of birth. Responses were categorised to indicate countries 
that are English-speaking versus those that are not. This 
measure was included in Survey 1, for women born 1973 to 
1978 and 1946 to 1951, and Survey 2 for women born 1989 
to 1995. At their first survey, all three cohorts were asked if 
they spoke fluent English and to indicate the language they 
spoke at home.
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were treated as having multimorbidity if they had two or 
more of the following conditions: diabetes, heart disease, 
non-gestational hypertension, stroke, thrombosis, asthma, 
osteoporosis, cancer (excluding skin cancer) and arthritis. 

Bodily pain
Bodily pain was measured using the question “How much 
bodily pain have you had during the past four weeks?”, with 
response options on a six-point scale from “None” to “Very 
severe”, and the question “During the past four weeks, how 
much did pain interfere with your normal work (including 
both work outside the home and housework)?”, with response 
options on a five-point scale from “Not at all” to “Extremely” 
(Ware & Sherbourne, 1992). Women who responded to the 
first question with “Severe” or “Very severe” and women 
who responded to the second question with “Quite a bit” or 

“Extremely” were classified as having “High bodily pain”. 
Women who selected other response options were classified 
as having “Low bodily pain”.

Sexually transmitted infections
Women were classified as having had a recent sexually 
transmitted infection (STI) if they reported having recently 
had any of the following STIs: chlamydia, genital herpes, 
genital warts, HIV or AIDS, hepatitis B or C, gonorrhoea 
or other unspecified STI. There was some variation between 
cohorts and surveys as to which STI options could be selected.

Mental health
Depression
Women were classified as having recently experienced 
depression if they indicated that they had been diagnosed 
with or treated for depression in the last 12 months (for 
women born 1989 to 1995) or in the last three years (for 
women born 1973 to 1978 and 1946 to 1951). The different 
time intervals align with the timing of survey deployment 
within each cohort.

Anxiety
Women were classified as having recently experienced anxiety 
if they indicated that they had been diagnosed with or treated 
for anxiety in the last 12 months (for women born 1989 to 

Physical activity
Physical activity was measured at each survey in each cohort 
according to Australian guidelines (Brown et al., 2013) and 
women were classified as having nil, low, moderate or high 
physical activity. In Chapter 4, these responses were then 
dichotomised as “Low physical activity” (nil and low) and 

“High physical activity” (moderate and high).

Illicit drug use
Women born 1989 to 1995 and 1973 to 1978 were defined 
as having recent illicit drug use if they indicated that they 
had used illicit drugs in the last 12 months in response to 
the questions “Have you tried marijuana/cannabis?”, “Have 
you tried any other illicit drugs?” or “In the last 12 months 
how often did you use marijuana/cannabis for recreational 
use?” Illicit drug use was not measured among women born 
1946 to 1951.

Physical health
Self-rated general health
Women in each cohort at each survey were asked “In general, 
would you say your health is?” with the possible responses: 

“Excellent”, “Very good”, “Good”, “Fair” or “Poor” (Ware & 
Sherbourne, 1992). In Chapter 5, these responses were then 
dichotomised to create an indicator variable for women who 
reported “Fair” or “Poor” health.

Number of physical conditions
The number of physical conditions was dichotomised as 
multimorbidity (yes/no), which was defined as two or more 
chronic conditions. The conditions measured varied by 
cohort. The list of physical conditions included for each 
cohort was selected to maximise measurement consistency 
across the longitudinal surveys and is tailored to the age 
of the cohort. Women born 1989 to 1995 were treated as 
having multimorbidity if they had two or more of the 
following conditions: diabetes, asthma, endometriosis and 
polycystic ovarian syndrome. Women born 1973 to 1978 
were treated as having multimorbidity if they had two or 
more of the following conditions: diabetes, heart disease, 
non-gestational hypertension, asthma, cancer (excluding 
skin cancer) and endometriosis. Women born 1946 to 1951 
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Scores were then dichotomised, with the bottom 20 per cent 
of general practitioner satisfaction scores at each survey 
treated as “Dissatisfied” and “Not dissatisfied” otherwise.

Costs of health services
Costs of health services were analysed in Chapter 6 using 
MBS and PBS data. Costs were aggregated according to 
financial year (1 July to 30 June). Costs presented are the 
benefit paid by government (if any). MBS services between 
1 July 1996 and 30 June 2020 were analysed. Complete data 
on drugs available below the co-payment threshold first 
became available on 1 April 2012 (Australian Government 
Department of Health, 2019). Consequently, PBS services 
between 1 July 2012 and 30 June 2020 were analysed.

All values were presented in Australian dollars and were 
unadjusted for inflation. Private medication scripts were 
not included in the PBS datasets analysed. Average costs 
presented were among women who had at least one service 
of that type. For example, the average cost of psychoactive 
medications in the 2019 to 2020 financial year was the average 
of the costs of psychoactive medications among women who 
had at least one psychoactive medication in the 2019 to 2020 
financial year (i.e. women with zero cost were excluded from 
the calculation of the average).

Throughout Chapter 6, mean values were presented rather 
than median values to simplify the interpretation. However, 
it should be noted that the distribution of annual costs in 
the MBS and PBS was right-skewed and so the mean was not 
always similar to the median. The impact is negligible for the 
overall interpretation of our findings, as similar conclusions 
would have been made if using means or medians (i.e. is there 
an effect of sexual violence on healthcare costs).

Social support
Social support was measured using the Medical Outcomes 
Study social support survey (Sherbourne & Stewart, 1991), 
which has the question stem “How often is each of the following 
kind[s] of support available to you if you need it?” and then 
items such as “Someone to help you if you are confined to 
bed” and “Someone to give you good advice about a crisis”, 
with five Likert-scale response options ranging from “None 

1995) or in the last three years (for women born 1973 to 1978 
and 1946 to 1951).

Perceived stress
Perceived stress was measured in all three groups of women 
at each survey using the question “Over the last 12 months, 
how stressed have you felt about the following areas of your 
life?” for 10 to 12 domains (depending on the cohort and 
survey), such as “Own health”, “Work/employment” and 

“Relationships with partner/spouse”. Responses were recorded 
on a five-point scale from “Not stressed at all” to “Extremely 
stressed”. The mean of the multi-item summed score for 
perceived stress was calculated and then dichotomised as 
either “None/minimal” (score ≤1) or “Moderate/high” (score 
>1 and ≤4; Harris et al., 2013).

Psychological distress
Psychological distress was measured among women born 1989 
to 1995 using the Kessler Psychological Distress Scale (K10; 
Kessler et al., 2002). Women were asked 10 questions about 
their psychological distress over the last four weeks such as 

“How often did you feel depressed?” and “How often did you 
feel tired for no good reason?” Responses were recorded on a 
five-point scale from “None of the time” to “All of the time”. 
These responses were summed to generate an overall score 
between 10 and 50. Total scores were then dichotomised as 

“Low/moderate” (score <22) or “High/very high” (score ≥22; 
Australian Bureau of Statistics, 2012). Psychological distress 
was not measured longitudinally among women born 1973 
to 1978 and 1946 to 1951.

Satisfaction with general practitioner services
Data about general practitioner services and satisfaction 
(Fitzgerald, 2022) was analysed for women born 1973 to 1978. 
Women were asked five questions about their satisfaction 
with general practitioner services, including items such as 

“The doctor’s explanation of your problem and treatment” and 
“The doctor’s interest in how you felt about having the tests, 
treatment or the advice given”. Responses were recorded on 
a five-point scale from “Poor” to “Excellent”. The average 
score was calculated for women who answered at least three 
of the five items and this value was subtracted from six to 
give the final score. Higher scores indicate higher satisfaction. 



RESEARCH REPORT  |  AUGUST 2022

30 A life course approach to determining the prevalence and impact of sexual violence in Australia:  
Findings from the Australian Longitudinal Study on Women’s Health

of the time” to “All of the time”. Responses to these items 
were used to calculate subscale scores for tangible or physical 
assistance, affection and social interaction, and emotional 
support and guidance.

Improvement in mental health
In Chapter 7, we examined the association between use of 
mental health services and reported improvements in mental 
health. An improvement in mental health over time was 
defined according to the recommendation for a minimal 
important difference of half a standard deviation (Norman 
et al., 2003). Using our data, half a standard deviation 
corresponded to four units on the K10 scale (1989 to 1995 
cohort) and 10 units on the SF-36 MHI-5 scale (1973 to 1978 
and 1946 to 1951 cohorts).

Mental health consultations
Participants were asked “Have you consulted the following 
services for your own health in the last 12 months?”, which 
included an item for “A counsellor or other mental health 
worker”. There were some slight variations in the wording 
of this question between surveys.

Analysis strategy
Descriptive statistics (counts or percentages) were presented, 
often using figures to illustrate groups. The Poisson 
approximation to log-binomial regression models was 
used in Chapters 2, 3, 4, 5 and 7 to estimate risk ratios 
with corresponding 95 per cent confidence intervals (Zou, 
2004). The models were constructed using the outcome and 
exposure of interest for each model and a set of pre-specified 
sociodemographic covariates.

Each model (unless otherwise stated) was controlled for 
whether the participant was from a CALD background, age (as 
a continuous variable), area of residence, highest qualification, 
relationship status, ability to manage on available income (as 
a surrogate measure of socioeconomic status) and the effect 
of time (time in years since first survey for each cohort, as 
a continuous variable).

The longitudinal models presented in Chapter 6 were 
generalised linear models with a gamma distribution and 
a logarithmic link function that accounted for correlated 
observations within the same individual by treating participant 
ID as a random effect. The effect estimates presented in the 
same chapter were not adjusted for any covariates.

All analyses were conducted in Stata 15. Confidence intervals 
were established using standard methods provided by 
modelling procedures in Stata.
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Results

Please note that causation should not be inferred for 
associations found in the results presented below.

Chapter 1:  
Prevalence of sexual violence

Lifetime sexual violence
More than half (51%) of women born in 1989 to 1995 indicated 
that they had experienced sexual violence in their lifetime 
by the time they were aged 24 to 30.

One third (34%) of women born in 1973 to 1978 reported 
that they had experienced sexual violence in their lifetime 
by the time they were aged 40 to 45.

One quarter (26%) of women born in 1946 to 1951 reported 
that they had experienced sexual violence in their lifetime 
by the time they were aged 68 to 73.

Sexual violence during childhood
Across the three cohorts, 13 per cent of women reported 
experiencing sexual violence during childhood perpetrated 
by an adult or person at least five years older: 
•	 One in eight (12%) women reported being touched or 

fondled in a sexual way.
•	 Six per cent reported touching someone else’s body in 

a sexual way.
•	 Four per cent reported that someone attempted to have 

intercourse with them as a child. 
•	 Three per cent reported that someone had intercourse 

with them as a child.

One in eight (12%) women born in 1989 to 1995 reported 
sexual violence during their childhood. Approximately 15 
per cent of women born in 1973 to 1978 reported sexual 
violence during childhood. One in seven (14%) women born 
in 1946 to 1951 indicated that they had experienced childhood 
sexual violence. Results for particular acts of childhood 
sexual violence by cohort are summarised in Table 4. The 
most common form of childhood sexual violence across all 
cohorts was being touched or fondled in a sexual way, with 
oral, anal or vaginal intercourse being the least common.

Sexual violence by a partner
1989 to 1995 cohort
When aged 18 to 24 years in 2013, 15 per cent of women 
reported that they had experienced sexual violence by a 
partner (Figure 2). Six years later, in 2019, this had increased 
to 33 per cent of women who were then aged 24 to 30. 

1973 to 1978 cohort 
The lifetime prevalence of sexual violence by a partner among 
women born in 1973 to 1978 increased from 1 per cent when 
women were aged 28 to 33 in 2006 to 14 per cent when aged 
40 to 45 in 2018 (Figure 3).

Sexual violence during adulthood4

1989 to 1995 cohort
Approximately one in five women (18%) aged 18 to 24 in 
2013 had experienced sexual violence in adulthood (Figure 
4). This prevalence increased over time to 39 per cent in 2019 
when women were aged 24 to 30.

4	 Women did not need to have completed all surveys to be included 
in these analyses. An experience of sexual violence was considered 
enduring, so those women who indicated that they had experienced 
sexual violence in adulthood in one survey were included as having 
experienced sexual violence in following surveys.

1973 to 1978 cohort
The prevalence of sexual violence experienced during 
adulthood among women born in 1973 to 1978 increased 
over time from 2 per cent when aged 18 to 23 in 1996 to 18 
per cent when aged 40 to 45 in 2018 (Figure 5).

1946 to 1951 cohort
The prevalence of sexual violence experienced during 
adulthood among women born in 1946 to 1951 increased 
over time from 1 per cent when aged 45 to 50 in 1996 to 12 
per cent when aged 68 to 73 in 2019 (Figure 6).

Recent sexual violence
Recent sexual violence is defined as sexual violence that 
occurred in the 12 months prior to the survey. 
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Figure 1: Prevalence of any sexual violence (including sexual violence during childhood) over timeFigure 1: Prevalence of any sexual violence (including sexual violence during childhood) over time
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Table 4: Sexual violence during childhood among Australian women born in 1989 to 1995 (N=10,816), 1973 to 1978 (N=7,186) and 1946 to 1951 (N=8,622)

Women born 1989 to 1995 Women born 1973 to 1978 Women born 1946 to 1951

Childhood sexual violence N % (95% CI) N % (95% CI) N % (95% CI)

Any childhood sexual violence 1,312 12.1 (11.5, 12.7) 1,070 14.9 (14.1, 15.7) 1,206 14.0 (13.3, 14.7)

Did an adult or person at least 5 years older ever touch or 
fondle you in a sexual way?

1,182 10.9 (10.3, 11.5) 993 13.8 (13.0, 14.6) 1,098 12.7 (12.0, 13.4)

Did an adult or person at least 5 years older ever have you 
touch their body in a sexual way?

626 5.8 (5.3, 6.2) 505 7.0 (6.4, 7.6) 435 5.1 (4.6, 5.5)

Did an adult or person at least 5 years older attempt oral, 
anal or vaginal intercourse with you?

499 4.6 (4.2, 5.0) 330 4.6 (4.1, 5.1) 340 3.9 (3.5, 4.4)

Did an adult or person at least 5 years older actually have 
oral, anal or vaginal intercourse with you?

439 4.1 (3.7, 4.4) 244 3.4 (3.0, 3.8) 233 2.7 (2.4, 3.0)

Figure 2: Lifetime prevalence of sexual violence by a partner among Australian women 
born in 1989 to 1995Figure 2: Lifetime prevalence of sexual violence by a partner among Australian women born in 1989 to 1995
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Figure 4: Prevalence of sexual violence experienced during adulthood among women born in 1989 to 1995Figure 4: Prevalence of sexual violence experienced during adulthood among women born in 1989 to 1995

Figure 5: Prevalence of sexual violence experienced during adulthood among women born in 1973 to 1978

Figure 6: Prevalence of sexual violence experienced during adulthood among women born in 1946 to 1951
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Figure 5: Prevalence of sexual violence experienced during adulthood among women born in 1973 to 1978
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1989 to 1995 cohort
The prevalence of recent sexual violence among women born 
in 1989 to 1995 varied from 4 per cent to 6 per cent over the 
study period (Figure 7).

1946 to 1951 cohort
The prevalence of recent sexual violence among women born 
in 1946 to 1951 was reasonably consistent, with less than 2 
per cent of women in this cohort reporting recent sexual 
violence over the study period (Figure 9).

1973 to 1978 cohort
The prevalence of recent sexual violence among women born 
in 1973 to 1978 varied slightly over time, from 4 per cent 
when aged 18 to 23 in 1996 to 1 per cent when aged 22 to 27 
in 2000, remaining relatively constant thereafter (Figure 8).

Priority populations
Sexual identification
Three in four (76%) women aged 24 to 30 who identified as 
bisexual reported that they had experienced sexual violence 
in their lifetime (Table 5). Around one in two women aged 
24 to 30 who identified as mainly or exclusively heterosexual 
(48%) and those who identified as mainly or exclusively 
lesbian (55%) reported that they had experienced sexual 
violence in their lifetime.

Three in five (60%) women aged 40 to 45 who identified as 
bisexual reported that they had experienced sexual violence in 
their lifetime, however caution should be used in interpreting 
this result due to the low frequency of women who identified 
as bisexual in this age group. One in three (34%) women aged 
40 to 45 who identified as mainly or exclusively heterosexual 
and two in five (42%) of those who identified as mainly or 
exclusively lesbian reported that they had experienced sexual 
violence in their lifetime.

One in four (26%) women aged 68 to 73 who identified as 
mainly or exclusively heterosexual and one in two (49%) of 
those who identified as mainly or exclusively lesbian reported 
that they had experienced sexual violence in their lifetime. 
Very few women in this age group identified as bisexual.

Cultural and linguistic diversity
There were few differences in the prevalence of sexual violence 
between women from CALD backgrounds and those who 
were not from CALD backgrounds (Table 5).5 

Disability or illness
Three in four (73%) women aged 24 to 30 with disability or 
illness reported that they had experienced sexual violence, 
compared to one in two (51%) women without disability or 
illness (Table 5). Among women aged 40 to 45, 55 per cent 
of women with disability or illness reported that they had 
experienced sexual violence compared to 34 per cent of 
women without disability or illness. Among women aged 68 
to 73, 34 per cent of those with disability or illness reported 
that they had experienced sexual violence compared to 26 
per cent of women without disability or illness.

Area of residence
There were few differences in the prevalence of sexual violence 
by area of residence (major cities, inner regional areas and 
outer regional, remote or very remote areas; Table 5). 

5 Note that the ALSWH is under-representative of women from CALD 
backgrounds.
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Figure 7: Prevalence of recent sexual violence among women born in 1989 to 1995Figure 7: Prevalence of recent sexual violence among women born in 1989 to 1995

Figure 8: Prevalence of recent sexual violence among women born in 1973 to 1978

Figure 9: Prevalence of recent sexual violence among women born in 1946 to 1951
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Note: Consistently measured recent sexual violence data were not available in 2015 and 2016 (Surveys 3 and 4).

Figure 8: Prevalence of recent sexual violence among women born in 1973 to 1978

Figure 7: Prevalence of recent sexual violence among women born in 1989 to 1995

Figure 8: Prevalence of recent sexual violence among women born in 1973 to 1978

Figure 9: Prevalence of recent sexual violence among women born in 1946 to 1951
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Figure 9: Prevalence of recent sexual violence among women born in 1946 to 1951

Figure 7: Prevalence of recent sexual violence among women born in 1989 to 1995

Figure 8: Prevalence of recent sexual violence among women born in 1973 to 1978

Figure 9: Prevalence of recent sexual violence among women born in 1946 to 1951
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Table 5: Prevalence of any sexual violence among Australian women aged 24 to 30, 40 to 45 and 68 to 73 at most recent survey, by priority populations

Women born 1989 to 1995 
Aged 24 to 30 in 2019

Women born 1973 to 1978 
Aged 40 to 45 in 2018

Women born 1946 to 1951 
Aged 68 to 73 in 2019

Na Countb % (95% CI) N Count % (95% CI) N Count % (95% CI)

Sexual identification

Exclusively/mainly heterosexual 6,264 3,019 48.2 (46.4, 50.0) 6,689 2,265 33.9 (31.9, 35.8) 7,028 1,856 26.4 (24.4, 28.4)

Bisexual 714 544 76.2 (72.6, 79.8) 53 32 60.4 (43.4, 77.3) 9 5 55.6 (12.0, 99.1)

Exclusively/mainly lesbian 158 87 55.1 (44.6, 65.5) 102 43 42.2 (27.4, 56.9) 83 41 49.4 (34.1, 64.7)

Cultural and linguistic diversity

Culturally and linguistically diverse 355 173 48.7 (41.3, 56.2) 518 153 29.5 (22.3, 36.8) 675 152 22.5 (15.9, 29.2)

Not culturally and linguistically diverse 7,975 4,116 51.6 (50.1, 53.1) 6,590 2,263 34.3 (32.4, 36.3) 7,264 1,938 26.7 (24.7, 28.6)

Disability or illness status

Disability or illness 216 157 72.7 (65.7, 79.7) 162 89 54.9 (44.6, 65.3) 338 114 33.7 (25.0, 42.4)

No disability or illness 8,081 4,117 50.9 (49.4, 52.5) 6,661 2,245 33.7 (31.7, 35.7) 7,556 1,964 26.0 (24.1, 27.9)

Area of residence

Major cities 6,033 3,079 51.0 (49.3, 52.8) 3,877 1,271 32.8 (30.2, 35.4) 3,118 791 25.4 (22.3, 28.4)

Inner regional 1,362 710 52.1 (48.5, 55.8) 1,870 684 36.6 (33.0, 40.2) 3,254 880 27.0 (24.1, 30.0)

Outer regional, remote or very remote 645 362 56.1 (51.0, 61.2) 971 344 35.4 (30.4, 40.5) 1,549 409 26.4 (22.1, 30.7)

Notes: a N = number of women in total sample (i.e. denominator). 
b Count = number of women reporting sexual violence (i.e. numerator).



Prevalence of sexual violence
FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

Reported having experienced 
sexual violence in their lifetime

of women born 
1989 to 1995

(aged 24 to 30 in 2019)

51%

of women born 
1973 to 1978

(aged 40 to 45 in 2018)

34%

of women born 
1946 to 1951

(aged 68 to 73 in 2019)

26% 12%

of women born 
1989 to 1995

(aged 24 to 30 in 2019)

15%

of women born 
1973 to 1978

(aged 40 to 45 in 2018)

14%

of women born 
1946 to 1951

(aged 68 to 73 in 2019)

Reported having experienced 
sexual violence in childhood

33% 14%

of women born 
1989 to 1995

(aged 24 to 30 in 2019)

of women born 
1973 to 1978

(aged 40 to 45 in 2018)

Reported having experienced 
sexual violence by a partner

Prevalence of sexual violence: Priority populations
FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

Women who identifi ed as bisexual or exclusively/mainly lesbian were more likely to have 
reported sexual violence than those who identifi ed as exclusively/mainly heterosexual

Women born 1989 to 1995
(aged 24 to 30 in 2019)

48% 55% 76%

of women who 
identifi ed as 

exclusively/mainly 
heterosexual

of women who 
identifi ed as 

exclusively/mainly
lesbian

of women who 
identifi ed as
bisexual

34% 42% 60%

of women who 
identifi ed as 

exclusively/mainly 
heterosexual

of women who 
identifi ed as 

exclusively/mainly
lesbian

of women who 
identifi ed as
bisexual

Women born 1973 to 1978
(aged 40 to 45 in 2018)

of women who identifi ed 
as exclusively/mainly 

heterosexual

of women who identifi ed as 
exclusively/mainly

lesbian

Women born 1946 to 1951
(aged 68 to 73 in 2019)

26% 49%

Women who had disability or illness were more likely to have reported experiencing sexual violence 
than those who did not have disability or illness

Women born 1989 to 1995
(aged 24 to 30 in 2019)

Women born 1973 to 1978
(aged 40 to 45 in 2018)

Women born 1946 to 1951
(aged 68 to 73 in 2019)

of women not living with 
disability or illness

of women living with 
disability or illness

of women not living with 
disability or illness

of women living with 
disability or illness

of women not living with 
disability or illness

of women living with 
disability or illness

There were very few differences in 
the prevalence of sexual violence 
between women who lived in:

Major cities Inner regional areas Outer regional/remote/
very remote areas

26% 34%34% 55%51% 73%
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Among women born in 1989 to 1995 and 1973 to 1978, 
experiences of recent violence mainly included domestic 
violence and physical violence. Sexual violence was less 
common. Among women aged 24 to 30 in 2019 who 
experienced recent violence, 70 per cent experienced recent 
domestic violence, 63 per cent experienced recent physical 
violence and 21 per cent experienced recent sexual violence. 
Among women aged 40 to 45 in 2018 who experienced recent 
violence, 85 per cent experienced recent domestic violence, 
46 per cent experienced recent physical violence and 9 per 
cent experienced recent sexual violence.

Sexual violence during childhood as a risk 
factor for further sexual violence
Women who had experienced sexual violence during childhood 
were twice as likely to report recent sexual violence compared 
to women who had not experienced sexual violence during 
childhood, after adjusting for confounding variables (Figure 11).

Almost a quarter (23%) of women aged 24 to 30 in 2019 who 
had experienced sexual violence during childhood had also 
experienced recent violence (sexual, domestic or physical). In 
comparison, 15 per cent of women who had not experienced 
sexual violence during childhood had experienced recent 
violence. Among women aged 40 to 45 in 2018, almost one 
in five (19%) who had experienced sexual violence during 
childhood had also experienced recent violence (sexual, 
domestic or physical), compared to 13 per cent of women 
who had not experienced sexual violence during childhood. 

Figure 10: Effect estimates of sexual violence during childhood on risk of recent violence (sexual, domestic or physical)
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Figure 10: Effect estimates of sexual violence during childhood on risk of recent violence (sexual, domestic or physical)

Figure 11: Effect estimates of sexual violence during childhood on risk of recent sexual violence in adulthood
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Note: Longitudinal models in Figure 10 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Data from women born 1946 to 1951 were not analysed due to low frequencies.

Chapter 2: Sexual violence  
during childhood as a risk factor  
for further violence

Sexual violence during childhood as a risk 
factor for further violence 
Women born in 1989 to 1995 and 1973 to 1978 were 
approximately 50 per cent more likely to have experienced 
recent violence if they had experienced sexual violence during 
childhood, compared to women who had not experienced 
sexual violence during childhood, after adjusting for 
confounding variables (Figure 10).

Figure 11: Effect estimates of sexual violence during childhood on risk of recent sexual violence in adulthood
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Figure 11: Effect estimates of sexual violence during childhood on risk of recent sexual violence in adulthood
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Note: Longitudinal models in Figure 11 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Data from women born 1946 to 1951 were not able to be analysed due to insufficient cell sizes.



RESEARCH REPORT  |  AUGUST 2022

40 A life course approach to determining the prevalence and impact of sexual violence in Australia:  
Findings from the Australian Longitudinal Study on Women’s Health

Among women aged 24 to 30 in 2019, 16 per cent who had 
experienced sexual violence during childhood reported 
recent domestic violence, compared to 10 per cent of women 
who had not experienced sexual violence during childhood. 
Women aged 24 to 30 who reported recent domestic violence 

Among women aged 24 to 30 in 2019, 6 per cent who had 
experienced sexual violence during childhood reported recent 
sexual violence compared to 3 per cent of women who had 
not experienced sexual violence during childhood.

Similarly, among women aged 40 to 45 in 2018, 2 per cent who 
had experienced sexual violence during childhood reported 
recent sexual violence compared to 1 per cent of women 
who had not experienced sexual violence during childhood.

Sexual violence during childhood as a risk 
factor for recent domestic violence
Women who had experienced sexual violence during childhood 
were 33 to 59 per cent more likely to report recent domestic 
violence than women who had not experienced sexual 
violence during childhood, after controlling for confounding 
variables (Figure 12).

Figure 12: Effect estimates of sexual violence during childhood on risk of recent domestic violence

Figure 12: E�ect estimates of sexual violence during childhood on risk of recent domestic violence
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Figure 13: E�ect estimates of sexual violence during childhood on risk of recent physical violence
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Note: Longitudinal models in Figure 12 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Data from women born 1946 to 1951 were not able to be analysed as recent domestic violence was not measured in this 
cohort.

Figure 13: Effect estimates of sexual violence during childhood on risk of recent physical violence

Figure 12: E�ect estimates of sexual violence during childhood on risk of recent domestic violence
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Figure 13: E�ect estimates of sexual violence during childhood on risk of recent physical violence
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Note: Longitudinal models in Figure 13 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Data from women born 1946 to 1951 were not able to be analysed as recent physical violence by a partner was not measured 
and recent physical violence by an unspecified person had very low frequencies.

were most likely to have reported emotional abuse (79%), 
followed by physical violence (44%), harassment (31%) and 
sexual violence (18%).

Similarly, 15 per cent of women aged 40 to 45 in 2018 who 
had experienced sexual violence during childhood reported 
recent domestic violence, compared to 11 per cent of those 
who had not experienced sexual violence during childhood. 

Women aged 40 to 45 who reported recent domestic violence 
were most likely to have reported emotional abuse (91%), 
followed by physical violence (31%), harassment (25%) and 
sexual violence (6%).

Sexual violence during childhood as a risk 
factor for recent physical violence
Women born in 1989 to 1995 and 1973 to 1978 were 
approximately 60 per cent more likely to have reported 
recent physical violence if they had experienced sexual 
violence during childhood compared to women who had 
not experienced sexual violence during childhood, after 
adjusting for confounding variables (Figure 13).
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Approximately 16 per cent of women aged 24 to 30 in 2019 
who experienced sexual violence during childhood reported 
recent physical violence, compared to 9 per cent of women 
who had not experienced sexual violence during childhood. 
Among women aged 40 to 45 in 2018, 10 per cent of women 
who experienced sexual violence during childhood reported 
recent physical violence compared to 5 per cent of women 
who had not experienced sexual violence during childhood.

Chapter 3: Lifetime sexual violence 
and economic factors

Association between sexual violence and 
education
Women born in 1989 to 1995 and 1973 to 1978 were 46 to 63 
per cent more likely to have not completed Year 12 if they had 
ever experienced sexual violence compared to those who had 
not experienced sexual violence (Figure 14). Women born in 
1989 to 1995 were also 34 per cent less likely to have attained 
a qualification beyond Year 12 if they had ever experienced 
sexual violence compared to those who had not experienced 
sexual violence. However, women born in 1946 to 1951 who 
had experienced sexual violence were 33 per cent more likely 
to have attained a qualification beyond Year 12 than those 
who had not experienced sexual violence.

Among women aged 24 to 30 in 2019 to 2020, 3 per cent 
had not completed Year 12, 9 per cent had completed Year 
12 only and 84 per cent had attained qualifications beyond 
Year 12. Similarly, among women aged 40 to 45 in 2018, 6 per 
cent had not completed Year 12, 8 per cent had completed 
Year 12 only and 81 per cent had attained qualifications 
beyond Year 12. In contrast, among women aged 68 to 73 
in 2019, 32 per cent had not completed Year 12, 17 per cent 
had completed Year 12 only and 45 per cent had attained 
qualifications beyond Year 12.

Association between sexual violence and full-
time employment
Women born 1989 to 1995 were 7 per cent less likely to be in 
full-time employment if they had experienced sexual violence, 
compared to those who had not experienced sexual violence 
(Figure 15). Conversely, women born 1946 to 1951 were 8 per 
cent more likely to be in full-time employment if they had 
experienced sexual violence compared to women who had 
not experienced sexual violence. There was no evidence for 
an effect among women born 1973 to 1978.

Figure 14: Effect estimates of any sexual violence on education
Figure 14: E�ect estimates of any sexual violence on education
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Figure 15: E�ect estimates of any sexual violence on full-time employment
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Figure 16: Prevalence of full-time employment among women born in 1989 to 1995, according to 
whether sexual violence had been experienced
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Note: Reference category is “Completed Year 12 only”. Cross-sectional models in Figure 14 were unadjusted. Caution must be used when interpreting 
effect estimates due to lack of information on when sexual violence occurred and when the decision not to attain higher qualifications occurred. These 
effects are complex and causation should not be inferred.



Sexual violence in childhood 
as a risk factor for other violence

FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

* Risk ratios varied for women born 1989 to 1995, 1973 to 1978, and 1946 to 1951.

compared to those who had not experienced sexual violence during childhood

Women born 1989 to 1995 (aged 24 to 30 in 2019) 
and 1973 to 1978 (aged 40 to 45 in 2018) who had 
experienced sexual violence during 
childhood were

~50% more likely
to have reported 
recent violence*

Women who had experienced sexual violence during childhood were

2x as likely
to have reported 
recent sexual violence*

33 to 59% more likely
to have reported 
recent domestic violence*

compared to those who had not experienced sexual violence during childhood

Women born 1989 to 1995 (aged 24 to 30 in 2019) and 1973 to 1978 (aged 40 to 45 in 2018) who had 
experienced sexual violence during childhood were

compared to those who had not experienced sexual violence during childhood

~60% more likely
to have reported 

recent physical violence*
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Figure 15: Effect estimates of any sexual violence on full-time employment

Figure 14: E�ect estimates of any sexual violence on education

1.63

Born 1989 to 1995

Less than Year 12

More than Year 12
0.66

Less than Year 12

More than Year 12

Born 1973 to 1978

1.46

1.11

0.50 1.00 1.50 2.00

Less than Year 12

More than Year 12

Risk ratio (95% CI)

2.50 3.00

Born 1946 to 1951 
0.93

1.33

Figure 15: E�ect estimates of any sexual violence on full-time employment

0.50 1.00 1.50

Born 1989 to 1995

Born 1973 to 1978

Risk ratio (95% CI)

0.93

Born 1946 to 1951

1.02

1.08

Figure 16: Prevalence of full-time employment among women born in 1989 to 1995, according to 
whether sexual violence had been experienced
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Note: Longitudinal models in Figure 15 were controlled for CALD status, age, highest qualification, area of residence and relationship status.

Overall, the prevalence of full-time employment increased 
over time among women born in 1989 to 1995 (Figure 16). 
Women who had experienced sexual violence had lower 
prevalence of full-time employment than those who had not 
experienced sexual violence and this discrepancy increased 
over time.

Figure 16: Prevalence of full-time employment among women born in 1989 to 1995, according to whether sexual violence 
had been experienced
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Figure 16: Prevalence of full-time employment among women born in 1989 to 1995, according to 
whether sexual violence had been experienced
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Note: Employment was not measured among women born 1989 to 1995 in 2013.

Overall, the prevalence of full-time employment among 
women born in 1946 to 1951 decreased after 2004, when 
the women were aged 53 to 58 (Figure 18). Women who had 
experienced sexual violence had slightly higher prevalence of 
full-time employment than those who had not experienced 
sexual violence.

The prevalence of full-time employment among women born 
in 1973 to 1978 gradually decreased from age 22 to 27 until 
age 34 to 39 and then increased again as women entered their 
40s (Figure 17). The full-time employment trend was similar 
for women who had and had not experienced sexual violence.

Association between sexual violence and 
financial stress
Women born in 1989 to 1995, 1973 to 1978 and 1946 to 1951 
who had experienced sexual violence were approximately 40 
per cent more likely to report high financial stress compared 
to those who had not experienced sexual violence (Figure 19).

There was a gradual decrease over time in the prevalence 
of high financial stress among women born 1989 to 1995 
(Figure 20), 1973 to 1978 (Figure 21) and 1946 to 1951 (Figure 
22). Among all three cohorts of women, high financial 
stress was more prevalent over time among women who 
had experienced sexual violence than those who had not 
experienced sexual violence.
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Figure 19: Effect estimates of any sexual violence on high financial stress

Figure 17: Prevalence of full-time employment among women born in 1973 to 1978, according to 
whether they experienced sexual violence
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Figure 18: Prevalence of full-time employment among women born in 1946 to 1951, according to whether sexual violence had been experi-
enced

Figure 19: Effect estimates of any sexual violence on high financial stress
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Note: Longitudinal models in Figure 19 were controlled for CALD status, age, highest qualification, area of residence and relationship status.

Figure 18: Prevalence of full-time employment among women born in 1946 to 1951, according to whether sexual violence 
had been experienced

Figure 17: Prevalence of full-time employment among women born in 1973 to 1978, according to 
whether they experienced sexual violence
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Figure 19: Effect estimates of any sexual violence on high financial stress
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Note: Employment was not measured among women born 1946 to 1951 in 1996.

Figure 17: Prevalence of full-time employment among women born in 1973 to 1978, according to whether they 
experienced sexual violence

Figure 17: Prevalence of full-time employment among women born in 1973 to 1978, according to 
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Figure 19: Effect estimates of any sexual violence on high financial stress
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Note: Employment was not measured among women born 1973 to 1978 in 1996.
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Figure 20: Prevalence of high financial stress among women born in 1989 to 1995, according to whether sexual violence 
had been experienced
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Figure 21: Prevalence of high �nancial stress among women born in 1973 to 1978, according to 
whether sexual violence had been experienced

Figure 22: Prevalence of high �nancial stress among women born in 1946 to 1951, according to 
whether sexual violence had been experienced
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Note: Financial stress was not measured among women born 1989 to 1995 in 2013.
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Figure 22: Prevalence of high financial stress among women born in 1946 to 1951, according to whether sexual violence 
had been experienced
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Figure 22: Prevalence of high �nancial stress among women born in 1946 to 1951, according to 
whether sexual violence had been experienced
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Lifetime sexual violence 
and economic factors

FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

* Risk ratios varied for women born 1989 to 1995, 1973 to 1978, and 1946 to 1951.

to have not completed year 12 than those who had not experienced sexual violence

Women who had experienced sexual violence were 
more likely to have not completed year 12 

than those who had not experienced sexual violence

Women born 1989 to 1995 
(aged 24 to 30 in 2019) who had 
experienced sexual violence 

were 63% more likely

Women born 1973 to 1978 
(aged 40 to 45 in 2018) 
who had experienced sexual violence 

were 46% more likely
Women who had experienced sexual violence were 

more likely to have not completed year 12 
than those who had not experienced sexual violence

Experiences of sexual violence were associated with obtaining education beyond year 12, 
however, this relationship differed by age group:

Women born 1989 to 1995 
(aged 24 to 30 in 2019) who had 

experienced sexual violence 

were 34% less likely

to have obtained a qualifi cation beyond Year 12 than those who had not experienced sexual violence

Women born 1946 to 1951 
(aged 68 to 73 in 2019) who
had experienced sexual violence 

were 33% more likely

Across all cohorts, women who had 
experienced sexual violence were 

30 to 45% more likely 
to report high fi nancial stress* 
compared to those who had not 
experienced sexual violence
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Chapter 4: Sexual violence and  
health behaviours

Sexual violence and smoking
The prevalence of current smokers among women aged 24 
to 30, 40 to 45 and 68 to 73 was 13 per cent, 10 per cent and 
4 per cent respectively. Women born in 1989 to 1995 and 
1973 to 1978 who had experienced sexual violence were 60 
per cent and 26 per cent more likely to be current smokers, 
respectively, compared to women who had not experienced 
sexual violence (Figure 23). There was little evidence of an 
association between sexual violence and current smoking 
among women born 1946 to 1951.

Sexual violence and alcohol consumption
The prevalence of high-risk alcohol consumption among 
women aged 24 to 30, 40 to 45 and 68 to 73 was 3 per cent, 7 
per cent and 4 per cent, respectively. Women were 16 to 73 per 
cent more likely to engage in high-risk alcohol consumption 
if they had experienced sexual violence compared to women 
who had not experienced sexual violence (Figure 24).

Sexual violence and illicit drug use
The prevalence of illicit drug use in the last 12 months among 
women aged 24 to 30 and 40 to 45 was 34 per cent and 8 per 
cent, respectively. Women born 1989 to 1995 and 1973 to 1978 
who had experienced sexual violence were approximately 30 
per cent more likely to have recently used illicit drugs than 
women who had not experienced sexual violence (Figure 25).

Sexual violence and physical activity
The prevalence of high levels of physical activity among 
women aged 24 to 30, 40 to 45 and 68 to 73 was 64 per cent, 
50 per cent and 55 per cent, respectively. Women born in 
1989 to 1995 and 1973 to 1978 were approximately 3 per cent 
less likely to report high levels of physical activity if they 
had experienced sexual violence compared to women who 
had not experienced sexual violence (Figure 26). There was 
no evidence of an association between experiencing sexual 
violence and physical activity among women born 1946 to 1951.

Sexual violence and obesity
In each cohort, around one in four women were obese (BMI 
≥30 kg/m2), with 21 per cent of women aged 24 to 30, 29 per 
cent of women aged 40 to 45 and 25 per cent of women aged 
68 to 73 classified as obese. Women born 1989 to 1995 and 
1973 to 1978 were approximately 15 per cent more likely to 
be obese if they had experienced sexual violence compared 
to those who had not experienced sexual violence (Figure 27).

Sexual violence and health screening 
Cervical cancer screening
Women aged 40 to 45 were the most likely to have had 
cervical screening in the previous two years (68%), followed 
by women aged 24 to 30 (57%) and those aged 68 to 73 (43%). 

Women born in 1989 to 1995 who had experienced sexual 
violence were slightly more likely to have had a cervical 
cancer screening test in the last two years than those who 
had not experienced sexual violence (Figure 28). Conversely, 
women born 1946 to 1951 were slightly less likely to have had 
cervical cancer screening in the previous two years if they 
had experienced sexual violence compared to those who had 
not experienced sexual violence. There was no evidence of 
an effect among women born 1973 to 1978.

Breast cancer screening
Four in five (80%) women aged 68 to 73 reported having had 
a mammogram in the previous two years. Women born 1946 
to 1951 were slightly less likely to have had a mammogram 
in the last two years if they had experienced sexual violence 
compared to women who had not experienced sexual violence 
(risk ratio=0.98, 95% CI=0.96, 1.00). 
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Figure 24: Effect estimates for association between sexual violence and high-risk alcohol consumption
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Figure 23: E�ect estimates for association between sexual violence and current smoking
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Figure 25: E�ect estimates for association between sexual violence and recent illicit drug use
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Figure 26: E�ect estimates for association between sexual violence and high levels of physical 
activity

Note: Longitudinal models in Figure 24 were controlled for CALD status, age, highest qualification, area of residence, relationship status and the ability to 
manage on available income. 
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Note: Longitudinal models in Figure 25 were controlled for CALD status, age, highest qualification, area of residence, relationship status and the ability to 
manage on available income. 
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Figure 27: Effect estimates of the association between experiencing sexual violence and obesity Figure 27: E�ect estimates of the association between experiencing sexual violence and obesity 
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Figure 28: E�ect estimates of the association between experiencing sexual violence and adher-
ence to cervical cancer screening guidelines
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Note: Longitudinal models in Figure 27 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
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Note: Longitudinal models in Figure 26 were controlled for CALD status, age, highest qualification, area of residence, relationship status and the ability to 
manage on available income.

Figure 28: Effect estimates of the association between experiencing sexual violence and adherence to cervical cancer 
screening guidelines

Figure 27: E�ect estimates of the association between experiencing sexual violence and obesity 

0.50 1.00 2.00

Born 1989 to 1995

Born 1973 to 1978

1.06
Born 1946 to 1951

1.50

1.15

1.13

Risk ratio (95% CI)

Figure 28: E�ect estimates of the association between experiencing sexual violence and adher-
ence to cervical cancer screening guidelines

0.50 1.00

Born 1989 to 1995

Born 1973 to 1978

0.95Born 1946 to 1951

1.50

1.06

0.99

Risk ratio (95% CI)

Note: Longitudinal models in Figure 28 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Similar results were obtained when women who reported having had a hysterectomy were excluded from the cervical cancer 
screening models.



Sexual violence 
and health behaviours

FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

* Risk ratios varied for women born 1989 to 1995, 1973 to 1978, and 1946 to 1951.

compared to those who had not experienced sexual violence

Women born 1989 to 1995 (aged 24 to 30 in 2019) and 1973 to 1978 (aged 40 to 45 in 2018)
who had experienced sexual violence were

Women born 1989 to 1995 (aged 24 to 30 in 2019), 1973 to 1978 
(aged 40 to 45 in 2018), and 1946 to 1951 (aged 68 to 73 in 2019) 

who had experienced sexual violence were 

16 to 73% more likely 
to engage in high-risk alcohol consumption* 
compared to those who had not experienced sexual violence

26 to 60% 
more likely
to be current smokers

~30% 
more likely
to have recently used 
illicit drugs*

~3% less likely
to report high levels 
of physical activity*

~15% 
more likely
to be obese 
(BMI≥30 kg/m2)*
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Chapter 5: Sexual violence and health

Sexual violence and general health
Around three in 20 women across all three cohorts reported 
fair or poor health, with 15 per cent of women aged 24 to 30, 
11 per cent of women aged 40 to 45 and 15 per cent of women 
aged 68 to 73 reporting fair or poor health. Women who had 
experienced sexual violence were more likely to report fair 
or poor health compared to those who had not experienced 
sexual violence (Figure 29). Women were between 18 and 
47 per cent more likely to report fair or poor health if they 
had experienced sexual violence, compared to women who 
had not experienced sexual violence. 

Women who had experienced sexual violence were more 
likely to have two or more physical conditions, such as 
diabetes, reproductive health conditions, asthma and heart 
disease. Among women aged 24 to 30, 13 per cent who had 
experienced sexual violence reported two or more physical 
conditions, compared to 8 per cent of women who had not 
experienced sexual violence. Among women aged 40 to 45 
and 68 to 73, these values were 5 and 2 per cent and 22 and 
13 per cent, respectively. Details on the physical conditions 
measured are included in the “Methods” section.

Sexual violence and bodily pain
Around one in 10 women reported high levels of bodily pain, 
with 7 per cent of women aged 21 to 27 and 40 to 45 and 12 per 
cent of women aged 68 to 73 reporting high levels of bodily 
pain. Women were between 23 and 67 per cent more likely 
to report high levels of bodily pain if they had experienced 
sexual violence compared to those who had not experienced 
sexual violence (Figure 30).

Sexual violence and sexually transmitted 
infections
Less than 1 per cent of women aged 24 to 30, 40 to 45 and 
68 to 73, respectively, reported a recent STI. Women were 42 
to 84 per cent more likely to report a recent STI if they had 
experienced sexual violence compared to those who had not 
experienced sexual violence (Figure 31).

Sexual violence and depression
Recent diagnosis of and/or treatment for depression was more 
common in younger women than older women, with 27 per 
cent of women aged 24 to 30, 16 per cent of women aged 40 
to 45 and 10 per cent of women aged 68 to 73 reporting a 
recent diagnosis of and/or treatment for depression. Women 
were 39 to 62 per cent more likely to report a recent diagnosis 
of and/or treatment for depression if they had experienced 
sexual violence compared to those who had not experienced 
sexual violence (Figure 32).

Sexual violence and anxiety
Younger women were more likely to report a recent diagnosis 
of and/or treatment for anxiety than older women, with 31 
per cent of women aged 24 to 30, 13 per cent of women aged 
40 to 45 and 10 per cent of women aged 68 to 73 reporting a 
recent diagnosis and/or treatment. Women were approximately 
50 per cent more likely to report a recent diagnosis of and/
or treatment for anxiety if they had experienced sexual 
violence compared to those who had not experienced sexual 
violence (Figure 33). 

Sexual violence and stress
Younger women were more likely than older women to report 
high levels of stress, with 41 per cent of women aged 24 to 30, 
30 per cent of women aged 40 to 45 and 6 per cent of women 
aged 68 to 73 reporting high levels of stress. Women were 
29 to 51 per cent more likely to report high levels of stress 
if they had experienced sexual violence compared to those 
who had not experienced sexual violence (Figure 34). 

Sexual violence and psychological distress
In 2019 to 2020, 41 per cent of women aged 24 to 30 reported 
high levels of psychological distress. Women born 1989 
to 1995 who had had experienced sexual violence were 34 
per cent more likely to report high levels of psychological 
distress compared to those who had not experienced sexual 
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Figure 29: Effect estimates of the association between sexual violence and fair or poor general healthFigure 29: E�ect estimates of the association between sexual violence and fair or poor general health
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Figure 30: Effect estimates of the association between sexual violence and high levels of bodily pain
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Figure  31: Effect estimates of the association between sexual violence and a recent STI 
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Note: Longitudinal models in Figure 29 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. 

Figure 30: Effect estimates of the association between sexual violence and high levels of bodily pain
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Note: Models in Figure 30 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to manage on 
available income. 

Figure 31: Effect estimates of the association between sexual violence and a recent STI 
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Note: Longitudinal models in Figure 31 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. Due to the low frequencies of a recent STI, there is substantial uncertainty around these effect estimates.
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Figure 33: Effect estimates of the association between sexual violence and anxiety

Figure 32: E�ect estimates of the association between sexual violence and depression
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Figure 33: E�ect estimates of the association between sexual violence and anxiet
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Figure 34: E�ect estimates of the association between sexual violence and high levels of stress 
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Note: Longitudinal models in Figure 33 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. 
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Figure 33: E�ect estimates of the association between sexual violence and anxiet
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Figure 34: E�ect estimates of the association between sexual violence and high levels of stress 
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Note: Longitudinal models in Figure 32 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. 

Figure 34: Effect estimates of the association between sexual violence and high levels of stress 
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Figure 33: E�ect estimates of the association between sexual violence and anxiet
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Figure 34: E�ect estimates of the association between sexual violence and high levels of stress 

0.00 1.00 3.00

Born 1989 to 1995

Born 1973 to 1978

1.51Born 1946 to 1951

2.00

1.30

1.29

Risk ratio (95% CI)

Note: Longitudinal models in Figure 34 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income. 
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violence (95% CI=1.31, 1.38). This longitudinal model was 
controlled for CALD status, age, highest qualification, area 
of residence, relationship status and ability to manage on 
available income. Psychological distress was only measured 
among women born 1989 to 1995.

Chapter 6: Sexual violence and  
health services
Use of health services was captured through data linkage 
with the MBS and the PBS. More than 99 per cent of women 
claimed at least one service through MBS each year, with 
many women (more than 90%) having at least one non-
referred consultation, such as a consultation with a general 
practitioner or registered doctor. Similarly, many women 
claimed prescriptions each year, with over 35 per cent of 
younger women and over 70 per cent of older women claiming 
at least one government-subsidised PBS medication script 
annually.

All costs in Chapter 6 are government-subsidised costs and 
do not include out-of-pocket costs. Medicare services and 
PBS medication scripts that did not attract a government 
subsidy were excluded from analysis. All average costs 
presented in Chapter 6 are marginal predicted means from 
generalised estimating equations that account for within-
subject correlation.

Sexual violence and cost of services 
subsidised by Medicare
The predicted average annual costs for women born in 1989 
to 1995 who had experienced sexual violence were between 
$200 (2013 to 2014 financial year) and $268 (2018 to 2019 
financial year) higher than the predicted average annual costs 
for those who had not experienced sexual violence (Figure 35). 

Among women born in 1973 to 1978, the predicted average 
annual costs in the 1999 to 2000 financial year were $32 higher 
for those who had experienced sexual violence compared 
to those who had not. From 2012 onwards, the difference 
was more apparent, with predicted average annual costs for 
women who had experienced sexual violence between $82 

(2011 to 2012 financial year) and $85 (2017 to 2018 financial 
year) higher than for those who had not experienced sexual 
violence.

There were no meaningful differences in predicted average 
annual costs over time among women born in 1946 to 1951 
between those who had and had not experienced sexual 
violence.

Sexual violence and cost of non-referred 
consultations subsidised by Medicare
Across all cohorts, women who had experienced sexual violence 
had higher predicted average annual costs for consultations 
that do not require a referral (e.g. referral from a general 
practitioner, primary care or practice nurse consultation) 
than women who had not experienced sexual violence and 
this difference increased slightly over time.

The predicted average annual costs for non-referred 
consultations among women born in 1989 to 1995 were $73 
(2013 to 2014 financial year) and $88 (2018 to 2019 financial 
year) higher than the predicted average annual costs for those 
women who had not experienced sexual violence.

Among women born in 1973 to 1978, the predicted average 
annual costs for non-referred consultations in the 1999 to 
2000 financial year among women who had experienced 
sexual violence was $17 higher than for women who had not 
experienced sexual violence. By the 2017 to 2018 financial 
year, the predicted average annual cost of non-referred 
consultations was $36 higher for women who had experienced 
sexual violence compared to those who had not experienced 
sexual violence.

Among women born in 1946 to 1951, the predicted average 
annual costs for non-referred consultations in the 1997 to 1998 
financial year for women who had experienced sexual violence 
was $6 higher than for women who had not experienced sexual 
violence. By the 2018 to 2019 financial year, the predicted 
average annual cost of non-referred consultations was $26 
higher for women who had experienced sexual violence 
compared to those who had not experienced sexual violence.



Sexual violence and health
FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

* Risk ratios varied for women born 1989 to 1995, 1973 to 1978, and 1946 to 1951.
** Psychological distress was only measured in the 1989 to 1995 cohort

Compared to those who had not experienced sexual violence,
women who had experienced sexual violence were:

18 to 47% 
more likely

to report 
fair or poor health*

42 to 84% 
more likely

to report a recent 
sexually transmitted 

infection*

Compared to those who had not experienced sexual violence,
women who had experienced sexual violence were:

39 to 62% 
more likely

to report a recent diagnosis 
of and/or treatment for 

depression*

~50% 
more likely

to report a recent diagnosis 
of and/or treatment for 

anxiety*

29 to 51% 
more likely

to report 
high levels of stress*

Compared to those who had not experienced sexual violence,
women born 1989 to 1995 who had experienced sexual violence were:

34% more likely 
to report high levels of 
psychological distress** 

23 to 67% 
more likely

to report 
high levels of 
bodily pain*
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Figure 35: Predicted average annual cost of Medicare services for women born in 1989 to 1995, 1973 to 1978 and 1946 to 
1951, according to whether sexual violence had been experienced 
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Figure 35: Predicted average annual cost of Medicare services for women born in 1989 to 1995, 
1973 to 1978 and 1946 to 1951, according to whether sexual violence had been experienced 
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Figure 36: Predicted average annual cost of non-referred consultations for women born in 1989 to 1995, 1973 to 1978 and 
1946 to 1951, according to whether sexual violence had been experienced

Figure 36: Predicted average annual cost of non-referred consultations for women born in 1989 to 
1995, 1973 to 1978 and 1946 to 1951, according to whether sexual violence had been experi-
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Sexual violence and cost of mental health 
consultations subsidised by Medicare
Mental health consultations were captured using the Better 
Access initiative item numbers available through Medicare, 
which allow for consultations with general practitioners, 
psychologists and psychiatrists. Using the most recent MBS 
data available, 23 per cent of women born in 1989 to 1995, 
11 per cent of women born in 1973 to 1978 and 4 per cent of 
women born in 1946 to 1951 had at least one mental health 
consultation in the 2019 to 2020 financial year.

Women who had experienced sexual violence were more 
likely to have used at least one mental health consultation 
when compared to women who had not experienced sexual 
violence. In the 2018 to 2019 financial year, 22 per cent of 
women born in 1989 to 1995 who had experienced sexual 
violence had accessed a mental health consultation compared 
to 14 per cent of those who had not experienced sexual 
violence. Similarly, in the 2017 to 2018 financial year, 8 per 
cent of women born in 1973 to 1978 who had experienced 
sexual violence had accessed a mental health consultation 
compared to 3 per cent of those who had not experienced 
sexual violence. In the 2018 to 2019 financial year, 3 per 
cent of women born in 1946 to 1951 who had experienced 
sexual violence had accessed a mental health consultation 
compared to 1 per cent of those who had not experienced 
sexual violence. 

However, among women who had used at least one mental 
health consultation, there was no meaningful difference in 
the number of mental health consultations between women 
who had and had not experienced sexual violence. Across all 
three cohorts, there were no meaningful differences in the 
predicted average annual cost of mental health consultations 
between women who had and had not experienced sexual 
violence (Figure 37). It should be noted that these are the 
predicted average annual costs among women who had at 
least one mental health consultation.

Sexual violence and general practitioner 
satisfaction
Women born 1973 to 1978 were 11 per cent more likely to 
report poor satisfaction with general practitioner services if 

they had experienced sexual violence compared to women 
who had not reported sexual violence (95% CI=1.06, 1.16). 
This longitudinal model was controlled for CALD status, age, 
highest qualification, area of residence, relationship status 
and ability to manage on available income. Satisfaction with 
general practitioner services was not measured longitudinally 
among women born in 1989 to 1995 and 1946 to 1951.

Sexual violence and government-subsidised 
PBS medication costs
Approximately 40 per cent of women born 1989 to 1995, 35 per 
cent of women born 1973 to 1978 and 80 per cent of women 
born 1946 to 1951 had at least one government-subsidised 
PBS prescription each year. 

The predicted average annual cost of all government-subsidised 
PBS medications across all three cohorts of women was similar 
between women who had experienced sexual violence and 
those who had not (Figure 38).

Sexual violence and government-subsidised 
psychoactive PBS medication costs
The annual prevalence of filling at least one government-
subsidised psychoactive PBS medication prescription (e.g. 
antidepressants, anxiolytics) was approximately 11 per cent 
among women born in 1989 to 1995 and 10 per cent among 
women born in 1973 to 1978. Among women born in 1946 
to 1951, this prevalence increased from 23 per cent in the 
2012 to 2013 financial year to 29 per cent in the 2019 to 2020 
financial year.

The predicted average annual cost of all government-subsidised 
PBS medications across all three cohorts of women was 
similar between those women who had experienced sexual 
violence and those who had not (Figure 39). 
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Figure 37: Predicted average annual cost of mental health services (using MBS Better Access initiative items) for women 
who used at least one mental health service born in 1989 to 1995, 1973 to 1978 and 1946 to 1951, according to whether 
sexual violence had been experienced 

Figure 37: Predicted average annual cost of mental health services (using MBS Better Access initiative 
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1946 to 1951, according to whether sexual violence had been experienced 
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Figure 38: Predicted average annual cost of government-subsidised PBS medications for women born in 1989 to 1995, 
1973 to 1978 and 1946 to 1951, according to whether sexual violence had been experienced

Figure 39: Average annual cost of government-subsidised psychoactive PBS medications for women 
born in 1989 to 1995, 1973 to 1978 and 1946 to 1951, according to whether sexual violence had been 
experienced
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Figure 39: Average annual cost of government-subsidised psychoactive PBS medications for women born in 1989 to 1995, 
1973 to 1978 and 1946 to 1951, according to whether sexual violence had been experienced
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Figure 38: Predicted average annual cost of government-subsidised PBS medications for women 
born in 1989 to 1995, 1973 to 1978 and 1946 to 1951, according to whether sexual violence had 
been experienced
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Sexual violence and health services
FINDINGS FROM THE AUSTRALIAN LONGITUDINAL STUDY ON WOMEN’S HEALTH

* Government-subsidised Medicare costs.
** Satisfaction with GP services was not measured longitudinally for women born 1989 to 1995 and 1946 to 1951.

$268 higher
for women born 1989 to 1995 

(aged 24 to 30 in 2019) 
2018–2019 fi nancial year

The predicted average annual costs* for women who had 
experienced sexual violence were higher 

than the predicted average annual costs for those who had not experienced sexual violence:

$85 higher
for women born 1973 to 1978

(aged 40 to 45 in 2018)
2017–2018 fi nancial year

The predicted average annual costs for non-referred consultations were 
higher for women who had experienced sexual violence

than those who had not experienced sexual violence:

$88
higher predicted average annual 

costs for non-referred consultations
for women born 1989 to 1995 (aged 24 to 30 in 

2019) 2018–2019 fi nancial year

$36
higher predicted average annual 

costs for non-referred consultations
for women born 1973 to 1978 (aged 40 to 45 in 

2019) 2017–2018 fi nancial year

$26
higher predicted average annual 

costs for non-referred consultations
for women born 1946 to 1951 (aged 68 to 73 in

2019) 2018–2019 fi nancial year

Women born 1973 to 1978 were

11% more likely
to report poor satisfaction with GP services if 
they had experienced sexual violence compared 
to women who had not reported sexual violence
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Chapter 7: Wellbeing among  
women who have experienced  
sexual violence
In each cohort, irrespective of experiencing sexual violence, 
85 per cent of women aged 24 to 30 (in 2019), 89 per cent of 
women aged 40 to 45 (in 2018) and 85 per cent of women 
aged 68 to 73 (in 2019) reported good general health. Good 
mental health was reported by 75 per cent of women aged 21 
to 27 (in 2016), 88 per cent of women aged 40 to 45 (in 2018) 
and 93 per cent of women aged 68 to 73 (in 2019). Among 
women aged 21 to 27, 67 per cent simultaneously reported 
both good general health and good mental health, as did 79 
per cent of women aged 40 to 45 and 81 per cent of women 
aged 68 to 73.

Factors associated with wellbeing  
among women who have experienced  
sexual violence
Factors associated with improved wellbeing
Physical activity and social support were associated with 
good general health (Figure 40) among women who had 
experienced sexual violence. Those women who engaged 
in moderate to high physical activity were 10 to 17 per cent 

more likely to report good general health compared to women 
who engaged in no physical activity. This was consistently 
observed across the three cohorts of women. Where measures 
of social support were available for women born in 1973 to 
1978 and 1946 to 1951, emotional support and guidance (e.g. 
empathetic understanding or advice) and affection and social 
interaction (e.g. expressions of love or companionship) were 
also associated with good general health among women who 
had experienced sexual violence.

Figure 40: Factors associated with an increased likelihood of reporting good general health

Figure 40: Factors associated with an increased likelihood of reporting good general health

Figure 41: Factors associated with an increased likelihood of reporting good mental health
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Overall, 75 per cent of women aged 21 to 27 (in 2016), 88 
per cent of women aged 40 to 45 (in 2018) and 93 per cent 
of women aged 68 to 73 (in 2019) reported good mental 
health. As with general health, physical activity and social 
support were associated with good mental health among 
women who had experienced sexual violence (Figure 41). 
However, in addition to emotional support and guidance 
(e.g. empathetic understanding or advice) and affection and 
social interaction (e.g. expressions of love or companionship), 
there was evidence of a small association between tangible or 
physical assistance and good mental health among women 
who had experienced sexual violence.
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Figure 41: Factors associated with an increased likelihood of reporting good mental health

Figure 40: Factors associated with an increased likelihood of reporting good general health

Figure 41: Factors associated with an increased likelihood of reporting good mental health
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Factors associated with a decline in wellbeing 
Factors that reduced the likelihood of good general health 
and good mental health among women who had experienced 
sexual violence included sexual violence during childhood, 
recent non-sexual violence, high alcohol consumption, 
current smoking, obesity and difficulty managing on available 
income (Figure 42 and Figure 43). There were substantial 
differences across cohorts in these effects. However, most 
effect sizes were relatively small, indicating a small (less than 
10%) reduction in likelihood of reporting good general and 
mental health due to these factors.

Effect of health service use on mental health 
among women who have experienced sexual 
violence
Among women who had experienced sexual violence, 41 per 
cent of women aged 20 to 26 (in 2015), 29 per cent of women 
aged 40 to 45 (in 2018) and 10 per cent of women aged 68 
to 73 (in 2019) reported a consultation with a counsellor or 
other mental health worker in the last 12 months. Among 
women who had experienced sexual violence, 19 per cent of 
women aged 24 to 30 (in 2019), 21 per cent of women aged 
40 to 45 (in 2018) and 19 per cent of women aged 68 to 73 
(in 2019) reported an improvement in their mental health 
since their last survey.

Women born in 1989 to 1995 who had experienced sexual 
violence were 17 per cent more likely to report an improvement 
in mental health if they had reported a mental health 
consultation in the last 12 months, compared to women 
who had not reported a mental health consultation in the 
last 12 months (Figure 44). Similarly, among women born 
in 1946 to 1951 who had experienced sexual violence, those 
who had reported a mental health consultation in the last 12 
months were 9 per cent more likely to report an improvement 
in mental health compared to women who had not had a 
mental health consultation in the last 12 months. 
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Figure 42: Factors associated with a decreased likelihood of reporting good general health

Figure 42: Factors associated with a decreased likelihood of reporting good general health
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Figure 43: Factors associated with a decreased likelihood of reporting good mental health

Figure 43: Factors associated with a decreased likelihood of reporting good mental health
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Figure 44: Effect estimates for association between mental health consultations in the last 12 months and improvements 
in mental health

Figure 44: E�ect estimates for association between mental health consultations in the last 12 months 
and improvements in mental health
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Note: Longitudinal models in Figure 44 were controlled for CALD status, age, highest qualification, area of residence, relationship status and ability to 
manage on available income.
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Discussion 

As 2021 Australian of the Year Grace Tame has pointed out, 
retelling experiences of sexual violence comes at a cost. Earlier 
research with women who participated in the ALSWH has 
also shown the emotional impact of disclosing experiences of 
violence (Loxton, Townsend, et al., 2017). To examine sexual 
violence over the life course means asking the same women 
to record these experiences on a regular basis. We start this 
discussion by acknowledging, with heartfelt thanks, the 
ongoing participation in the ALSWH of the women whose 
data have permitted the analyses included in this report. 

The findings of this report reveal that experiencing sexual 
violence is common among women in Australia, with some 
variation by age indicating that sexual violence is more 
frequently reported by younger women. Across all cohorts, 
sexual violence in childhood was found to be a risk factor 
for experiencing further violence. In line with past research, 
sexual violence was associated with socioeconomic outcomes, 
including level of education and financial stress. Sexual 
violence was also associated with some adverse health 
behaviours. Regardless of age, women who experienced 
sexual violence had poorer health than women who had 
not experienced sexual violence, across all measures of 
both physical and mental health. As might be expected, 
sexual violence was also associated with higher primary 
healthcare costs, with mental health service access slightly 
higher but the costs similar between women who had and 
had not experienced sexual violence. Factors associated 
with wellbeing among women who had experienced sexual 
violence included physical activity and social support. These 
findings are discussed in more detail in the following sections.

Prevalence of sexual violence
More than half of women in their late twenties, one third 
of women in their early forties and a quarter of women in 

“Trauma lives on in ourselves. Our unconscious bodies are steps ahead of our conscious 
minds. When we’re triggered, we’re at the mercy of our emotional brain.  

In this state, it’s impossible to discern between past and present.” 
 

Grace Tame, National Press Club Address, February 2022

their late sixties and early seventies reported sexual violence 
in their lifetime. The results are not directly comparable to 
the PSS, which indicated one in five Australian women had 
experienced sexual violence (Australian Bureau of Statistics, 
2017), due to sample and data capture differences. Other 
Australian studies have reported the lifetime prevalence of 
sexual violence at 17 per cent in South Australia (González-
Chica et al., 2019) and 41 per cent among women visiting a 
general practitioner (Tarzia et al., 2018). 

The ALSWH measures childhood sexual violence using 
a comprehensive subscale of the well-validated Adverse 
Childhood Experiences Scale (Felitti et al., 1998) and captures 
sexual violence in adulthood using a broad measure of 

“unwanted sexual activity”, which is consistent with approaches 
of the WHO, the Department of Social Services and the AIHW 
(Australian Institute of Health and Welfare, 2019a; Department 
of Social Services, 2019; World Health Organization et al., 
2013). ALSWH data may result in higher prevalence rates of 
adult sexual violence compared to other studies due to the 
broad measures used by ALSWH and their lack of specificity 
concerning the sexual acts involved. However, we argue 
that relying on the respondent’s interpretation with regard 
to defining “sexual activity” offers a high level of subjective 
salience that is necessary to validly measure the incidence 
of sexual violence. 

The results revealed wide variations in the prevalence of sexual 
violence by age, type of violence and priority population. 
The differences in prevalence by age may reflect generational 
differences in understanding, personal feelings about disclosing 
sexual violence and the time since the violence occurred 
(Loxton, Townsend, et al., 2017). Measurement differences 
will have also impacted these results – for example, the cohort 
born 1946 to 1951 was not specifically asked about sexual 
violence perpetrated by a partner. The findings indicate a 
much higher lifetime prevalence of sexual violence than has 
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slightly over time for all three cohorts: from 6 to 4 per cent for 
women born in 1989 to 1995; from 4 to 1 per cent for women 
born in 1973 to 1978; and from 1.8 to 0.3 per cent for women 
born in 1946 to 1951. While the results are encouraging, the 
percentage differences are small, so results should be viewed 
with caution. There are no comparable longitudinal data in 
Australia with which to compare these results. To ascertain 
improvements in prevalence rates of sexual violence with 
confidence, we need to continue to monitor the different 
cohorts and supplement this information with data gathered 
from other age groups and specific populations.

Among women born in 1989 to 1995 and 1973 to 1978, those 
who identified as bisexual reported a higher prevalence 
of sexual violence than women who identified as mainly 
or exclusively lesbian or heterosexual. This is in line with 
previous international research in this area (Black, 2011). 
However, the low number of women in the ALSWH cohorts 
who identify as bisexual limits the generalisability of our 
findings. Across the three ALSWH cohorts, women who 
identified as mainly or exclusively lesbian were more likely 
to report sexual violence than women who identified as being 
mainly or exclusively heterosexual. A previous study using 
ALSWH data reported a higher prevalence of sexual violence 
among women identifying as mainly heterosexual, bisexual 
and lesbian compared to women identifying as exclusively 
heterosexual (Szalacha et al., 2017). There is generally a lack of 
Australian and recent international data concerned with the 
prevalence of sexual violence among those who identify as 
lesbian, gay, bisexual, queer, intersex or transgender (Campo 
& Tayton, 2015; Ussher et al., 2020). While the current report 
can contribute to this knowledge gap in a limited way, there 
is a need for more focused research in this area.

Although slightly lower, the prevalence of sexual violence 
among women from a CALD background was not dissimilar 
to the prevalence reported by women without a CALD 
background. This was seen across all three cohorts of women. 
As we have previously reported (Loxton, Townsend, et al., 
2018), women from CALD backgrounds may be less likely to 
report experiencing interpersonal violence for various reasons. 
The AIHW highlighted the difficulties in understanding the 
prevalence of sexual violence among women from CALD 
communities. Findings from national data sources such as 
the Australian Bureau of Statistics’ PSS present conflicting 

been previously reported in Australian national data. The 
broad definition of sexual violence that was used and the 
increased attention to sexual violence in the media with its 
impact on awareness have likely contributed to this difference.

Sexual violence during childhood was reported by 12 per 
cent of women born 1989 to 1995, 15 per cent of women born 
1973 to 1978 and 14 per cent of women born 1946 to 1951. 
There was minimal variation in prevalence across the cohorts, 
with the most common form of childhood sexual violence 
being touching (11 to 14%) and the least common being 
attempted penetrative sexual violence (4 to 5%) and actual 
penetrative sexual violence (3 to 4%). The overall prevalence 
is more than the 11 per cent reported by the PSS (Australian 
Bureau of Statistics, 2017). However, the ALSWH defines 
childhood sexual violence as occurring before 18 years of 
age and the PSS uses a cut-off of 15 years, so ALSWH data 
incorporate a longer timeframe in which violence could occur. 
Two studies of pregnant women conducted in Victoria and 
Queensland found higher rates of childhood sexual violence, 
at 23 per cent (Gartland et al., 2016) and 31 per cent (Mills 
et al., 2016) respectively. Sample differences may account for 
these differences, with interpersonal violence being reported 
at higher levels in clinical samples than in community-based 
samples such as the ALSWH (Tarzia et al., 2017).

Lifetime sexual violence perpetrated by a partner was reported 
by 33 per cent of women aged 24 to 30 in 2019 and 14 per 
cent of women aged 40 to 45 in 2018. The same factors that 
drive differences in overall reporting are likely to drive the 
differences in reporting partner-perpetrated sexual violence. 
In addition, there are generational differences in the ways 
in which women define intimate relationships that might 
have impacted the results (Loxton, Dolja-Gore, et al., 2017; 
Stark et al., 2012). Similarly, recent studies have suggested 
that these generational effects may extend to women’s beliefs 
and perceptions about violence within relationships, further 
influencing how women respond to these items (Machado 
et al., 2014; Neves & Almeida, 2020).

Sexual violence occurring at any point in adulthood was 
reported by 39 per cent of women aged 24 to 30, compared 
with 18 per cent of women aged 40 to 45 and 12 per cent of 
those in their late sixties and early seventies. Recent sexual 
violence (within the previous 12 months) was found to fall 
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al., 2017). The current report was able to show that life stage 
influences these findings. While women in their twenties 
and forties who had experienced sexual violence were less 
likely to have completed Year 12 than those who had not 
experienced sexual violence, the results for women in their 
sixties and seventies showed the reverse. That is, women 
born 1946 to 1951 who had experienced sexual violence 
were more likely to have a qualification beyond Year 12 than 
women who had not experienced sexual violence. Women 
who have experienced sexual violence may have been more 
likely to separate from a partner and, to support themselves 
financially, undertaken further training. Women from the 
older cohort might have had more opportunity and time to 
complete this extra training.

Consideration of life stage was also important when examining 
paid employment in relation to sexual violence. Past research 
has indicated that sexual violence leads to disruptions to 
paid employment (Dillon et al., 2015), including a higher 
prevalence of unemployment (Showalter, 2016). Our results 
showed paid employment differences by cohort and as time 
passed. Sexual violence was related to a lower likelihood of 
paid employment among women born in 1989 to 1995, with 
the gap between those who had and had not experienced 
sexual violence widening as women moved through their 
twenties. No association between paid employment and 
sexual violence was found among women born in 1973 to 1978, 
whose employment status was similar from early adulthood 
until they were in their forties. Women born in 1946 to 1951 
who had experienced sexual violence were more likely to be 
in paid employment than those who had not experienced 
sexual violence. This was evident from when women were 
aged in their late forties until they were in their late sixties 
and early seventies. 

Although education level and paid employment differed by 
age group, financial stress was consistently related to sexual 
violence across the three cohorts and over time. Past research 
has shown associations between sexual violence and financial 
hardship at particular points in time (Dillon et al., 2015; Loya, 
2015; Showalter, 2016). The current research clearly shows 
that this is an enduring association that decreases over time 
but remains beyond retirement age.

results (Australian Institute of Health and Welfare, 2020). It 
was suggested that this may be due to the small number of 
women from CALD backgrounds participating in the survey, 
in addition to the barriers faced in disclosing experiences 
of violence.

There was a much higher prevalence of all types of sexual 
violence among women living with disability, major illness 
or injury when compared to those not living with disability, 
major illness or injury across all three cohorts. We have 
previously reported similar results in relation to domestic 
violence (Loxton, Townsend, et al., 2018). The findings were 
also in line with those of the 2016 PSS, which estimated 
a higher prevalence of sexual violence after the age of 15 
among women living with disability compared to those 
without disability (16% versus 9.6%; Australian Bureau of 
Statistics, 2017).

Sexual violence during childhood as a 
risk factor for further violence
Findings indicated that sexual violence experienced in 
childhood was clearly associated with experiencing later 
sexual, physical and domestic violence for women born in 
1989 to 1995 and women born in 1973 to 1978, even after 
adjusting for sociodemographic and economic status. These 
findings build on the growing body of evidence that has shown 
links between experiencing sexual violence in childhood and 
experiencing violence again later in life (Cox, 2015; Gartland 
et al., 2016; Öberg et al., 2021), underscoring the need for a 
better understanding of the link between childhood sexual 
violence and experiencing violence during adulthood.

Lifetime sexual violence and 
economic factors
Findings indicated associations between sexual violence and 
education, employment and financial stress, in keeping with 
past research (Baigorria et al., 2017). Sexual violence has been 
previously shown to predict poor academic performance 
(Baker et al., 2016) and lower education levels (Baigorria et 
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the results suggest that sexual violence tends to be related to 
the presence of adverse or health-risk behaviours, rather than 
the absence of those behaviours that promote good health.

Sexual violence and health
Sexual violence was associated with an increased risk of 
poor mental and physical health across all of the measures 
included in this report. These findings were robust, even after 
adjusting for sociodemographic factors. Regardless of age or 
generation, women who had experienced sexual violence were 
more likely than women who had never experienced sexual 
violence to report fair to poor health, bodily pain, recent STIs, 
depression, anxiety, high stress and psychological distress 
(psychological distress was only measured in the 1989 to 
1995 cohort). Differences between cohorts were minimal. The 
impact of sexual violence on general health and bodily pain 
were somewhat less and stress was slightly more apparent 
for older women. The findings strongly suggest a long-term 
detrimental health impact related to sexual violence.

Past research has indicated similar findings for both physical 
and mental health (Bacchus et al., 2018; Coles et al., 2014; 
Hailes et al., 2019; Reingle Gonzalez et al., 2018). The current 
study adds weight to current knowledge with the use of 
national, broadly representative data from three distinct 
generations. Using a measure of lifetime experiences of 
sexual violence that has been collected at multiple time 
points further permits the gravity of these health impacts 
to be considered and addressed. 

Sexual violence and health services
Given the results for health, it might be expected that women 
who have experienced sexual violence would make high use 
of health services. However, previous results in this area 
have been inconclusive, with some studies reporting lower 
health service use (Graham et al., 2019; Massetti et al., 2018) 
in relation to sexual violence and others focusing on specific 
(Yang et al., 2014) rather than overall services. 

Sexual violence and health 
behaviours
Findings of the current report showed a clear relationship 
between past sexual violence and recent illicit drug use, high-
risk alcohol consumption, current tobacco use (smoking) 
and obesity among women in their twenties and forties. 
While past research had found relationships between sexual 
violence and these health behaviours in studies conducted 
overseas (Austin & Short, 2020; Bacchus et al., 2018; Clark et 
al., 2014; González-Chica et al., 2019; Stensland et al., 2015), 
the current research showed differences between generations. 
Women born in 1946 to 1951 who had experienced sexual 
violence were only slightly more likely to report high-risk 
alcohol consumption or obesity compared with those who had 
not experienced sexual violence. There were no differences 
for tobacco use in this cohort. Findings suggest that, with 
time, differences in adverse health behaviours attributable 
to experiencing sexual violence may be somewhat mitigated. 
However, the long-lasting nature of adverse health behaviours 
associated with sexual violence were clearly apparent for 
younger women. Given the health problems caused by 
substance use and misuse and obesity, early attention to 
the needs of women who have experienced sexual violence 
may prevent the onset of serious health problems in later life.

Little research has been conducted with regard to the 
presence of beneficial health behaviours among women who 
have experienced sexual violence. Analysis of ALSWH data 
revealed that despite the results for obesity, there were only 
slight differences in physical activity levels between women 
who had and had not experienced sexual violence. Results 
for screening were similar, with only slight differences in 
the uptake of cervical cancer screening and mammography 
(among women born in 1946 to 1951) in relation to sexual 
violence. While this has not been widely examined in past 
research, other population-based studies have reported similar 
findings with regard to screening behaviours. Previous analyses 
have suggested that women who have experienced intimate 
partner violence, including sexual violence, are less likely 
to undergo regular mammography and colorectal cancer 
screening than those who have not experienced intimate 
partner violence, although these differences were small 
(Massetti et al., 2018; Watson-Johnson et al., 2012). Together 
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sexual violence were less likely to be satisfied with general 
practitioner services than other women (Coles et al., 2015). 
It is also possible that healthcare needs are being provided 
through primary healthcare and other services not covered 
by Medicare, such as specialist counselling services and 
those subsidised through state government departments (e.g. 
counselling through NSW Department of Communities and 
Justice victim services). Nevertheless, these findings and the 
long-lasting health impact of sexual violence suggest possible 
unmet needs related to sexual violence. More research is 
needed in this area, particularly since our results showed 
a tendency for improvement in mental health related to 
mental health consultation uptake among women who had 
experienced sexual violence.

Wellbeing among women who have 
experienced sexual violence
To investigate the factors that might promote wellbeing, we 
analysed data from within the group of women who reported 
sexual violence and compared those who reported relatively 
good general and mental health with those who reported 
relatively fair to poor health. Factors that were associated 
with good general health included moderate to high levels of 
physical activity and social support – specifically emotional 
support and guidance, and affection and social interaction. 
Results were similar for factors associated with good mental 
health. There was a small positive impact for tangible or 
physical assistance and a positive impact among women born 
in 1989 to 1995 and 1946 to 1951 for the uptake of mental 
health consultations.

The findings build on past research that has shown the value 
of social support in women’s recovery from sexual violence 
(Dillon et al., 2015; Hunter et al., 2012) by identifying those 
aspects of support that might be the most valuable. Support 
offered through mental health services also appears promising 
in relation to recovery from sexual violence. Physical activity 
has previously been reported to assist with improvements 
in mental health (Hu et al., 2020; Yao et al., 2021). Our 
findings indicate that physical activity might also be useful 
in promoting better physical and mental health in the context 
of sexual violence.

Analysis of ALSWH data linked with Medicare data was 
conducted to provide an objective assessment of women’s use 
of health services in relation to self-reported sexual violence. 
We assessed government costs rather than including out-
of-pocket costs that vary widely due to individual factors. 
Results showed that sexual violence was related to higher 
overall health service use costs for women born in 1989 to 
1995 and 1973 to 1978 over the six-year and 21-year study 
periods, respectively. There was no difference in overall costs 
for women born 1946 to 1951 in relation to sexual violence. 
However, somewhat higher non-referred consultation costs 
were found across all three cohorts in relation to sexual 
violence. 

With the higher prevalence of mental health issues among 
women who have experienced sexual violence, it was not 
surprising to note that there was higher uptake of Better 
Access initiative mental healthcare services for women who 
had experienced sexual violence. However, among women 
who accessed Better Access initiative mental health care 
services, costs were similar between women who had and had 
not experienced sexual violence. There were no differences 
in psychoactive prescription costs covered by the PBS in 
relation to sexual violence across the three cohorts.

The findings for health and health service use seem somewhat 
at odds with each other. It might have been expected that 
healthcare use and costs would be markedly higher for 
women who have experienced sexual violence. The lack of 
a cost difference related to mental health service use was 
particularly surprising, although we note that uptake was 
associated with sexual violence. One possible explanation 
concerns the perceived quality of the general practitioner 
services being provided. To access services through the 
Better Access initiative, a general practitioner must first be 
consulted. If this relationship is perceived as strained or not 
satisfactory, a patient may not pursue support (Rees et al., 
2019). The findings of the current report showed that among 
women born in 1973 to 1978, those who had experienced 
sexual violence were less likely to report satisfaction with 
general practitioner services compared to women who had 
not experienced sexual violence. This result is consistent with 
the results of a previously published analysis that showed 
women in this cohort who had experienced childhood 
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and women from CALD backgrounds). It should be noted 
that, while Aboriginal and Torres Strait Islander women take 
part in the ALSWH, the data are not currently disaggregated 
by Indigenous status for historical and ethical reasons.6 Due 
to legal and ethical considerations, it is not possible to ask for 
some specific details about acts of violence. This results in 
some limitations in the data, including precise timing, which 
in turn limits the ability to estimate duration of exposure 
to sexual violence. While this limitation made it difficult to 
determine the ideal time points for potential interventions, 
the long-lasting health impact of sexual violence makes this 
a moot point. 

There were some differences in the available data by cohort 
and not all measurements were available at all time points for 
all cohorts. However, in several instances, similar measures 
were used to capture equivalent experiences (e.g. the Kessler 
Psychological Distress Scale used in the 1989 to 1995 cohort 
survey is comparable to the SF-36 mental health subscale 
used in the 1973 to 1978 and 1946 to 1951 cohort surveys). 
Questions on violence perpetrated by a partner were not 
available across multiple surveys for women in the 1946 to 
1951 cohort; however, these data were consistently available 
for the 1989 to 1995 and 1973 to 1978 cohorts. Additionally, 
three topics addressed in the report were limited by low 
frequencies, which resulted in uncertainty around effect 
estimates. The low frequencies of women who had had a 
recent STI, who came from a CALD background or who 
identified as bisexual resulted in wide confidence intervals 
around the effect estimates. While PBS data were available 
prior to 2012, the earlier data excluded claims which were 
below the co-payment threshold; this restricted use of PBS 
data to that provided for 2012 onwards. Use of MBS data only 
includes information on formal health services under this 
scheme and does not account for informal and community 
health. Finally, we could not take account of unmeasured 
variables that warrant further attention – for example, whether 
women were involved in legal proceedings, the consequences 
for the perpetrator (e.g. incarceration) and the impact of 
this on wellbeing. Similarly, while we captured positive 
social interactions, adverse social interactions subsequent 
to sexual violence were not captured. These factors warrant 
future research and consideration.

6	  For details please see alswh.org.au/for-researchers/indigenous-policy

Along with these positive impacts we found some factors that 
may impede wellbeing. High alcohol consumption, current 
smoking and obesity were found to impede wellbeing, as was 
difficulty managing on available income. All of these factors 
had also been found to be more common among women 
who had experienced sexual violence compared with those 
who had not. However, the effect sizes of these factors were 
small in relation to health, suggesting that a focus on the 
presence of a more strengths-based approach to recovery 
might be more beneficial for women who have experienced 
sexual violence than focusing on adverse health behaviours. 

Strengths and limitations
This report uses the data from a large ongoing cohort study 
of Australian women spanning more than 21 years. With 
over 57,000 women in the study, the repeatedly collected 
data provide a solid base to investigate the interplay between 
health, wellbeing and other factors over time at the national 
level. The surveys have included questions about violence 
and trauma experienced over the life course, including 
experiencing violence during childhood, violence perpetrated 
by a partner and sexual violence. We were able to examine 
sexual violence across three generations: women born in 
1989 to 1995, 1973 to 1978 and 1946 to 1951.

This places the study in a unique position to investigate sexual 
violence in relation to demographic, social, behavioural and 
economic factors using longitudinal analyses. This is often 
not possible as many studies investigating sexual violence 
are cross-sectional or do not collect comprehensive data on 
contextual or potentially confounding factors. Due to the 
rich data that have been collected, we were able to control 
for key factors in the analyses. Additionally, the survey data 
are linked to Medicare data, providing an opportunity to 
examine the impact of sexual violence on healthcare costs 
over time.  

As with all surveys, there were some data limitations that 
must be noted. While the cohorts are broadly representative of 
Australian women of the same age (Dobson et al., 2015; Loxton, 
Tooth, et al., 2018), women who have tertiary qualifications 
are over-represented and some priority populations are likely 
to be under-represented (e.g. LGBTQA+ and intersex people 

http://www.alswh.org.au/for-researchers/indigenous-policy
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to estimating the prevalence of sexual violence. Prevalence 
of sexual violence differed by generation and over time. 
With consistent definitions, longitudinal data permit 
changes in prevalence to be captured and assessed in 
relation to policy initiatives. 

5.	 Service providers should employ a life course approach 
when delivering services to women who have experienced 
sexual violence. Health and social care providers have 
long reported that their clients have experienced violence 
more than once in their lives. The ALSWH data provide 
evidence at the population level that this is the case. 
Women who had experienced childhood sexual violence 
were more likely to experience violent acts in adulthood.

6.	 Prevention programs and policies should be designed 
with consideration of potential behavioural drivers. A 
better understanding of alcohol and other drug uptake 
and use among women who have experienced sexual 
violence is necessary. However, the increased likelihood 
of adverse health behaviours among women who have 
experienced sexual violence indicates the need for a more 
nuanced lens in overall prevention program and policy 
development. For example, the National Obesity Strategy 
may have scope for the inclusion of trauma-informed 
policy within its remit, under the section concerned with 
determinants of health. 

7.	 Health and support services for women who have 
experienced sexual violence should be subsidised or free. 
There was a consistent association between sexual violence 
and financial stress. The strong association between sexual 
violence and poor health outcomes across all generations 
indicates a need for more health service support but the 
impact of financial stress might deter service access. It is 
noteworthy that in the context of sexual violence, better 
mental health was related to mental health service access.

8.	 Health services can play a key role. Sexual violence was 
associated with health behaviour and with both mental 
and physical health outcomes that were long-lasting. Given 
its high prevalence, primary health practitioners are likely 
seeing women who have experienced sexual violence 
on a regular basis. Primary healthcare providers are, 
therefore, well placed to be the gateway to an intersectoral 

Implications and recommendations 
for policy and practice 
The National Plan consultation has identified sexual violence 
as an area in need of more policy development. Our results 
concur and offer some insight into the types of policy and 
practice responses that might assist women who have 
experienced sexual violence. 

1.	 A holistic response that takes account of women’s whole 
lives at both policy and practice levels is needed, given the 
high prevalence of sexual violence and its multiple impacts. 
Sexual violence impacts on many facets of women’s lives, 
including their economic wellbeing, health behaviour, 
physical health and mental health. We recommend 
that sexual violence be considered a health risk within 
health policy development at every level of government. 
 
The scope of policy and practice responses needs to be 
expanded to encompass the number of women who 
have experienced sexual violence. We found that the 
lifetime prevalence of sexual violence may have been 
underestimated in previous research. At least one type 
of sexual violence was reported by 51 per cent of women 
in their late twenties, 34 per cent of women in their early 
forties and 26 per cent of women in their sixties to early 
seventies. 

2.	 A clear focus on priority populations (e.g. LGBTQA+ and 
intersex people, women with disability, women from 
CALD backgrounds) is required in all policies addressing 
sexual violence. For example, we were able to ascertain 
that women who identify as lesbian, mainly lesbian or 
bisexual were at increased risk of sexual violence despite 
some limitations in the data, and the results clearly showed 
that women with disability, long-term illness or injury 
were at particular risk of sexual violence. 

3.	 There is a need for a broad, consistent definition of sexual 
violence. Our broad measures resulted in a much greater 
data capture of sexual violence and are in keeping with 
current national conversations concerning consent and 
current national and international definitions. Further 
consultation with stakeholder communities is needed, 
as noted in the next National Plan consultation process.

4.	 Research should take a life course, longitudinal approach 
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We were able to ascertain that women who identify as lesbian, 
mainly lesbian or bisexual and women with disability were at 
particular risk of sexual violence, but the data were limited 
so results for women from CALD communities should be 
interpreted with caution. Research conducted in partnership 
with communities is needed to adequately describe and 
understand the contextual factors that influence disclosure 
of sexual violence, as well as the health and wellbeing of 
women who have experienced sexual violence and who 
belong to one or more priority populations. 

There is no comprehensive understanding of why women 
who have experienced sexual violence at one stage of life are 
more likely to experience sexual and other forms of violence 
at later life stages. Research is needed in this area to provide 
the evidence base for policy and practice development, with 
a view to prevention of multiple experiences of violence over 
the life course. 

The findings for economic wellbeing highlight the impact of 
sexual violence on education and paid work and the related 
impact on financial stress. It is easy to see how these factors 
are interrelated, but it is as yet unclear what could be done 
to alleviate these burdens. A mixed-methods study that uses 
qualitative data to investigate the nuances of economic impacts 
followed by quantitative scenario modelling of potential 
solutions could reveal potential interventions.

A better understanding of the drivers of adverse health 
behaviours for women who have experienced sexual violence is 
needed to inform prevention practice and policy development. 

Findings suggested a potential unmet need for health 
services, and satisfaction with general practitioner services 
was lower for women who had experienced sexual violence. 
Long-term physical and mental health impacts and adverse 
health behaviours underscore the need for nuanced primary 
healthcare services and appropriate intersectoral referral 
networks that can address the needs of women who have 
experienced sexual violence. However, while our research 
clearly demonstrates the need for such services and provides 
some insight into what these needs are in a broad sense, the 
particulars of effective primary healthcare service provision 
have not been established (Hegarty et al., 2016). More research 
is needed into effective primary care service provision for 

approach. While some training packages are available 
for general practitioners, a more coordinated approach 
is needed both within medical degree programs and as 
continuing education within the medical field. Furthermore, 
investment in primary healthcare and referral services 
will be needed to facilitate an intersectoral response to 
the health impact of sexual violence. 

Directions for future research
Sexual violence has been the subject of a reasonable body of 
research. However, much of this has been conducted outside 
of the Australian context. The current report has filled gaps 
in national knowledge concerning prevalence and the impact 
of sexual violence on health and wellbeing, findings that 
underscore the need for a systemic response. More research 
is needed to expand this evidence base further, to assist with 
policy and practice development. While beyond the scope 
of the current report, there remains a need for research on 
prevention of sexual violence. This section includes the major 
areas where research is currently needed. Ongoing research is 
needed to assess the impact of initiatives designed to prevent 
sexual violence and to evaluate the rollout of programs 
designed to assist in recovery from sexual violence. 

Distinct differences in prevalence were noted between 
generations, with sexual violence more commonly reported 
by younger women. There is a need to understand more 
fully what is driving these differences to assist in accurate 
prevalence ascertainment across the life course. Earlier work 
with ALSWH participants has revealed the value of qualitative 
interviews in understanding how and why women respond 
to questions about domestic violence (Loxton, Townsend, 
et al., 2017). This type of qualitative approach is likely to be 
the most useful in investigating generational differences in 
responses to questions that ask about sexual violence.

Other factors which may impact the wellbeing of women who 
have experienced violence include whether or not the woman 
was involved in legal proceedings and the consequences for the 
perpetrator (e.g. incarceration). The impact of the involvement 
of the legal system on women who have experienced sexual 
violence warrants further investigation.
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women who have experienced sexual violence. Ideally, such 
research would take a co-production approach to permit 
the input of clinicians, researchers and women who have 
experienced sexual violence to be incorporated into a scalable, 
testable model of primary healthcare. 
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Conclusion
Primary prevention is key to alleviating the traumatic and 
long-term impact of sexual violence; increasing awareness and 
the current public discussion about consent are promising. 
Yet, even with this progress, there are many women in our 
community, more than half of young women, who have 
already experienced sexual violence. The outcomes are grave 
and long-lasting, impacting economic security, health and 
wellbeing. There are reasons for hope – the next National 
Plan is under development with the promise of a focus on 
sexual violence, and findings here have shown the value of 
interpersonal support. Still, there is much work to be done in 
policy, practice and research, as we have also demonstrated.

The data provide a national picture of life for women who 
have experienced sexual violence. Findings emphasise the 
importance of accurate measurement, and the seriousness 
and longevity of adverse impacts. The results also indicate the 
need for a comprehensive understanding of and investment 
in primary healthcare and intersectoral support for women 
who have experienced sexual violence so that they can enjoy 
optimal wellbeing and avoid secondary traumatisation.
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