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Abstract 

Background Sexual violence, including childhood sexual abuse and adolescent/adult sexual assault, is a major 
public health concern, especially for college women. Sexual violence is associated with numerous negative con-
sequences, including difficulties relating to sexual functioning. The current systematic review aimed to synthesize 
the existing research literature examining the association between sexual violence on sexual functioning among col-
lege women.

Methods Only peer-reviewed articles reporting original data and written in English, which assessed for sexual func-
tioning and sexual violence among a sample of college women, were included in the review. Articles were included 
if the research study assessed sexual violence occurring in childhood, adolescence, or adulthood.

Results A total of 21 articles met these inclusion criteria and were included in the synthesis of the literature. In stud-
ies of college women, sexual violence occurring in adulthood was associated with worse sexual functioning out-
comes among college women in 7 of the 21 studies. Findings were mixed regarding the association between child-
hood sexual abuse and sexual functioning among college women. Further, in three studies, psychological symptoms 
(e.g., depression, anxiety) mediated the association between sexual violence in adulthood and worse sexual func-
tioning among college women. Studies varied in what domains of sexual functioning were assessed, and as a result, 
a limited number of studies included assessments of the same domain of sexual functioning. Further, some studies 
did not assess sexual violence at multiple points in development (i.e., childhood, adolescence, adulthood).

Conclusions Future studies with longitudinal designs and a wider range of sexual functioning outcomes are needed, 
including studies focused on women attending 2-year and technical colleges.
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Background
Sexual violence is a major social and public health prob-
lem [1]. Sexual violence is any nonconsensual sexual 
act including sexual contact, sexual coercion, facilitated 
sexual assault, attempted rape, and completed rape that 
can occur in childhood and/or adulthood [2]. Sexual vio-
lence is especially prevalent among college women in the 
United States [3]. For example, a recent systematic review 
suggested that as many as 25% of female college students 
in the United States may have experienced some form of 
sexual violence at some point in their lives [4]. Further, 
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over half of the women in the United States experience 
some unwanted sexual contact in their lives, while one in 
four women experiences lifetime attempted or completed 
rape [2]. Lastly, one in four women experiences child sex-
ual abuse (CSA) before the age of 18 [2]. Researchers sug-
gest, however, that estimates of the prevalence of sexual 
violence among college women are likely to under-repre-
sent the scope of the problem [5]. Sexual violence is asso-
ciated with numerous negative psychological, physical, 
and relational consequences [6–9]. Given the intimate 
nature of sexual violence, many survivors also struggle 
with sexual functioning following an assault [10].

When examining sexual functioning among survi-
vors of sexual violence, comprehensive indicators of 
sexual functioning need to be included. Although there 
is no uniform definition of sexual functioning, the World 
Health Organization (WHO) refers to sexual functioning 
as sexual health and defines it as encompassing sexuality-
related physical, emotional, mental, and social well-being 
[11]. The Diagnostic Statistical Manual for Mental Disor-
der, 5th edition ([DSM-5, [12]] refers to sexual function-
ing as sexual dysfunction and refers to a wide-ranging 
set of problems associated with an impaired ability to 
“respond sexually or to experience sexual pleasure.” Spe-
cific areas of sexual dysfunction described by the DSM-5 
include physiological aspects such as desire, arousal, 
pain, orgasm, and lubrication along with psychological 
aspects such as satisfaction. The empirical literature has 
also examined sexual satisfaction as an important form of 
sexual function involving global sexual satisfaction and a 
range of specific sources such as sexual competence, sex-
ual communication, and sexual compatibility [13]. Apart 
from the areas outlined by DSM-5, individuals who expe-
rience sexual violence may also experience a wider range 
of psychological difficulties associated with sex, such as 
sexual aversion [10] and negative sexual self-esteem [14, 
15]. Thus, when investigating sexual functioning cor-
relates among survivors of sexual violence, it is impor-
tant to examine correlates beyond those identified by 
the DSM-5 such as sexual self-esteem [14–16], sexual 
schema [17], erotophilia [17], sex-related guilt [18], sex-
related dissociation [19], sexual avoidance/aversion [10], 
and assertiveness [10].

Sexual functioning difficulties are widely prevalent 
among individuals who experience sexual violence [20]. 
Whereas 40–45% of women experience difficulties with 
sexual functioning regardless of a prior history of assault 
[21], approximately 60% of women who have experi-
enced sexual abuse or assault experience some form of 
difficulties with sexual functioning [22, 23]. The ways in 
which sexual violence impacts sexual functioning is com-
plex. For example, some studies suggest that adolescent/
adult sexual assault (ASA) is associated with difficulties 

in some domains of sexual functioning, including lower 
sexual satisfaction [24] and diminished sexual desire [25], 
whereas CSA is related to higher levels of negative sexual 
self-esteem [14, 15] and lower response to sex therapy 
[26]. However, other studies fail to document an asso-
ciation between experiencing CSA or ASA and other 
domains of sexual functioning including sexual aver-
sion [10], levels of sexual arousal [27], and difficulty with 
orgasm [27]. Given the varied impact of sexual violence 
on sexual functioning, it is important to synthesize prior 
literature on this topic.

Prior reviews have been conducted on the impact of 
childhood sexual abuse (CSA) on sexual functioning [20, 
28–30] as well as the impact of military sexual trauma 
(MST) on sexual functioning [31]. Each of these reviews 
suggests that CSA and MST are associated with greater 
risk of difficulties in sexual functioning in adulthood. To 
date, research addressing the potential link between vio-
lence in other developmental time periods other than 
CSA (including violence in adolescence or adulthood) 
and sexual functioning has yet to be synthesized. Inves-
tigating the impact of CSA as well as sexual violence in 
other development time periods on sexual functioning is 
important given that some studies report that ASA, but 
not CSA, impacts overall sexual functioning [10, 27, 32], 
difficulties with lubrication [27], and difficulties with sex-
ual distress [27]. For these reasons, synthesizing the lit-
erature examining the impact of CSA as well as violence 
at other points in the lifespan — such as adolescence or 
adulthood — is important when attempting to under-
stand the impact of sexual violence on sexual functioning 
among college women.

The current systematic review aimed to synthesize the 
existing research literature examining the association 
between sexual violence on sexual functioning among 
college women. We chose to focus on both childhood 
and adulthood sexual violence. Several factors drove our 
decision to focus specifically on studies among college 
women. Firstly, college years are a critical period dur-
ing which women explore sexual behaviors and begin 
to define their sexual identity [33]. Secondly, college age 
women report higher levels of personal distress associ-
ated with sexual problems and more concerns related to 
sexual functioning compared to older women [34, 35]. 
For example, in a study of 309 women from a Midwest-
ern University in United States, 65.8% of college women 
reported a sexual dysfunction problem [25]. In review-
ing the literature, we attempted to answer the following 
questions: (1) What is the prevalence of sexual dysfunc-
tion among college women with history of sexual vio-
lence? (2) What are the sexual functioning correlates of 
violence at various points in the lifespan (i.e., childhood, 
adolescence) among college women?
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Methods
This systematic review was conducted in accordance 
with Preferred Reporting Items for Systematic Reviews 
and Meta-Analyses (PRISMA) guidelines [36] (see Addi-
tional file  1 for PRISMA checklist). A Boolean search 
strategy was used to find studies in six electronic data-
bases (EBSCO, ScienceDirect, PsycINFO, PubMed, Sco-
pus, Web of Science). Variations of the following search 
terms were used for each electronic database: women, 
sexual trauma, sexual violence, intimate partner violence, 
sexual dysfunction, sexual function, and sexual well-
being (see Additional file 2 for full search terms). Covi-
dence systematic review software was used to retrieve 
and organize articles [37]. Researchers also performed 
manual searches of review articles and references. The 
initial search was completed in July of 2022. There was no 
date range for the review, and thus, all studies published 
before July of 2022 were included in the review.

Inclusion criteria, abstraction, and synthesis
Studies were included in the systematic review if they 
met the following inclusion criteria: (a) were a peer-
reviewed article; (b) reported original data — subsamples 
were accepted; (c) the article was written in English; (d) 
the study assessed for sexual violence at some point in the 
lifespan; (e) the study assessed for at least one domain of 
sexual functioning; and (f ) the study included a sample of 
college women. The first, second, and third authors inde-
pendently screened abstracts and full-text articles. Each 
abstract and article was screened by at least two authors. 
The first and last authors performed data charting. The 
initial literature search resulted in 11,411 articles, 157 
of which were identified as duplicates and removed. 
Researchers screened the title and abstract of these arti-
cles for eligibility. After initial screening, 10,972 articles 
were deemed ineligible for either not reporting findings 
on sexual violence or sexual functioning. A total of 281 
articles were considered relevant for full-text screening. 
Of those, 262 articles were excluded for not reporting 
empirical data, not reporting findings on sexual function-
ing, or not explicitly sampling a defined cohort of college 
women. Dissertations were also excluded. The final 21 
articles were then independently reviewed by members 
of the research team to assess the findings related to the 
impact of sexual violence on sexual functioning among 
college women. A PRISMA diagram illustrating the study 
selection process can be found in Fig. 1.

Authors used a structured and systematic data abstrac-
tion process to record data on study elements. All 
authors developed the abstraction form collaboratively, 
pilot tested the form on five articles, and deemed that no 
changes to the form were necessary. The process of arti-
cle abstraction and comparison of data was conducted by 

all authors, and any discrepancies were discussed until 
consensus was reached. The abstraction form included 
inclusion and exclusion criteria, study design, sam-
ple, independent and dependent variables, assessment 
measures, and results. The abstraction process included 
results relevant to college women samples only.

Results
Information collected on study design, measured out-
comes, and evidence on the relationship between sexual 
violence and sexual functioning can be found in Table 1.

Study designs
Findings yielded 21 studies that have examined the 
impact of sexual violence experiences on sexual function-
ing among college women [10, 13–19, 24, 25, 27, 32, 33, 
38–45]. All studies except one [19] were cross-sectional 
in nature, using self-report survey-based designs. The 
study by Bird and colleagues [19] was experimental in 
nature.

Sample characteristics
Five of the 21 studies [10, 14, 17, 27, 41] examined the 
impact of sexual violence on sexual functioning among 
different subsets of the same sample of college women. 
Thus, the association between sexual violence and sexual 
functioning among female college survivors has been 
examined in 16 unique samples. Additionally, 2 of the 
21 studies utilized samples that were recruited from col-
lege but involved both college women and community-
residing women [19, 40], and did not distinguish between 
which women in the sample were college women or com-
munity residing women. Notably, all but one [16] studies 
focused on a typical 4-year university. Lemieux and Byers 
[16] focused on both community college and 4-year uni-
versity women without examining differences between 
the two. No study has focused solely on community col-
lege women survivors. The earliest study was published 
in 1983 [43], and the latest studies were published in 2020 
[10, 45]. Across studies, samples were primarly white and 
heterosexual (see Table 1).

Measurement of sexual violence experiences
Seven studies focused on survivors of CSA only [13, 15, 
19, 38, 40, 42, 44]. There was also variability in the defi-
nitions used to distinguish between childhood and ado-
lescent sexual violence. For example, four studies utilized 
Finkelhor’s [46] definition to classify CSA, which involves 
experiencing sexual noncontact or contact by a perpetra-
tor who is at least 5 years older than the survivors, was 
a caretaker or an authority figure, or used some form of 
coercion or force was used to secure the survivors’ par-
ticipation [13, 15, 38, 40]. Varied age cut-off criteria were 
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used to define CSA across these four studies. For exam-
ple, two studies used 18 years and below as the age cut-
off [13, 40], one used 16 years and below [15], one used 
12  years and below [44], and one did not specify any 
age cutoff [38]. Bird and colleagues [19] used the Child-
hood Trauma Questionnaire-sexual abuse subscale [47] 
to assess CSA, without specifying any age cutoff. Kinzl 
and colleagues [42] used a self-designed CSA checklist, 
again without specifying any age cut off. Lastly, Rellini 
and Meston [44] used an adapted measure of CSA and 
defined it as activities involving genital touch, oral sex, 
anal penetration, or vaginal penetration before the age of 
12.

Four studies focused on survivors of ASA only [17, 
24, 25, 43]. Whereas three of the studies [17, 24, 43] 
defined ASA as unwanted sexual experiences occurring 
after the age of 14 and used varied versions of the Sex-
ual Experiences Scale to measure ASA [48, 49], Turchik 

and Hassija [25] used Sexual Coercion Tactics Scale 
[50] which as the age cut-off criteria of 16 and above.

Eight studies assessed for experiences of both CSA 
and ASA within the study sample [10, 14, 16, 18, 27, 32, 
41, 45]. All but one [16] used Finkelhor’s [46] defini-
tion to classify CSA. Lemieux and Byers [16] restricted 
measurement of CSA to contact behaviors (e.g., touch-
ing, fondling, intercourse) before the age of 13. Of the 
remaining studies, all except one [32] used the age 
cutoff of 14 and below. Bartoi and Kinder [32] used 
16 years and below as the age cutoff for CSA. Further, 
all but one [32] of the studies used varied versions of 
the Sexual Experiences Scale to measure ASA [48, 49] 
with the age cutoff of 14 and above. Bartoi and Kinder 
[32] used the age cutoff of 16 and above to classify 
ASA. Lastly, two studies assessed for lifetime history 
of sexual violence [33, 39] and thus did not provide age 
cutoff.

Fig. 1 PRISMA flow diagram. Systematic identification of studies that evaluated sexual functioning in college women who experienced sexual 
violence. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses
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Indicators of sexual functioning
Across 21 studies, there was variability in the indicators 
of sexual functioning measured. Eleven studies examined 
overall sexual functioning [16–18, 25, 27, 33, 38–41, 44], 
seven studies examined sexual satisfaction [13, 24, 32, 38, 
43–45], and three studies evaluated sexual self-esteem 
among survivors [14–16]. One study examined sexual 
schema which evaluated women’s view of themselves 
as sexual persons from a negative (i.e., embarrassment/
conservatism) to positive (i.e., romantic, open) dimen-
sion along with erotophilia (i.e., participant’s affective 
response to certain sexual behaviors or stimuli) [17]. One 
study evaluated sex-related guilt [18]. One study meas-
ured levels of sexual arousal after watching an erotic 
video along with sex-related dissociation [19], whereas 
one study assessed sexual avoidance/aversion and asser-
tiveness [10].

Prevalence rates of sexual dysfunction
Only three studies provided prevalence rates of sexual 
dysfunction [33, 40, 42] with two using the DSM-III cri-
teria [40, 42] and one using the DSM-IV diagnostic cri-
teria [33]. Among women with history of CSA, 65% of 
survivors met DSM-III criteria for one or more sexual 
dysfunctions. Specifically, 50% reported inhibited sex-
ual desire, 45% inhibited orgasm, 35% inhibited sexual 
excitement, 25% dyspareunia, and 10% vaginismus [40]. 
Another study evaluated prevalence rates of sexual dys-
function based on whether women experienced a single 
incident of CSA or multiple [42]. The authors found that 
among college women who had experienced single inci-
dent CSA, 11.1% met criteria for sexual pain disorders, 
11.1% met criteria for sexual desire/arousal disorder, and 
27.8% met criteria for orgasm disorder. The prevalence 
rates across domains increase exponentially when exam-
ining women with multiple incident CSA. Among these 
women, 15.4% met criteria for sexual pain disorder, 30.8% 
met criteria for sexual desire/arousal disorder, and 42.3% 
met criteria for orgasm disorder. The last study found 
among college women history of lifetime sexual violence, 
83% (n = 167) experienced problems with sexual dysfunc-
tion, whereas around 44% (n = 167) of participants with 
at least one sexual dysfunction problem reported a his-
tory of lifetime sexual violence [33].

Impact of CSA on sexual functioning
Seven studies examined the impact of CSA on sexual 
functioning [13, 15, 19, 38, 40, 42, 44] among adult col-
lege women and demonstrated mixed findings for psy-
chological aspects of sexual functioning. Two studies 
found that women with and without history of CSA do 
not differ on sexual satisfaction [13, 38]. Specifically, 
Meston and colleagues reported that women with and 

without history of CSA did not differ on global sexual 
satisfaction and as well as specific domains such as sex-
ual contentment, sexual competence, sexual communi-
cation, and sexual compatibility. However, two studies 
found women with history of CSA reported less satisfac-
tion (overall and specific components such as decreased 
frequency of intercourse, poorer quality of communica-
tion, and poorer quality of orgasm) [40] and less sexual 
distress [44]. One study found that CSA severity was 
not associated with sex-related dissociation [19]. Three 
studies noted compared to women without history of 
CSA, and women with history of CSA do not differ on 
sexual functioning [38, 44], sexual information [40] atti-
tudes [40] experience [40], or fantasies [40]. Along this 
vein, another study found that history of CSA was not 
associated with sexual adjustment and self-esteem [15]. 
In contrast, one study found that history of CSA was 
associated with increased variety of sexual fantasies and 
experiences, increased unrestricted sexual behaviors, 
attitudes, and fantasies [13]. Similarly, whereas one study 
found that women with history of CSA demonstrated 
poorer body image [40], another study found that history 
of CSA was not associated with body image [13]. Lastly, 
one study found that specific abuse characteristics (i.e., 
vaginal penetration, fear at the time of the abuse, familial 
relationship with the perpetrator, and chronic frequency 
of the abuse) were associated with sexual satisfaction but 
not with sexual function [44].

Studies also find mixed evidence for physical aspects of 
sexual functioning. Specifically, two studies noted com-
pared to women without history of CSA, and women 
with history of CSA do not differ on sexual drive [40]. 
Similarly, one study found that history of CSA was not 
associated with avoidance of sexual activity, sexual desire, 
orgasmic capacity, having an orgasm, or anorgasmia [15]. 
In contrast, one study found that history of CSA was 
associated with lower sexual drive and increased mastur-
bation [13]. One study found the survivors of repeated 
incidents of CSA significantly demonstrated more sexual 
dysfunction, as qualified by DSM-III, than those who 
experienced one incident of CSA or did not experience 
it all [42]. The authors also reported that individuals who 
did not experience CSA and those who experienced one 
incident of CSA did not differ on sexual functioning.

Impact of ASA on sexual functioning
Four studies have examined the impact of ASA on sexual 
functioning and found consistent associations between 
ASA and psychological (sexual satisfaction, sexual com-
patibility, and sexual concerns) and physical (desire and 
ability to achieve orgasm) functioning [17, 24, 25, 43]. 
One study found that ASA severity was associated with 
sexual satisfaction such that women who experience 
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sexual contact or rape reported less sexual satisfac-
tion compared to those who experience pressure and/
or coercion. One study found that women history of 
ASA reported less sexual compatibility with their sexual 
partners and higher levels of sexual concerns (but not 
global sexual contentment and sexual communication 
satisfaction) compared to women without history of SA 
[24]. Two studies found that ASA severity was associated 
with sexual functioning [25, 43]. Specifically, women who 
reported experiencing sexual contact, sexual coercion, 
or rape were more likely to report a lack of sexual desire 
compared with those who reported no violence [25]. In 
addition, women who reported experiencing rape were 
more likely to report difficulty achieving orgasm com-
pared with those who reported no violence [25].

Impact of ASA‑related labeling
Two studies found that labeling of ASA also had an 
impact on both psychological and physical aspects of 
sexual functioning [17, 24]. Specifically, one study found 
that labeling of ASA as assault was indirectly associated 
with greater levels of sexual lubrication difficulties and 
sexual dissatisfaction (but not sexual desire, arousal, 
orgasm, and pain) via anxious coping (but not avoidance 
and cognitive coping) [17]. Similarly, another study found 
that survivors who label their ASA experiences as sexual 
assault demonstrated significantly more sexual concerns 
than those without history of sexual assault [24]. How-
ever, the authors found that survivors who did not label 
their ASA experiences as assault were not significantly 
different from those labeled on sexual functioning.

Impact of ASA‑related psychological symptoms
Four studies examined how psychological symptoms 
impacted physical and psychological aspects sexual 
functioning among ASA survivors [10, 24, 27, 41]. ASA-
related intrusive symptoms were associated with orgasm 
difficulties and sexual distress [27]. Another study found 
that increased anxiety and greater post-traumatic symp-
toms mediated the relationship between ASA and fewer 
sexual difficulties, but only post-traumatic symptoms 
mediated the relation between ASA and greater orgasm 
difficulties and ASA and greater sexual pain [41]. Fur-
ther, increased depression symptoms also mediated the 
relation between ASA and greater sexual pain. The third 
study found that depression accounted for the majority 
of sexual concerns between individuals with and without 
history of ASA, suggesting that depressive affectivity may 
explain differences in sexual concerns between these two 
groups [24]. The fourth study reported that ASA-related 
post-traumatic stress symptoms did not mediate the rela-
tionship between ASA and sexual aversion [10].

Impact of joint experiences of CSA and ASA on sexual 
functioning
Eight studies assessed for both CSA and ASA within 
the study sample [10, 14, 16, 18, 27, 32, 41, 45].

Differential impact of CSA and ASA
Five studies examined the differential impact of both 
CSA and ASA [14, 16, 18, 27, 32]. One found that a his-
tory of CSA was uniquely related to lower control sex-
ual self-esteem, whereas history of ASA was uniquely 
related to greater erotophilia and more positive roman-
tic/passionate sexual self-schema yet lower control, 
attractiveness, and moral/judgment sexual self-esteem 
[14]. Further, one study found that women who expe-
rienced penetration during CSA reported lower sexual 
self-esteem than those who experienced fondling dur-
ing CSA or did not experience CSA [16]. Two studies 
found that that ASA, and not CSA, had a detrimental 
impact on sexual satisfaction [16, 32]. One reported 
that women with history of ASA reported more sex-
ual dissatisfaction and higher levels of nonsensuality 
compared to women with history of CSA and women 
without a history of sexual violence [32]. Further, the 
authors reported that women who were sexually abused 
in childhood did not differ on indicators of sexual func-
tioning from women who were not victimized. Lastly, 
another study found that ASA severity (but not CSA 
severity) was associated with lubrication difficulties 
and sexual distress [27].

In contrast, five studies [10, 18, 27, 32, 41] find that 
neither ASA nor CSA were related to certain physi-
cal and psychological indicators of sexual functioning. 
For example, studies report that neither ASA nor CSA 
were related to sexual aversion [10], sexual arousal [27], 
orgasm difficulties [27], sexual functioning [41], anor-
gasmia [32], sexual avoidance [32], sexual noncommu-
nication [32], vaginismus [32], fantasies [18], sex drive 
[18], sexual satisfaction [18], and sex guilt [18].

Additive impact of CSA and ASA
Two studies have examined additive impact of both 
CSA and ASA [14, 16]. The authors found experienc-
ing both CSA and ASA was not significantly related to 
any sexual functioning indicators, including pain, lubri-
cation, orgasm, desire, arousal, and overall satisfaction 
[14], compared to survivors who experienced only CSA 
or ASA. Another study found contrasting results and 
indicated that compared to revictimized women, the 
women who had experienced CSA only had fewer sex-
ual problems and lower sexual self-esteem [16].
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Impact of lifetime history of sexual violence
Four studies assessed lifetime history of sexual violence 
[32, 33, 39, 45] and largely found that lifetime history of 
sexual violence was related to adverse sexual function-
ing outcomes. One found that maladaptive sex motives 
(reduce their negative affect, improve their self-esteem, 
and obtain approval or avoid censure from their peers 
and sexual partners) mediated the relation between life-
time rape history and sexual satisfaction [45]. Another 
study reported that participants with a lifetime his-
tory of sexual violence were also about two times more 
likely to have difficulties with sexual functioning [39]. 
Another study found that women with history of life-
time sexual violence were 0.4 times likely to experience 
with female sexual interest/arousal problems and 0.7 
times likely to experience female orgasmic problems 
[33]. In contrast to these three studies, one study found 
that women with lifetime history of sexual violence did 
not differ from those without a history of violence on 
interpersonal communication with sexual partner [32].

Discussion
The purpose of the current review is to synthesize what 
is known about the relation between sexual functioning 
and sexual violence among college women. Specifically, 
the review aimed at identifying the prevalence of sexual 
dysfunction among college women with history of sexual 
violence. Additionally, results were synthesized to deter-
mine the sexual functioning correlates of both CSA and 
ASA among college women. Findings suggest that CSA 
is not uniformly related to varied indicators of sexual 
functioning among college women. For example, whereas 
two studies found that women with and without history 
of CSA do not differ on sexual satisfaction [13, 38], one 
study found women with history of CSA reported less 
sexual satisfaction [40]. Similarly, whereas one study 
found a history of CSA was associated with poorer body 
image [40], another study found that history of CSA was 
not associated with body image [13]. One study also 
report that CSA severity [27] is not associated with sex-
ual functioning outcomes. Findings are in contrast with 
prior reviews on sexual functioning and CSA which note 
a positive association between CSA and poorer sexual 
functioning [20, 28, 29].

Our findings may contradict prior reviews [20, 28, 
29] for several reasons. Firstly, this is the first system-
atic review on this question, and previous reviews were 
all narrative. Thus, studies that may show nonsignificant 
findings between CSA and sexual functioning may not 
be included in the prior reviews. Secondly, the review 
conducted by Pulverman and colleagues [20] notes that 
associations between CSA and sexual functioning are 
examined in predominantly clinical and community 

samples. For example, only 2 of the 12 studies exmained 
in this review included college sample. Thus, findings of 
current review in conjuction with prior review suggests 
that CSA may not be relevant for all indicators of sexual 
functioning among nonclinical college samples.

Thirdly, there is considerable variability in how sexual 
functioning indicators were mesaured across the studies. 
For example, one study examined sexual satisfaction [38], 
and two studies also examined body image as an indica-
tor of sexual functioning [13, 40]. Jackson and colleagues 
measured global sexual satisfaction as well as satisfac-
tion within specific such as decreased frequency of inter-
course, poorer quality of communication, and poorer 
quality of orgasm [40]. However, Meston and colleagues 
[13] defined sexual satisfactions as including global sex-
ual satisfaction and a range of specific sources of sexual 
dissatisfaction, including sexual contentment, sexual 
competence, sexual communication, and sexual compati-
bility [13]. Both studies found contrasting results indicat-
ing that CSA may be relevant for certain aspects of sexual 
satisfaction (e.g., poorer quality of orgasm) as opposed 
to others (e.g., sexual competence) [13, 40]. Additionally, 
Alexander and Lupfer [38] did not define sexual satisfac-
tion or provide a measure description with citation which 
may also contribute to variability in results. Lastly, abuse 
characteristics (rather than the presence versus absence 
of CSA) may be associated with sexual functioning. For 
example, one study found that experiencing multiple 
incidents of CSA rather than one incident may lead to 
poorer sexual functioning [42]. Another study found that 
vaginal penetration, fear at the time of the abuse, familial 
relationship with the perpetrator, and chronic frequency 
of the abuse were associated with sexual satisfaction [44]. 
Thus, future studies investigating link between CSA and 
sexual functioning must examine in the role of abuse 
characteristics [51].

In contrast to the link between CSA and sexual func-
tioning among college women, findings from current 
review suggest that both history of ASA and severity is 
consistently linked to varied psychological aspects of 
sexual functioning indicators such as less sexual com-
patibility with their sexual partners [24], higher levels 
of sexual concerns [24], and less sexual satisfaction [43]. 
Additionally, history of ASA is associated with physiolog-
ical aspects of sexual functioning as well such as a lack 
of sexual desire [25] and difficulty achieving orgasm [25]. 
Results are in line with prior systematic review on MST, 
a specific and unique form of ASA, and sexual function-
ing [31] that found a consistent relation between MST 
and sexual functioning among women veteran samples. 
The differential impact of ASA and CSA on sexual func-
tioning among college women is reported by two studies 
[27, 32]. The two studies found that ASA severity (but not 



Page 13 of 17Bhuptani et al. BMC Global and Public Health            (2024) 2:29  

CSA severity) was associated lubrication difficulties and 
sexual distress [27], and history of ASA (but not CSA) 
was associated with greater reported sexual dissatisfac-
tion and higher levels of nonsensuality [32]. Thus, find-
ings suggest that experiences of ASA must be attended to 
especially when working with college women with prob-
lems related to sexual functioning. Additionally, different 
mechanisms and thus different interventions may be sali-
ent in the association between ASA and physical aspects 
sexual functioning as well as ASA and psychological 
aspects of sexual functioning, a topic of future inquiry.

Review findings also suggest that the relation between 
ASA and sexual functioning is complex and nuanced. As 
a matter of fact, anxious coping [17], ASA-related intru-
sive symptoms [27], anxiety [41], and depressive affec-
tivity [24, 41] mediate the relation between ASA and 
sexual functioning indicators. In addition to being com-
mon post-assault experiences [8], depression and anxi-
ety share a bidirectional relation with sexual functioning 
such that increased depression/anxiety is associated with 
poorer sexual functioning and vice versa [52, 53]. Find-
ings suggest that ASA experiences on their own may not 
contribute to poorer sexual functioning but rather psy-
chological distress following an experience of ASA may 
contribute to poorer sexual functioning. Findings have 
specific implications for research and practice. Firstly, 
empirical investigation of sexual functioning and sexual 
violence must also investigate the impact of psychological 
distress on sexual functioning. Secondly, clinicians who 
work with clients who have a history of sexual violence 
and psychological distress must attend to challenges with 
sexual functioning. Lastly, although not investigated in 
the studies included in the review, gender norms may 
also play a salient role in the relation between sexual vio-
lence and sexual functioning. For example, within the US 
context, heterosexual sexual scripts largely guide sexual 
activity and assume that women will conform to feminine 
gender norms (e.g., passivity) and men will conform to 
masculine gender norms (e.g., assertiveness), and great 
gender conformity is associated with lower sexual sat-
isfaction for women [54, 55]. The very act of sexual vio-
lence may reinforce these gender scripts leading to lower 
sexual functioning. Thus, future studies should examine 
the role of gender norms in the relation between sexual 
violence and sexual functioning.

Only three studies have provided prevalence of female 
sexual dysfunction reported by college women with his-
tory of sexual violence [33, 40, 42]. Two studies found 
that among college women with history of CSA, 11–65% 
of survivors met DSM-III criteria for one or more sexual 
dysfunctions [40, 42], whereas another study among col-
lege women with lifetime history of sexual violence found 
that 83% of survivors experienced problems with sexual 

dysfunction [33]. The prevalence rate of sexual dysfunc-
tion is higher than prevalence of female sexual dysfunc-
tion reported by college women in general (35–42%) [56, 
57] and community women (12–50%) [58–60]. Thus, 
findings highlight the detrimental impact of sexual vio-
lence on sexual functioning. However, additional future 
research is required to determine the prevalence of sexual 
dysfunction among college women survivors. Addition-
ally, future studies should consider using diagnostic clini-
cal interviews for female sexual dysfunction disorders 
and include all relevant diagnostic criteria to improve the 
accuracy and specificity of prevalence of sexual dysfunc-
tion in this overlooked population.

Findings also suggest the importance of examining 
varied indicators of sexual functioning, beyond those 
defined by the DSM-5 as results highlight that experi-
ences of sexual violence may be associated with certain 
sexual functioning indicators that are not captured by 
the DSM-5 criteria for sexual dysfunction [e.g., sexual 
compatibility [24] or sex-related dissociation [19]]. Addi-
tionally, there is need for uniformity in measurement of 
similar domains of sexual functioning. Specifically, there 
is difference in conceptualization of similar domains of 
sexual functioning within studies evaluating similar out-
comes such as sexual functioning [17, 18, 25, 27, 33, 38–
41] or sexual satisfaction [13, 24, 32, 38, 43, 45], However, 
varied conceptualization may contribute to inconsistent 
findings noted in the review. Developing uniformity in 
measurement is recommended to improve understand-
ing of the link between sexual functioning and sexual 
functioning.

All studies evaluated in this review are using the typical 
4-year university samples, which overlooks community 
college women. Sexual violence is a pervasive concern 
among community college women as well with research 
estimating that 25% of women experience sexual vio-
lence prior to entering community college [61] and 12.7% 
of women experience sexual violence while enrolled in 
community college [62]. Further, compared to students 
enrolled at 4-year colleges, women at community colleges 
display particularly higher rates of sexual risk behaviors 
and greater physical and mental health concerns [63–65]. 
Thus, it is imperative that the outcomes of sexual vio-
lence, particularly sexual functioning, must be evaluated 
among college community samples as well. It should also 
be noted that two of the studies included in the review 
[19, 40] include both college women and women residing 
in the community, but did not distinguish between these 
two groups in the study sample. Future research should 
take care to ensure that groups are clearly delineated, so 
that outcomes that might be utilized to inform practice, 
intervention and prevention activities in college health 
centers can be readily delineated from the research.
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Relatedly, samples in studies identified in the review 
were predominantly White and heterosexual which 
limits investigation into how race and sexual orienta-
tion may impact relation between sexual violence and 
sexual functioning. Racial and sexual minority women 
experience sexual violence at disproportionately higher 
rates compared to White and heterosexual women [66]. 
Racial and sexual minority individuals also rate higher 
or lower on varied aspects of sexual functioning. For 
example, African-American women reported greater 
levels of sexual satisfaction compared to White women 
[67]. Another study found that Black women tend expe-
rience lower desire and decreased pleasure compared to 
White women, whereas White women report experienc-
ing more sexual pain compared to Black women [60]. 
Similarly, women report differently on sexual function-
ing based on their sexual identity [68]. For example, a 
meta-analysis demonstrated that lesbian women experi-
ence more orgasms than heterosexual women [69]. Given 
these important racial and sexual differences in preva-
lence of sexual violence and sexual functioning, future 
studies that oversample for racial and sexual minority 
are needed to investigate how race or sexual identity may 
impact the relation between sexual violence and sexual 
functioning.

Notably, none of the studies examining ASA and sexual 
functioning distinguished between assault experienced 
before college and during college [17, 24, 25, 43]. Stud-
ies used the cut-off age of 14 [10, 17, 24, 27, 41, 43, 45] 
and 16 years old to classify ASA [25, 32] and thus did not 
examine the impact of assaults experienced while in col-
lege. This is an important limitation as 1.8–34% of college 
women expereince sexual assault while they are in col-
lege [3]. Additionally, college women are at an important 
development stage for sexual development as a majority 
of college students are engaging in sexual activity [70]. 
Thus, it is important to investigate the impact of college 
sexual assault on sexual functioning of college women.

Additionally, the current review highlighted that all 
studies investigating the link between sexual violence and 
sexual functioning among college women are cross-sec-
tional in nature. Further, the relation between sexual vio-
lence and sexual functioning has been examined only in 
14 unique samples. Thus, there is need for more research 
with rigorous study designs, including longitudinal 
designs and experimental designs, in order to increase 
confidence in findings. Longitudinal research on the rela-
tionship between sexual violence and sexual functioning 
in college women before, during, and after college could 
begin to explore potential causal relationships among 
these variables. Meta-analyses that examine for publica-
tion bias would help in improving clarity of the results. 
Further, use of randomized controlled trials of treatments 

to address sexual functioning following sexual violence 
could also help to explicate the mechanisms through 
which sexual violence and poorer sexual functioning are 
associated. Burgeoning evidence from RCT shows that 
such cognitive behavioral therapy [71] and psychoedu-
cational training [72] are effective in improving sexual 
dysfunction and need to adapted and evaluated among 
survivors of sexual violence. Further, evidence suggests 
that it is not enough to treat post-trauma distress to 
improve sexual functioning. For example, a meta-ana-
lytic review that included four RCTs found that PTSD 
treatment did not improve sexual functioning in women 
with histories of sexual violence [73]. The authors con-
cluded that psychological treatment for PTSD has no 
effect on sexual problems. One of the limitations noted 
by the meta-analysis was that most interventions did not 
actively target sexual problems. Thus, future research 
focused on designing and evaluating sexual functioning 
intervention for sexual violence survivors is required. 
Along this vein, the burden of improving sexual function-
ing should not only be on survivors. Trauma-informed 
couple-based sexual functioning interventions [74] 
should be developed and evaluated. Apart from design-
ing interventions focused on sexual functioning, sexual 
assault prevention programs provided by college student 
health and education personnel should address potential 
sexual functioning outcomes following sexual violence. 
For example, the Enhanced Assess, Acknowledge, Act 
(EAAA) program utilizes a positive sexuality framework 
[75]. The program empowers women, including survi-
vors, with skills focused on enhancing positive sexual 
experiences such as increased awareness of women’s 
own sexual desire and confidence in asserting in sexual 
situations.

Limitations
Findings of the review should be interpreted in the con-
text of limitations. Firstly, one of the inclusion criteria for 
the systematic review was to include peer-reviewed arti-
cles in order to maintain the quality of studies included in 
the review. Given that there can be publication biases with 
research, future systematic review should include disserta-
tions as well as non-published studies that may report non-
significant effects. Secondly, studies on sexual functioning 
may inadvertently exclude survivors who may choose to 
abstain from sex. Specifically, measures of sexual func-
tion [e.g., Female Sexual Function Index [76]] were devel-
oped for women who are sexually active and may fail to 
take into account the sexual function of survivors histories 
who abstain from sexual activity. Different profiles of char-
acteristics (e.g., mental health symptoms, assault history) 
may emerge for survivors who abstain from sexual activ-
ity. Thus, future reviews should focus on expanding the 
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definition of sexual functioning to include survivors who 
are not engaging in sexual activity.

Conclusions
The current systematic review highlighted the positive 
link between sexual violence and worsened sexual func-
tioning outcomes among college women. Review dem-
onstrated that the relation between sexual violence and 
sexual functioning has been examined in only 14 unique 
samples. Findings suggest a lack of uniformity in defini-
tion and measurement of sexual functioning. Results also 
highlighted the need to examine the association between 
sexual violence and sexual functioning using longitudinal 
studies. Post-assault distress such as anxiety and depression 
contributes to sexual dysfunction among college women 
survivors. Future studies on community college women, 
longitudinal studies, and RCTs evaluating interventions for 
sexual functioning are required.
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