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Abstract
Purpose  Sexual violence is a global health problem. We aimed to evaluate the association between self-reported history of 
sexual violence and parturients’ health behaviors, focusing on routine gynecological care, and mental well-being.
Methods  This was a retrospective questionnaire-based study, including mothers of newborns delivered at the “Soroka” Uni-
versity Medical Center (SUMC). Participants were asked to complete three validated questionnaires, including: screening 
for sexual violence history (SES), post-traumatic stress disorder (PDS) and post-partum depression (EPDS). Additionally, 
a demographic, pregnancy and gynecological history data questionnaire was completed, and medical record summarized. 
Multiple analyses were performed, comparing background and outcome variables across the different SES severity levels. 
Multivariable regression models were constructed, while adjusting for confounding variables.
Results  The study included 210 women. Of them, 26.3% (n = 57) reported unwanted sexual encounter, 23% (n = 50) reported 
coercion, 1.8% (n = 4) assault and attempted rape, and 1.4% (n = 3) reported rape. A significant association was found 
between sexual violence history and neglected gynecological care, positive EPDS screening, and reporting experiencing 
sexual trauma. Several multivariable regression models were constructed, to assess independent associations between sexual 
violence history and gynecological health-care characteristics, as well as EPDS score. Sexual violence history was found to 
be independently and significantly associated with a negative relationship with the gynecologist, avoidance of gynecological 
care, sub-optimal routine gynecological follow-up, and seeking a gynecologist for acute symptoms (adjusted OR = 0.356; 
95% CI 0.169–0.749, adjusted OR = 0.369; 95% CI 0.170–0.804, adjusted OR = 2.255; 95% CI 1.187–4.283, and adjusted 
OR = 2.113; 95% CI 1.085–4.111, respectively), as well as with the risk of post-partum depression (adjusted OR = 4.46; 95% 
CI 2.03–9.81). All models adjusted for maternal age and ethnicity.
Conclusion  Sexual violence history is extremely common among post-partum women. It is independently associated with 
post-partum depression, neglected gynecological care, a negative relationship with the gynecologist, and with reporting of 
experiencing sexual trauma. Identifying populations at risk and taking active measures, may reduce distress and improve 
emotional well-being and family function.
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Introduction

Sexual violence is a significant and global public health 
problem, occurring daily throughout the world [1, 2]. It is 
defined by the World Health Organization as any sexual act, 
attempt to obtain a sexual act, as well as unwanted sexual 
comments or advances. Sexual violence also includes acts to 
traffic or acts directed against a person’s sexuality regardless 
of their relationship to the victim, and in any setting [1]. The 
perpetrators may be spouses, partners, parents or other fam-
ily members, neighbors, and people in positions of power 
or influence and in most cases are known to the victim. In a 
minority of cases the perpetrator is unknown to the victim. 
In many cases female victims experience repeated incidents 
over a course of years and decades [3]. Sexual violence is 
far more prevalent in daily life in most societies than is usu-
ally suspected. In some countries nearly one in four women 
experience sexual violence by an intimate partner, and up to 
one-third of adolescent girls report their first sexual experi-
ence as being forced [1]. Roughly 35% of women world-
wide have experienced physical and/or sexual violence [4] 
and a quarter of girls worldwide are exposed to some form 
of sexual abuse during childhood [5]. Lack of trust in the 
social systems, shame, social definitions of sexual assault, 
impaired cognitive processing, and the victim/offender rela-
tionship, may be some of the reasons for substantial under-
reporting [6]. In Israel, data from 2016 published by the 
Central Bureau of Statistics Israel (CBS) show that more 
than 3.8% of Israeli women over the age 20 have been vic-
tims of sexual violence. The annual report of the Association 
of Rape Crisis Centers in Israel (ARCCI) in 2018 reported 
that only 17.2% of the victims contacted help centers that 
year, and only 3.2% of sexual assaults were reported to the 
police. According to the Ministry of public security of Israel, 
in their latest National Violence Index published in 2014 
[7], it is estimated that one of three women will be sexu-
ally assaulted throughout life. An Israeli research on women 
between ages 16–28 discovered that 33% were physically 
sexually assaulted and 21% of the women reported they were 
raped [8]. This is similar to the prevalence reported by the 
WHO and the CDC [4, 9], and higher than the Organiza-
tion for Economic Co- operation and Development (OECD) 
countries, reported rate of sexual assaults [10, 11]. Women 
who have suffered prior sexual assault are at increased risk 
for psychological, physical, and behavioral adverse effects. 
The consequences may be immediate and/or long-term, 
related to reproductive as well as mental health, and social 
well-being [1, 12, 13]. Consequences may include (but are 
not limited to) pregnancy and gynecological complications, 
sexually transmitted diseases, decreased sexual satisfaction 
and dyspareunia [1, 3, 14–19].

The significance of periodic gynecological assessments 
and the positive effect of prenatal care on pregnancy out-
comes are well established. Annual gynecological exami-
nations are a fundamental part of medical health care in 
Israel and are valuable in promoting prevention practices, 
recognizing risk factors for disease, identifying medical 
problems, and establishing a clinician–patient relationship 
[20]. Prenatal care allows early recognition and treatment of 
maternal and fetal health related problems, thus increasing 
the chances for an uncomplicated pregnancy, and delivery 
of a healthy newborn [21, 22]. Data establishing an associa-
tion between maternal history of sexual violence and later 
gynecological health is scarce. Published data is mostly 
focused on specific aspects of obstetrical care [23, 24], 
where women were recruited after voluntarily seeking help 
[25, 26], and some were not specifically sexually abused 
[27]. Other studies focused only on childhood sexual abuse 
[28–30]. Postpartum depression is a common and signifi-
cant pregnancy related risk, in Israel and worldwide [31], 
which has been associated with sexual violence [32–34]. 
We aimed to evaluate the association between history of 
sexual violence and parturients’ mental well-being and 
health behaviors, with a focus on compliance with routine 
gynecological care recommended practices, and on post-
partum depression.

Materials and methods

Design

This was a retrospective study, in which women deliver-
ing a live singleton newborn at the “Soroka” University 
Medical Center (SUMC) from October 2018 to February 
2019 were included. Our study population was composed of 
two main ethnic groups: Bedouin and Jewish. The Bedouin 
are a minority group (~ n = 200,000) residing in southern 
Israel. This society is in cultural transition while attempting 
to preserve its traditional values and lifestyle. Most of the 
Bedouin women marry at a young age; some live in polyga-
mous consanguineous marriages and have higher parity [35]. 
About 75% of Israel’s population identifies as being Jewish. 
This Jewish population is largely an immigrant society that 
derives from multiple ethnic origins, mainly from north-
ern Africa and eastern Europe. Their religiosity varies from 
extremely orthodox, traditional to completely secular. Their 
fertility rate is higher than in any other developed country 
[36].

SUMC is the only tertiary medical center in the region, 
and both ethnicities included in the study populations rely 
heavily on it for their healthcare. SUMC has the largest birth 
center in Israel, with roughly 17,000 births per year. Approx-
imately half of the deliveries are of Bedouin origin and half 
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Jewish [37]. Israeli health-care law allows all citizens equal 
access to all public health-care facilities with all medical 
expenses covered, including prenatal visits.

The study was approved by the local institutional ethical 
review board (SUMC IRB).

Instruments

Participants were asked to answer a total of 4 self-completed 
questionnaires, including screening for sexual violence his-
tory, post-traumatic stress disorder, and post-partum depres-
sion, as well as demographic, pregnancy and gynecological 
history data. These questionnaires included:

1.	 Sexual Experiences Survey (SES)- a self-reporting 
questionnaire that assesses victimization of unwanted 
sexual encounters by 4 levels of severity, with 13 yes/no 
questions. (Question 1- no victimization, Questions 2–6- 
coercion, Questions 7–9- assault and attempted rape, 
Questions 10–13- rape) Answering any of Questions 
2–13 positively refers to an unwanted sexual encounter 
[38].

2.	 Posttraumatic Diagnostic Scale (PDS)- a self-reported 
measure of post-traumatic stress disorder (PTSD) for 
use in both clinical and research settings [39], that cor-
responds to the DSM –V for PTSD.

	   The respondents are asked to checkmark any trau-
matic events they have experienced and/or witnessed, 
to specify the main trauma and briefly describe the 
traumatic event. They are asked to mark disturbances 
they experience, the frequency and duration of them, 
and report clinically significant distress or impairment in 
important areas of functioning. The Symptom Severity 
Score ranges from mild to severe.

3.	 Edinburgh Postnatal Depression Scale (EPDS)- A 
10-question self-rating scale validated for screening for 
perinatal depression. The maximum score is 30 and pos-
sible depression is suggested at a score of 10 or more 
[40].

4.	 Demographic, pregnancy and gynecological history 
data- a three parts, self-reporting questionnaire.

Procedure

Participants were approached during the post-partum hos-
pitalization period. Illiterate Women, women who delivered 
multiples, and women who did not provide oral and writ-
ten consent to participate in the study were not included. 
Those who expressed initial interest, received an explanation 
regarding the study and read the explanatory leaflet. Parturi-
ents who met the inclusion criteria and agreed to participate, 
provided a written informed consent, and completed the 

above-mentioned questionnaires. In addition, their medical 
records were reviewed.

Body Mass Index (BMI)—was calculated by weight/
height2, and divided in three groups, normal or low 
(BMI < 25), overweight (BMI of 25–30) and obese 
(BMI > 30).

Level of education was assessed by elementary, high 
school, academic and none.

Analysis

The study population was divided into two main groups 
according to the Sexual Experiences Survey (SES) level: 
parturients scoring 2–4 on the SES were defined as the 
exposed group, and the comparison group (unexposed 
group) represented women who reported no victimization 
(level 1 on the SES).

All analyses were performed using SPSS software ver-
sion 23.0.

Multiple analyses were performed, comparing back-
ground and outcome variables across all 4 levels of SES 
severity (scores 1–4), using ANOVA and Chi-square tests. 
Additionally, the entire exposed group was compared to 
the unexposed group, using Chi-square and t-tests (2–4). 
Multivariable logistic regression models were constructed 
to examine the relationship between exposure to victimi-
zation of any unwanted sexual encounters, based on the 
SES scores (SES = 2–4 were defined as exposed; SES = 1 
were defined as unexposed) and the dependent variables: 
EPDS score, relationship with their gynecologist, reason for 
gynecological visits, routine gynecology care, and avoidance 
of gynecological visits. The regression models adjusted for 
confounding variables including – maternal age, ethnicity 
and maternal education, based on the univariable analysis.

Results

During the study period, 210 women met the inclusion crite-
ria, while 4 women were excluded due to multiple gestation. 
Of them, 57 (27.1%) reported unwanted sexual encounter 
victimization, 50 (23.8%) reported coercion, 4 (1.9%) assault 
and attempted rape, and 3 (1.4%) reported they were raped.

Table 1 presents a comparison of demographic character-
istics among all 4 levels of sexual violence severity. No sig-
nificant association was found between age or ethnicity and 
personal history of sexual violence. Women who reported 
sexual violence belonged more often to the category with 
normal or low (< 25) BMI (p = 0.003) and were more likely 
to report smoking (p = 0.045). An association between a 
history of sexual violence and level of education was also 
demonstrated (p = 0.013). In the exposed group, a higher rate 
of women with academic education was found, and in the 
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unexposed group there were more women with high school 
education only.

Table 2 presents a comparison of gynecological and 
obstetrical background among all 4 levels of sexual vio-
lence severity. No association was found between parity 
or a history of cesarean sections and sexual violence his-
tory. Women who were exposed to sexual violence experi-
enced significantly more abortions (spontaneous/induced, 
p = 0.023).

More exposed women stated that they avoided gyneco-
logical visits (29.1% versus 14.3%, p = 0.016) and less 
attended routine gynecological follow-ups (49.1% versus 
69%, p = 0.002). If exposed women did see a gynecologist, 
it was more likely due to an acute symptom as compared to 
the unexposed (45.3% versus 27.1%, p = 0.024).

The relationship with the gynecologist exhibited a sig-
nificant association with sexual violence history, and more 
women in the exposed group described it as awkward or 
negative, as compared to the unexposed group (33.9% ver-
sus 16.7%, p = 0.012). Most of the women in the sample felt 
they could trust their gynecologist (93.8%), but for different 
reasons: in the exposed group it was due to positive com-
munication (57.1%), while in the unexposed group the main 

reason was professionality (51.4%) however, this difference 
did not reach statistical significance. Both groups preferred 
a female gynecologist (93.3% and 86.7%, in exposed and 
unexposed, respectively). Exposed women needed signifi-
cantly less pain control during labor (p = 0.004).

Table 3 demonstrates a significant association between 
positive screening for postnatal depression (EPDS ≥ 10) and 
sexual violence history (p = 0.001). In the PDS question-
naire, which measures post-traumatic stress, a significantly 
higher portion of the exposed group reported experienc-
ing and/or witnessing sexual trauma (14.3% versus 2%, 
p = 0.002).

According to the performed multivariate regression mod-
els, as seen in Table 4, sexual violence history was found to 
be independently and significantly associated with the risk 
for post-partum depression while adjusting for maternal age, 
ethnicity, and maternal education (adjusted OR = 4.46; 95% 
CI 2.03–9.81, p < 0.001). In addition, sexual violence history 
was found to be associated with a negative relationship with 
the gynecologist, seeking a gynecologist for acute symp-
toms, attending less routine gynecological follow-ups, and 
avoidance of gynecological visits in general. These mod-
els were adjusted for maternal age and ethnicity (adjusted 

Table 1   Demographic characteristics

Characteristic Level 4 1.4% 
(n = 3)

Level 3 1.9% 
(n = 4)

Level 2 
23.8% 
(n = 50)

All Exposed 
(levels 2 + 3 + 4) 
27.1% (n = 57)

Non-exposed 
(level 1) 72.9% 
(n = 153)

P-value (All 
Exposed vs. non-
exposed)

P-value 
(across all 
levels)

Age (years, 
mean ± SD)

24 (± 4) 30.7 ±(6.1) 31 (± 5.4) 30.6 (± 5.5) 29.9 (± 5.9) 0.412 0.19

Body mass index (weight/height2) % (n)
 25 >  100.0 (2) 33.3 (1) 68.2 (30) 67.3 (33) 39.0 (53) 0.003 0.029
 25– 30 0 33.3 (1) 18.2 (8) 18.4 (9) 30.9 (42)
 Over 30 0 33.3 (1) 13.6 (6) 14.3 (7) 30.1 (41)

Marital status % (n)
 Single 0 0 (1) 2.1 (1) 1.8 (4) 2.7 0.644 0.986
 Married 100.0 (3) 100.0 (4) 97.9 (47) 98.2 (54) 96.0 (143)
 Divorced 0 0 0 0 1.3 (2)

Ethnicity % (n)
 Jewish 33.3 (1) 75.0 (3) 70.8 (34) 69.1 (38) 67.3 (101) 0.867 0.584
 Bedouin 66.7 (2) 25.0 (1) 29.2 (14) 30.9 (17) 32.7 (49)

Education % (n)
 Elementary 33.3 (1) 0 6.4 (3) 7.4 (4) 6.8 (10) 0.555 0.013
 High school 0 25.0 (1) 34.0 (16) 31.5 (17) 39.9 (59)
 Academic 33.3 (1) 75.0 (3) 57.4 (27) 57.4 (31) 52.0 (77)
 None 33.3 (1) 0 2.1 (1) 3.7 (2) 1.4 (2)

Alcohol use dur-
ing pregnancy 
% (n)

0 0 8.5 (4) 7.4 (4) 2.8 (4) 0.216 0.341

Smoking use dur-
ing pregnancy 
% (n)

0 0 14.9 (7) 13.2 (7) 4.1 (6) 0.045 0.660
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OR = 0.356; 95%CI 0.169–0.749, p = 0.006, adjusted 
OR = 2.113; 95%CI 1.085–4.111, p = 0.028, adjusted 
OR = 2.255; 95%CI 1.187–4.283, p = 0.013, adjusted 
OR = 0.369; 95%CI 0.170–0.804, p = 0.012, respectively).

Discussion and conclusions

Main findings

The main finding of this study is that within post-partum 
women, a history of sexual violence is common and is inde-
pendently associated with a higher risk for post-partum 
depression (according to the EPDS screening) and also with 
reporting sexual trauma. Additionally, we found a significant 
and complex association with gynecological care.

Table 2   Gynecological and obstetrical background

Characteristic Level 4 1.4% 
(n = 3)

Level 3 1.9% 
(n = 4)

Level 2 23.8% 
(n = 50)

All Exposed 
(levels 2 + 3 + 4) 
27.1% (n = 57)

Non-exposed 
(level 1) 72.9% 
(n = 153)

P-value (All 
Exposed vs. non-
exposed)

P-value 
(across all 
levels)

Past gynecologi-
cal surgery % 
(n)

0 25.0 (1) 18.4 (9) 17.9 (10) 22.7 (34) 0.567 0.739

Past cesarean 
sections % (n)

0 25.0 (1) 14.3 (7) 14.3 (8) 18.7 (28) 0.54 0.733

Parity % (n)
 1 0 25.0 (1) 29.2 (14) 27.3 (15) 25.9 (37) 0.462 0.68
 2–3 33.3 (1) 50.0 (2) 39.6 (19) 40.0 (22) 49.0 (70)
 > 3 66.7 (2) 25.0 (1) 31.3 (15) 32.7 (18) 25.2 (36)

Past perinatal 
deaths % (n)

0 0 4.1 (2) 3.6 (2) 3.3 (5) 1 0.957

Past abortions % (n)
 Spontaneous/

Ectopic
0 25.0 (1) 36.7 (18) 33.9 (19) 25.3 (38) 0.033 0.023

 Induced 0 0 18.4 (9) 16.1 (9) 4.7 (7)
Age at first 

gynecological 
visit (years, 
mean ± SD)

16 18.5 (± 3.31) 19.5 (± 3.3) 19.3 (± 3.2) 19.7 (± 3.8) 0.537 0.682

Routine gynecol-
ogy visits % (n)

0 0 56.3 (27) 49.1 (27) 69.0 (100) 0.013 0.002

Avoidance of 
gynecology 
visits % (n)

66.7 (2) 50.0 (2) 25.0 (12) 29.1 (16) 14.3 (20) 0.023 0.016

Reason for gynecological visits % (n)
 Routine 50.0 (1) 75.0 (3) 53.2 (25) 54.7 (29) 72.9 (102) 0.024 0.085
 Acute 50.0 (1) 25.0 (1) 46.8 (22) 45.3 (24) 27.1 (38)

Relationship with gynecologist % (n)
 Good/positive 33.3 (1) 50.0 (2) 68.4 (34) 66.1 (37) 83.3 (125) 0.012 0.018
 Awkward/nega-

tive
66.7 (2) 50.0 (2) 30.6 (15) 33.9 (19) 16.7 (25)

Reason for trusting gynecologist % (n)
 Communication 0 50.0 (1) 58.3 (7) 57.1 (8) 40.0 (14) 0.547 0.83
 Professionalism 0 50.0 (1) 33.3 (4) 35.7 (5) 51.4 (18)
 Other 0 0 8.3 (1) 7.1 (1) 8.6 (3)

Prefer women 
gynecologists 
% (n)

100.0 (2) 100.0 (2) 92.3 (24) 93.3 (28) 86.7 (52) 0.486 0.775
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The prevalence of sexual violence in post‑partum 
women

The number of post-partum women reporting sexual vio-
lence in our study was very high but in agreement with 
previous worldwide publications [1, 4]. Over a quarter of 
the current sample (27.1%) reported a history of unwanted 
sexual encounter victimization. This rate is even higher than 
previously published data [23], and probably reflects that all 
the disturbing adverse effects that history of sexual violence 
is known to be associated with (psychological, physical, and 
behavioral) are relevant to pregnant and post-partum women.

Post‑partum depression and reported sexual 
trauma

Among mothers with sexual violence history the risk for 
post-partum depression was nearly 4.5 greater than in 
unexposed mothers. As post-partum depression is one of 
the most frequent complications of childbirth and is associ-
ated with many adverse outcomes for both mother and off-
spring, it is, thus, important to asses any history of sexual 
violence. Other studies show similar findings; history of 
childhood sexual abuse [32], intimate partner violence and 
sexual violence as a part of it [33], or any violence includ-
ing sexual violence [34] have been previously shown to be 

Table 3   Postnatal depression 
and reported sexual trauma

*Posttraumatic Diagnostic Scale

Characteristic All Exposed (levels 2 + 3 + 4) 
27.1% (n = 57)

Non-exposed (level 1) 
72.9% (n = 153)

P-value

Risk of postnatal depression (EPDS ≥ 10) % (n)
 All 41.8 (23) 16.3 (22) 0.001
 Jewish women 67.1% (127) 26.3 (10) 9.0 (8) 0.023
 Bedouin women 32.8% (62) 75.0 (12) 30.4 (14) 0.003

Reporting sexual trauma on PDS* questionnaire % (n)
 All 14.3 (8) 2.0 (3) 0.002
 Jewish women 67.1% (127) 15.8 (6) 1.0 (1) 0.002
 Bedouin women 32.8% (62) 11.8 (2) 4.1 (2) 0.271

Table 4   Multivariate regression 
models for independent 
associations between sexual 
violence history and the 
different outcomes

Outcome Adjusted OR; 95% confidence 
interval

P-value

Postnatal depression (EPDS ≥ 10)
 Exposed vs. Unexposed 4.462; 2.028–9.815 < 0.001
 Age 1.046; 0.975–1.121 0.209
 Ethnicity (Jewish vs. Bedouins) 6.063; 2.354–15.613 < 0.001
 Education (academic) 0.874; 0.378–2.019 0.753

Relationship with the gynecologist (negative/positive)
 Exposed vs. Unexposed 0.356; 0.169–0.749 0.006
 Age 1.067; 0.996–1.143 0.063
 Ethnicity (Jewish vs. Bedouins) 0.498; 0.233–1.062 0.071

Reason for gynecological visits (routine/acute)
 Exposed vs. Unexposed 2.113; 1.085–4.111 0.028
 Age 0.993; 0.937–1.052 0.8
 Ethnicity (Jewish vs. Bedouins) 0.599; 0.281–1.276 0.184

Consistent attendance on routine gynecology visits
 Exposed vs. Unexposed 2.255; 1.187–4.283 0.013
 Age 0.982; 0.929–1.038 0.512
 Ethnicity (Jewish vs. Bedouins) 1.099; 0.557–2.167 0.786

Avoidance of gynecological care
 Exposed vs. Unexposed 0.369; 0.170–0.804 0.012
 Age 1.013; 0.943–1.088 0.716
 Ethnicity (Jewish vs. Bedouins) 0.351; 0.155–0.796 0.012
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associated with post-partum depression. Adverse life events, 
like sexual violence, are known to be a strong predictor of 
the disorder [31]. Another important finding was that 14.3% 
of exposed women reported experiencing and/or witnessing 
sexual trauma as opposed to 2% in the unexposed group. 
Post-partum depression and post-partum PTSD overlap and 
affect one another [41]. Published data suggests that preg-
nancy and birth increase the risk of adverse mental health 
conditions, leading to bonding impairment [42].

Routine gynecological care

Routine gynecological visits are invaluable. Gynecologists 
have an opportunity to contribute to the overall health and 
well-being of women, providing recommended preventive 
services, screening, evaluation and counseling, and immu-
nizations based on age and risk factors [20]. In the current 
study, there was a significant association between sexual 
violence history and frequency of gynecological visits. As 
many as 29.1% of exposed women reported avoiding these 
visits, and only 49.1% followed up with the recommended 
routine visits. This finding can relate to the association found 
between prior exposure to sexual violence, PTSD and higher 
rates of distress and pain associated with the pelvic exami-
nation [19]. The gynecological examination might evoke 
memories of the abuse and cause anxiety, distress and conse-
quently an overall feeling of discomfort [43]. These feelings 
may also account for our findings that a higher percentage 
of the exposed group described their relationship with their 
gynecologist as awkward and negative, and that a significant 
percentage of their visits were for acute problems, rather 
than the recommended routine visits. Women who defined 
their emotional communication with health professionals as 
negative are more likely to feel extreme discomfort during 
vaginal examinations [44]. Several studies have shown that 
sexually assaulted women have a poor perception of health 
and seek medical care more frequently [14, 45, 46]. How-
ever, other studies show victims of sexual trauma to be less 
likely than other women to obtain regular cervical cancer 
screenings, and to submit to regular pelvic exams [47, 48].

Ethnicity

Ethnicity has a significant influence on the risk for post-par-
tum depression. In our sample, Bedouin women were almost 
3 times more likely to suffer from post-partum depression, 
as compared to Jewish women. An astonishing rate of 75% 
of exposed Bedouin women were at risk of post-partum 
depression. The fact that Bedouin women are at a great risk 
of post-partum depression is supported by previous publica-
tions [49].

Limitations and strengths

Several limitations of our study should be noted. First, our 
findings are based on a self-report questionnaire focused 
on highly sensitive and personal information, and as such 
may be influenced by factors such as miss-interpretation and 
family members or other people who were present and may 
have influenced the answers. Nevertheless, in most cases, 
the woman was alone while approached. Furthermore, reli-
gion, culture, possible embarrassment and fear could have 
affected sincerity. Additionally, timing may have had an 
effect, as having just given birth, tiredness, breastfeeding 
and caring for the newborn may have impacted maternal 
mood and answers. However, the study team, Hebrew and 
Arabic speaking members providing easy accessibility to 
all ethnical groups, tried to approach the patients in the best 
setting possible and usually in a private setting, during the 
same post-partum period (24–48 h).

Strengths of our study include use of reliable and vali-
dated tools for the evaluation of maternal history of sexual 
violence, post-partum depression and PTSD, and reached 
significant results, usually consistent with previously pub-
lished data. The associations observed between self-reported 
history of sexual violence and women’s health behaviors, 
mental health, relationship with gynecologist and routine 
gynecological care, shed additional light on the issue sur-
rounding sexual violence, thereby helping us to understand 
mechanisms affecting women’s health, that deserve immedi-
ate attention and even lifesaving intervention.

Conclusions

Sexual violence history is unfortunately extremely common 
among post-partum women and appears to be independently 
and significantly associated with neglected gynecological 
care, a negative relationship with the gynecologist, and post-
partum depression. It is also significantly associated with 
reporting of sexual trauma. Therefore, we feel it is crucial for 
health-care providers to ask every woman about history of 
sexual violence, be alert to populations at risk, and use this 
knowledge to provide individually adjusted care. The risk 
for post-partum depression is also affected by sexual vio-
lence history. As practiced in many countries, all pregnant 
women should be screened for post-partum depression, and 
in particular those who report sexual violence history. Active 
measures focused on populations at risk, may reduce dis-
tress and improve emotional well-being and family function. 
Routine prenatal care is the period in which women are fre-
quently seen by health-care professionals and a unique win-
dow of opportunity to detect those who were sexually hurt, 
particularly as we know they are psychiatrically vulnerable.
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Sexual violence has not been sufficiently researched, and 
in light of our findings, its impact on women’s health care, 
emotional well-being, and associated factors, should be fur-
ther investigated alongside interventional programs.
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