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Abstract

Sexual contact without voluntary consent that violates a person's sense of autonomy, control and mastery over their body constitutes sexual assault. It is increasingly recognized that many patients in primary settings have a history of sexual abuse. Demographics of sexual violence are usually obtained from crime records, hospital data, nongovernmental organizations and survey carried out for research. It is believed that these data underestimate the actual magnitude of the problem of sexual violence. In this paper we review the psychological aspects of rape and its consequences including rape trauma syndrome, posttraumatic stress disorder, depression, anxiety, sleep disorders, memory and sexuality. Further research is necessary to better understand the pathogenesis of psychiatric disorders in survivors of sexual assault. Research is also needed to determine evidence based management of survivors of sexual abuse coping with long-term mental health outcomes.
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Introduction

Sexual violence is defined as "Any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, or acts to traffic, or otherwise directed, against a person's sexuality using coercion, by any person regardless of their relationship to the victim, in any setting, including but not limited to home and work" [1]. Sexual assault is any form of sexual contact without voluntary consent and that violates a person's sense of autonomy, control and mastery over their body. Unwanted sexual experiences are often measured along a continuum, including categories of unwanted sexual contact (e.g., kissing or fondling), verbal coercion, attempted rape, and rape, presumed to reflect the least to most severe experiences. Different methods of coercion: arguments and pressure, misuse of authority, alcohol or drug intoxication (separate questions for attempted and completed acts), and physical force used by the perpetrator has been conceptualized to vary in extent of trauma perceived [2]. Another distinction was attempted on the basis of forcible and incapacitated rape. In forcible rapes more force is used by the perpetrator due to which more resistance is offered by the victim resulting in more injuries [3]. During forcible rapes the victim shows more physical symptoms of stress including shortness of breath, rapid heart rate, and sweating, than during incapacitated rapes [4]. While forcible and incapacitated rapes differ in the degree of physical trauma involved, they may not differ with regard to emotional trauma. Based on these severities and distinctions the psychological consequences may vary [5].

The Extent of the Problem

Demographics of sexual violence are usually obtained from crime records, hospital data, nongovernmental organizations and survey carried out for research. Some researchers believe that these data underestimate the actual magnitude of the problem of sexual violence. Researchers in western world estimate that only 16-33% of rapes are reported [6,7]. In Indian context the situation may be worse. According to the National Crime Records Bureau, 34,651 rape cases were registered in India in 2015, although experts agree that the unreported cases of sexual assault are much higher [8,9].

Studies have established that many patients seen in primary medical care have a history of sexual abuse. Prevalence rates of sexual abuse vary from 4.0% to 21.4% in adults and from 3.0% to 33.2% in children in the general population [10,11]. Therefore it is not surprising that survivors of sexual abuse constitute about 13%-26% of primary care population [12]. Due to the frequent underreporting of sexual abuse these statistics are likely to be underestimates [13]. Recently, several systematic reviews have summarized data from studies of sexual abuse [14,15]. These reviews have reported an association between sexual abuse and depression, posttraumatic stress disorder (PTSD), eating disorders, and suicide attempts, but inclusion of cross-sectional studies limits the inferences drawn from the results.

Psychology of Rape

Five types of rapists or contexts of rape have been proposed [16]:

(a)	Disadvantaged men who resort to rape,

(b)	"Specialized" rapists who are sexually aroused by violent sex,

(c)	Men who rape opportunistically,

(d)	high-mating-effort men who are dominant and often psychopathic, and

(e)	Partner rapists motivated by assessments of increased risk of sperm competition.

It has been proposed by some researchers that rape is a conditional strategy that may potentially be deployed by any man [16,17]. Others have argued that men use a conditional mating strategy consisting of many mating tactics, including rape [18]. In one study one-third of men agreed that they would rape under certain conditions while many reported coercive sexual fantasies [19].

Women’s Defenses against Rape

Rape and sexual violence frequently results in many negative consequences for women. Consequently psychological mechanisms to motivate rape-avoidance behaviors in women have evolved. rape is traumatic for women due to fear of serious physical injury or death, and disruption of a woman's parental care as a result of which the woman's partner may abandons her [17,20]. The greatest cost to rape survivors is the circumvention of their mate choice that can severely jeopardize their reproductive success [21].

Cognitive distortions: Self- Blame, self- citicism, helplessness, hopelessness preoccupation and danger are the usual pattern by which victim blames herself for negative, unwanted events (not specifically sexual victimization). Helplessness implies the perception of inability to control important aspects of one's life resulting in passivity in the face of danger. The hopelessness and preoccupation with danger involves beliefs that the world, especially interpersonal relationship, is dangerous. Victims perceive objectively benign circumstances to be risky [22].

Myths causing unfair impact on victim's credibility: Rape myths are specific beliefs surrounding rape, an example of such beliefs is that women enjoy being raped or that they could easily resist rapists if they really wanted to. A myth of "nothing happened" or a false accusation may impact the reporting by victim specially if the assailant is close relative or if there is no eye witness to the assault. Another myth may be "no harm done" that can be interpreted wrongly when victim did not resisted physically, or there is no evidence of physical injury or the assailant used a weapon to threaten the victim. This makes the victim feel that their assault was not serious enough to report and a regret for not fighting back. Another myth is that may be "she wanted it or liked it" usually in context of known or acquaintance assailant [23]. "The Rape Myth Acceptance Scale (RMA)" assesses such beliefs and accepting attitude toward rape [24]. There are other scales like the Acceptance of Interpersonal Violence Scale, to measure the extent to which force and coercion are acceptable in intimate and sexual relationships and the Adversarial Sex Beliefs Scale which has set of scales that correlate highly with the RMA.

Psychological Effects on the Victim

Emotional and Psychological Consequences of Rape: Sexual violence is associated with numerous acute and chronic sequelae. Rape may result in vaginal or rectal injury, sexually- transmitted infections, and pregnancy. In the immediate aftermath of a sexual assault, the survivor may report a variety of psychological responses, including acute stress reactions, emotional detachment, and sleep disturbances [25]. Other adverse emotional and psychological consequences include self-blame, difficulties in social and work adjustment and sexual functioning, fear, anxiety, depression, and PTSD [26-29].

The psychological consequences of sexual trauma among survivors have been widely studied. The National Violence against Women Survey reported that 18% of women experienced a completed or attempted rape during their lifetime [30]. Majority (54%) of the rape survivors were less than 18 years old when they experienced their first attempted or completed rape. The response of survivors to the trauma of rape are complex and unique [31]. While some rape survivors suffer from severe symptoms or long-term distress, others do not [32]. The difference in outcomes is explained by survivor attributes, environmental conditions, type of violence perpetrated and resulting injuries, availability of social support and resources.While some individuals may be resilient to the negative effects of sexual trauma, for other women sexual victimization is the most devastating event that they will experience. In a comprehensive systematic review and meta-analysis of 37 longitudinal observational comparative studies including 3,162,318 participants found an association between a history of sexual abuse and a lifetime diagnosis of anxiety, depression, eating disorders, PTSD, sleep disorders, and suicide attempts, but not with schizophrenia or somatoform disorders. A history of rape strengthened the associations between history of sexual abuse and depression, eating disorders, and PTSD [33]. Similarly an association between childhood maltreatment and anxiety, depression, eating disorders, PTSD, sleep disorders and suicide attempts was reported in a systematic review of longitudinal studies of childhood maltreatment and mental health outcomes between 2000 and 2008 found [34].

Following the sexual assault the survivor may develop dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis. The HPA axis is a key regulator of function in the body, controlling neural, endocrine and immune systems through negative feedback inhibition. Cortisol, the primary stress hormone in the body, is a major hormone of the HPA axis. The release of cortisol is stimulated by Corticotropin Releasing Hormone (CRH) and inhibited by negative feedback on the hypothalamus and pituitary gland. Severe psychological trauma such as rape and sexual abuse changes the body's response to stress by increasing levels of CRH and dysregulating the HPA axis. Inappropriate fear reactions and persistent mild depression can result from dysregulation of cortisol [35].

In addition to anxiety and depression, psychological adverse effects of a sexual assault include intense feelings of shame and guilt [36]. These feelings are worsened by the lack of support from family, friends or authorities. Following sexual assault feelings of mental confusion and defeat, negative appraisal of symptoms and emotions, avoidance and perception of negative responses from others are some of the cognitive factors that play a large role in the onset, severity, and outcome of PTSD. The risk of PTSD is greater if the rape survivor believes that others have failed to react in a positive and supportive manner [36].

Events perceived as controllable are much less distressing than uncontrollable events. Consequently after the occurrence of uncontrollable events such as sexual assault, survivors tend to attribute blame to behavioral, dispositional or vicarious causes [37] Behavioral self blame has the potential to be adaptive as it promotes the belief that negative outcomes can be avoided in the future; whereas dispositional self-blame attributes the traumatic event to one's personality and this thinking does not give a sense of future control. Vicarious control refers to the perception that some other person controlled the occurrence of that event [37]. Attributing blame in these ways is associated with poorer outcomes in PTSD. In view of the fact that control over the recovery process results in lowered distress levels, fostering this form of control could be an important component of interventions for sexual assault survivors.

Recovery from sexual- assault is not solely measured by eliminating symptoms or achieving specific outcomes. Rather, successful recovery is subjective and measured by whether the survivor increases his or her involvement in the present, acquires skills and attitudes to regain control of his of her life, forgive him or herself for guilt, shame and other negative cognitions, and gain stress reduction skills for overall better functioning. The degree of support received, premorbid self-concept, personal strength, adequate treatment provided by professional and appropriate legal remedy by the justice systems are all important factors for successful recovery [38].

Factors affecting Impact and outcome of Rape: Age of Rape Victims

Age of the rape or sexual offence victim is one of the most influential factor that may determines the impact and consequences of the offence. The children are developmentally immature and also susceptible for the sexual offence. The overall long term consequences depends heavily on frequency and duration of victimization [39], whereas supportive family environment [40] specially supportive and protective maternal responses may be important issue in recovery with better outcome psychologically and functioning among survivors [41]. Survivors of childhood sexual abuse are at five times more risk to develop PTSD [12], and much higher incidence of depression, suicide, and other psychological problems. Among survivors of childhood rape the rate of lifetime depression was 52% compared to 27% among non-victims [42]. Childhood sexual abuse is found to be associated with increased risk of suicidal attempt, [43] alcohol abuse [44] and eating disorders [45] later in life.

Rape Trauma Syndrome (RTS)

Although every rape survivor is unique, many will have one thing in common: RTS. RTS is a cluster of emotional responses to the extreme stress experienced and profound fear of death experienced by the survivor during the sexual assault. RTS is characterized by three phases.

A.	The Acute (Initial) Phase occurs immediately after the assault and lasts from a few days to a few weeks. During the sexual assault the survivor commonly experiences an intense fear of death and dissociation. These are natural physical responses. Being paralyzed by fear does not mean the survivor gave consent or desired the assault. Even if the victim/survivor "decides" that it is safest not to physically resist in the situation, this does not mean she wanted it to happen or gave consent. Immediately following the assault the survivor is in crisis and experiences a wide range of emotional reactions categorized as 'Expressive', such as shaking, crying or yelling; or 'Controlled' such as flattened affect, appearing outwardly calm and subdued.Research indicates that anxiety and intense fear are the primary responses following rape which peaks at around three weeks after the rape but can last for more than a year [46]. Ongoing fears can be related to reminders of the attack (e.g., legal proceedings or medical examinations, being with men, or being in a location that reminds the person of the assault). Fears of future attacks, fear of contracting HIV/STIs and/or becoming pregnant is common [47]. Survivor who had previously experienced the world as basically a safe place may now believe the world to be inherently untrustworthy and unsafe leading to the restriction of social activities, including work and community involvement [48]. For some women, particularly those from marginalized communities, sexual assault can reaffirm assumptions about themselves as devalued persons ("insidious trauma"), and about the world being unsafe and dangerous [49].

B.	The second phase is 'Outward Adjustment' during which the survivor focuses less on the assault, often with a high level of denial, and involves themselves in normal daily activities.

C.	The final phase is 'Long Term Reorganization’ during which the survivor integrates the assault into their view of themselves and resolves their feelings about the assailant. The Reorganization Phase may last anywhere from a few weeks to several years after the attack.

Medium-to-long-term Psychological Impacts

Research suggests victim/survivors may experience a range of medium-to-long-term impacts, like feelings of low self-esteem, self-blame and guilt can endure for months and years after the assault. Commonly survivors forget or deny aspects of their experience which can be a defense against overwhelming feelings of confusion, shock and bewilderment. This may be especially powerful in partner rape [48]. A systemic review and meta analysis of literature of 28 years concluded that survivors of sexual abuse are commonly encountered in general medical practice [33]. Sexual abuse was associated with multiple psychiatric disorders, including lifetime anxiety disorders, depression, eating disorders, PTSD, sleeps disorders, and attempted suicide. Further research is needed to improve our understanding of the pathogenesis of psychiatric disorders to improve their treatment in survivors of sexual assault [33].

Suicidal ideation is more common among survivors of sexual assault than the general population [50]. Younger survivors are at particular risk of attempting suicide following rape [51]. Trauma and post-traumatic stress disorder (PTSD) The trauma response model and clinical diagnosis of post-traumatic stress disorder (PTSD) has helped to acknowledge the significance of the harm caused to people who have been sexually assaulted, and the extent of the violation they have experienced.

While rape will always be a traumatic experience, the effects of this trauma for an individual may differ in different contexts. Some trauma measures reflect dominant views about the world that many people do not share. Certain symptoms of trauma, rather than being viewed as problems to be treated, need to be viewed in a more positive light—that is, as "coping mechanisms" an individual has adopted for protection and other purposes [52]	.	Symptoms of PTSD (which can persist for 3 years or more) include: intrusive thoughts and distressing recollections of the violence; nightmares and other sleep disturbances; and depression. Women survivors of sexual violence may constitute the single largest group of people affected by PTSD [47]. One study reported a 43% prevalence rate of depression among women who had experienced sexual violence. [51]Another study observed that 39% of women with a sexual assault history met criteria for a mood or anxiety disorder; and avoidance behaviors [53]	.

Common long-term psychological and social effects of sexual violence include depression, chronic posttraumatic stress symptoms, interpersonal disturbances and revictimization [11,54,55]. In addition, sexual violence is associated with lingering negative health repercussions that include gastrointestinal distress, chronic pelvic pain, health risk behaviors, substance abuse, and high utilization of health care services [56,57].

A.	Sexual trauma and memory: All autobiographical experiences and memories related to sexual trauma can be failed, confabulated, or incompletely recalled [58] with various psychological processes like dissociation, [59]amnesia, [60] repression, [61]and ordinary or motivated forgetting [62]. These phenomenons may be important clinically and legally. Sexual trauma and its recall deficits are associated with decreased perception of life threat as in the cases of acquaintance rape in familiar situations, in contrast to stranger rapes [63].

B.	Trauma-Related Sleep Disturbance: Assessment of 167 rape and trauma victims for PTSD symptoms, depression, sleep disturbance, and frequency of self-reported health symptoms revealed that trauma-related sleep disturbance predicted unique variance in physical health symptoms after other PTSD and depression symptoms were controlled. This finding indicates that trauma-related sleep disturbance contributes to physical health symptoms in rape survivors with PTSD [64]. The most enduring symptoms of sleep disturbances in sexually abused are nightmare related distress, sleep paralysis, nightly awakenings, restless sleep, and tiredness [57].

C.	Post Traumatic Stress Disorder (PTSD): Rape is a significant trauma that leads to short term and long term stress reaction and victims are at significantly increased risk of developing PTSD [65]. Nearly one-third to 50% of all rape victims develops Rape-related PTSD (RR PTSD) sometime during their lifetimes [66,67]. The four major symptoms of RR PTSD are re-experiencing the trauma or intrusive thoughts, social withdrawal, avoidance behaviors and actions and increased physiological arousal characteristics. However, in most of the people PTSD symptoms diminish over time. One study found RR PTSD in 94% of the rape victims, within one week of the rape, which reduced to 47% after three months [29].

D.	Other symptoms: Rape survivors exhibit depression, fear and anxiety, problems with social and work adjustment, and problems with sexual functioning subsequent to their assault. Reported rates of depression range from 68-74% in the first four weeks post sexual assault, but diminish to normal levels within a few months in the majority of victims [68]. The comorbid relationship between PTSD, depression and anxiety was examined in 126 women during the first four weeks postsexual assault. This prospective investigation highlighted the role of PTSD symptoms in influencing subsequent change in other psychological symptoms [69].

E.	Resilience and recovery: Survivors possess significant resilience in the face of these negative impacts and the negative reactions of others. Resilience and healing for victim/survivors are multidimensional processes; survivors are both "suffering and surviving" [70]. Resilience and healing is promoted by the following: positive reactions of support (empathy, belief, understanding); speaking out about sexual assault; social acknowledgement of the impacts of sexual assault; and strong, empathetic social networks [71].

Mental health consequences also depend on the manner in which the survivors mentally process their experiences of sexual trauma [72]. Background characteristics influence the severity of self-blaming thoughts, which predicts the degree of maladaptive beliefs that survivors use to understand and interpret adverse life experiences. Maladaptive beliefs may be a better predictor of psychological distress than assault characteristics [73]. Survivors' perceptions of past control (i.e., control over the assault), present control (i.e., control over recovery process) and future control (i.e., control over future victimizations) are related to posttrauma distress. Survivors who strongly perceived that they had control over their recovery process were less distressed [74].

F.	Impact of Rape on Female Sexuality: Compared to nonraped women, survivors of sexual assault show relatively high rates of genital injuries and moderate rates of sexually transmitted infections and significantly greater difficulties with sexual functioning, including dyspareunia, endometriosis, menstrual irregularities, and chronic pelvic pain. Raped women also engaged in significantly more high-risk sexual behaviors. PTSD emerged as an important mediator of sexual victimization and sexual health [75]. The interrelationships among the physical, psychological, biologic, and behavioral factors play a central role in development of negative impact. Each factor, singly, may not be enough to occasion longer term difficulties in sexual health, but the influence of the multiple interacting factors provides collective challenges to bodily systems [76].

Conclusion

Survivors of sexual abuse suffer numerous psychological effects along with a spectrum of physical and psychiatric disorders resulting in higher health care use. Review of the literature indicates that sexual assault is associated with multiple psychiatric disorders, including anxiety disorders, depression, PTSD, eating disorders, sleep disorders, and deliberate selfharm. Survivors experience diverse negative impacts of sexual assault; there is no list of typical "symptoms" they should exhibit. Such impacts affect not only the physical and mental health of survivors but also their interpersonal relationships with family, friends, partners, colleagues and so on. Further research is necessary to better understand the pathogenesis of psychiatric disorders in survivors of sexual assault. Research is also needed to determine evidence based management of survivors of sexual abuse coping with long-term mental health outcomes.
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