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Background
South Africa has one of the highest rates of sexual violence in the world [1], with females 

comprising over 90% of the reported rape victims [2]. Residual outcomes among rape 
survivors in South Africa are complex, including clinical presentations of depression and 
post-traumatic stress disorder (PTSD) [3,4] as well as a range of somatic symptoms and/or 
physical complaints (e.g., somatic, neurological, gastrointestinal symptoms, musculoskeletal 
issues, cardiopulmonary symptoms, to gynecological concerns-painful intercourse, pelvic 
pain, and abnormal menstruation) [5-8]. Given of presentation of comorbid physical and 
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Abstract
Introduction: South Africa has one of the highest rates of sexual violence against females in the 

world [1,2]. Residual outcomes among rape survivors in South Africa are complex, and include symptoms 
of depression, and post-traumatic stress (PTSS) [3,4] as well as physical and gynecological problems 
[5,6]. While South African rape survivors report physical and mental health symptoms [7]. We know little 
about the internal (i.e. self-management) and external (i.e. support from others) coping strategies that 
they use over time.

Objectives: This study conducted secondary analyses of South African female rape survivors who 
reported experiences of rape within six months of being interviewed and compared their physical and 
mental health, coping strategies, rape myths and social undermining of friends and families one year 
later. The goal is to foster a discussion of post-rape outcomes that may be utilized to develop recovery 
interventions for South African women rape survivors who may seek gynecological care and related 
health care services.

Method: Participants self-reported demographic data, physical health symptoms including 
gynecological symptoms (i.e. pain during sex), post-traumatic stress and depression, coping strategies, 
rape myths, and social undermining at baseline and 12-month follow up.

Results: Similar to the parent study (n=248), the present sample of women (n=77) were 18-50, 
on average 27 years of age, single (88%), unemployed (75%) and low-income with few resources, but 
were more educated. T tests and chi-square tests were performed to compare physical health symptoms, 
symptoms of post-traumatic stress and depression, coping styles, rape myths and social undermining at 
baseline and 12-month follow-up. High levels of post-traumatic stress and moderate levels of depression, 
overall physical symptoms, and specific gynecological complaints were maintained over time. Women 
increased their use of several personal coping strategies, and a decrease in emotional support. They 
reported an increase in social undermining from family and friends and endorsed more rape myths over 
the study period.

Conclusion: Gynecologists and other health providers treating South African women need to assess 
histories of nonconsensual sexual experiences (rape) and mental health issues when patients present 
with physical symptoms that may have been trauma-induced and refer them for more care. Although 
their use of coping strategies increased, women’s mental and physical health symptoms persisted over 
time. Rape survivors may have required more targeted support to cope with mental and physical health 
symptoms. Gynecological care and behavioral interventions tailored to address the sociocultural context 
in which these experiences occur are needed to mitigate the negative-and persistent-health consequences 
of rape and to increase their gynecological health.

Keywords: Rape; South Africa; Women; Physical symptoms; Gynecological symptoms; Post- traumatic 
stress symptoms
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mental symptoms, survivors of rape may initially present in 
primary care settings with diffuse pain, placing their treatment 
firmly with primary care and/or women’s specialty clinicians [8-
11]. More care, however, may be needed.

The cultural and historical context of rape in South Africa is 
important to consider when conceptualizing post-rape health 
outcomes. During the apartheid era, rape was used “as a weapon” of 
oppression of South Africa’s Black population which reinforced it as 
an unavoidable circumstance of life for many South African women 
[12]. Other factors affecting the societal context and attitudes toward 
rape include unsupportive social environments, stigma, victim-
blaming, self-blame in victimized individuals [13,14], and gender 
inequalities which pervade society [15]. Since the end of apartheid, 
significant legal and political advances have been made to preserve 
the rights of South African women. However, the lived experiences 
of women in South Africa are not necessarily compatible with their 
realities as rape survivors [16-18]. Thus, Womersley & Maw [19] 
note that the social-cultural context for which recovery takes place 
may have a negative impact on the recovery of rape survivors, which 
may compromise coping resources. Social responses to the violence 
also influence the mental health functioning of the victim [20]. It is 
likely that women report physical symptoms in primary health and 
women’s health clinic settings and the undisclosed mental health 
sequelae may exacerbate the long-term effects of rape, particularly 
in limited-resource settings such as the North West and Limpopo 
provinces of South Africa.

The discussion of the sociocultural contexts along with the 
wide range of residual post-rape symptomatology and recovery 
efforts, is not well understood. The present study of 77 South 
African women utilizes secondary analyses of 248 rape survivors 
from two rural South African clinics who were interviewed within 
6 months of their rape experiences. Changes in their initial reports 
are compared on symptoms of physical, gynecological and mental 
health complaints, coping strategies, and thoughts about rape 
among South African women one year later. The goal of this work 
is to better inform health providers such as gynecologists and 
develop behavioral interventions to minimize lasting adverse 
physical, gynecological and mental health outcomes for South 
African women rape survivors.

Methods

Participants

A total of 77 women, 18 to 50 years old, who reported having 
been raped within the past six months were eligible participants 
and were recruited from one of two rural rape care clinics in 
the South African provinces of North West (58.4%, n=122) and 
Limpopo (41.6%, n=87) by lay counselors in the clinics.

Procedure
The present investigation is a secondary analysis of a larger 

longitudinal study (n=248) named the Fulufhelo (Hope) project 
aimed to evaluate South African female rape survivors who reported 
experiences of rape within six months of being interviewed. 
Women were recruited by counselors working at Thuthuzela Care 

Centers to receive post-rape test results (i.e., pregnancy, sexually 
transmitted infections, HIV) during a follow-up appointment. All 
counselors had a high school education and completed at least six 
weeks of training in basic counseling techniques for individuals 
reporting traumatic life experiences. The consent forms were read, 
and study implications explained to potential participants using 
one of two South African languages (i.e., Setswana, TshiVenda). 
Each participant was informed of their right to refuse or terminate 
participation in the study before data collection. Participants were 
provided with $10.00 meal vouchers as compensation for their 
time (for greater detail [21]).

Per the original study, there was significant participant dropout 
of women with less education, which impacted the present study 
sample (n=77). It is possible that these women may have moved 
away from the area in search of employment, although more study 
is needed to determine the reasons for dropout [21]. This study 
conducted secondary analyses and compared their physical and 
mental health, coping strategies, rape myths and social undermining 
of friends and families one year later.

Measures
Table 1: Demographic Characteristics of Participants Recruited 
from South African Health Care Centers (n=77).

Measures M(SD)

Age 27.5 (10.8)

Marital Status*  

Married 9 (11.7%)

Not Married 68 (88.3%)

Relationships Status**  

Not in relationship 22 (29.33%)

Dating 23 (30.67%)

Living with one partner 30 (40%)

Education**  

Less than high school 52 (68.42%)

High school of higher 24 (31.58%)

Working Status  

Part/full time 15 (20.55%)

Not working 58 (79.45%)

Level of Income  

$0-$64 52 (72%)

>$64 20 (28%)

Demographic data. Participants provided basic demographic 
data (e.g., age, marital/relationship status, level of education, 
working status, income) (Table 1). More information about the 
measures used can be found in Wyatt et al. [21]. The Patient 
Health Questionnaire Physical Symptoms (PHQ-15). The PHQ-
15 is a 15- item self-report questionnaire that assesses several 
domains of somatic symptoms [22]. Nine items were selected that 
represent common somatic symptoms reported after rape (e.g., 
stomach pains; constipation; menstrual cramps and/or pelvic 
pain; headaches; trouble sleeping). Each item was scored using a 
3-point Likert scale, with 1 indicating the absence of the symptoms 
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and 2 and 3 indicating the severity of symptoms. The coefficient 
alpha for the 9 items in this sample was 0.76, suggesting acceptable 
reliability.

Post-traumatic Stress Diagnostic Scale (PDS). Post-traumatic 
stress symptoms were measured using the 17-item PDS [23,24]. The 
PDS was developed based on the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV) criteria and includes questions 
regarding avoidance/numbness, physiological arousal, and re-
experiencing/intrusive thoughts (e.g. “Did you relive the traumatic 
event, acting or feeling as if it were happening again?”). Participants 
were asked to rate how often each symptom had bothered them in 
the past month on a 4-point Likert scale from “Not at all” to “Almost 
always”. The coefficient alpha for this sample was 0.92, suggesting 
high reliability of the PDS.

Beck Depression Inventory-II (BDI-II). This 21-item scale is 
a widely used self-report measure of depressive symptoms [25] 
including sadness, pessimism, insomnia, and irritability. Items 
were scored on a 4-point Likert scale indicating the severity of 
symptoms; 0 representing an absence of depressive symptoms and 
3 representing severe depressive symptoms. The coefficient alpha 
was 0.93 in this sample, suggesting high reliability of the BDI- II. 
Brief COPE Inventory. This inventory consists of 28 items assessing 
the use of 14 different coping strategies utilized in response to 
stress. In this study, four 2-item subscales (positive reframing, use 
of emotional support, humor, and religion) and one 6-item subscale 
(use of active coping) were examined. The reliable sum scores were 
previously calculated for this scale for use of emotional support 
(α=.79), religion (α=.74), and active coping (α=.83) [21].

Rape Myths. The South African adaptation of the Rape 
Myth Acceptance Scale [26,27] was used to measure degrees of 
acceptance of various rape myths (e.g., “Many rapes happen because 
women lead men on”). The scale is a 6-item self-reported measure 
utilizing a 4-point Likert scale (from 1 “Disagree” to 4 “Agree”). The 
reliable sum score was calculated (r=.81) [21]. Social Undermining. 
Women completed a three-item questionnaire to identify whether 
an important person in their life had engaged in criticism or caused 
their life to become more difficult following the rape. The questions 
were rated on a 3-point Likert scale from “Not at all or a little” to 
“Quite a lot”. Using Cronbach’s alpha, a reliable composite social 
undermining score was calculated (α=.90) [28].

Result
Similar to the parent study (n=248), the present sample of 

women (n=77) were 18-50, on average 27 years of age, single 
(88%), unemployed (75%) and low-income with few resources, but 
were more educated. Descriptive statistics were completed for the 
full study sample at baseline, which included 77 participants who 
had completed study measurements at both time points. Overall, 
women were on average 27 years of age, single (88%), less educated 
(68%), unemployed (75%), and 68% were earning an income of 
$60.00 or less per month. About one in three (30%) of the women 
were dating and 39% of them were living with one partner when 
they reported having been raped (Table 1).

As noted in Table 2, t-tests for continuous variables and chi-
square tests for categorical variables were conducted to compare 
variables between baseline and 12-month follow-up. Physical health 
symptoms, including gynecological symptoms, PTSS, depression, 
coping styles, rape myths, and social undermining at baseline and 
12-month follow-up were performed on 77 participants who had 
completed study measurements at both time points. Specifically, 
moderate levels of physical symptoms as well as gynecological 
symptoms (e.g., menstrual cramps, pain or problems during sex) 
were found at both baseline and 12-month follow-up. No significant 
changes were found over time. In terms of mental health, PDS had 
a mean of 31.2 at baseline and 30.9 at 12-months, indicating a high 
level of PTSS that remained as high one year later. The mean score 
for the BDI-II was 9.5 at baseline and 9.3 at 12-month follow-up, 
indicating that depression symptoms were consistently moderate 
at both time points [29-32].

Table 2: T-test of study variables at baseline and 12-month follow-
up (n=77).

Measures Baseline 12-months

Physical Symptoms (PHQ-15) 12.5 (3.2) 12.8 (3.7)

Gynecological Symptoms   

Menstrual Cramps 1.3 (0.5) 1.4 (0.7)

Pain/problem During Sex 1.9 (1.2) 2.1 (1.2)

PTSS 31.2 (12.9) 30.9 (14.3)

Depression 9.5 (9.5) 9.3 (10.2)

Coping Style by Subscale   

Avoid Coping 1.9 (0.6) 2.0 (0.8)

Approach Coping 2.1 (0.8) 2.4 (0.96)

Positive Reframing 1.8 (0.8) 2.2 (1.0)

Religion 2.6 (1.3) 2.3 (1.1)

Use of Emotional Support 2.8 (1.1) 2.4 (1.1)

Rape Myths 1.5 (0.5) 1.6 (0.5)

Social Undermining 1.2 (0.43) 1.4 (0.5)

Comparisons in coping with baseline and 12-month follow-up 
were conducted using t- tests (Table 2). Significant differences were 
found with respect to active coping (t=-2.52, p=0.014), positive 
reframing (t=-3.36, p=0.0012), and humor (t=-3.32, p=0.0014) in 
the positive direction, indicating that respondents were more likely 
to use these coping strategies over time. Religion (t=2.06, p=0.0427) 
and use of emotional support (t=2.32, p=0.0232) significantly 
decreased from baseline to 12-months. Two indicators of social 
context were found to differ between baseline and 12-month 
follow-up [33-35]. Particularly, social undermining increased 
significantly (t=2.32, p=0.0232), as did respondents’ endorsements 
of rape myths in their culture (t=-2.43, p=0.0175) [36-38].

Discussion
This study describes physical health outcomes including 

gynecological symptoms, mental health outcomes, coping 
strategies, and social context changes over 12 months among 
South African women who reported experiences of rape within six 
months of being interviewed in two rural South African province 
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health care clinics. Demographically, women in this sample were 
mostly single, impoverished, and had little education. Those with 
the least education were more likely to drop out of the study after 
the initial interview. Women reported high levels of post- traumatic 
stress symptoms and moderate levels of depression symptoms that 
were sustained one year later. While an abundance of research has 
documented the negative mental health sequelae of rape among 
women, these findings highlight the importance of identifying what 
symptoms change or are sustained over time.

South African women in this sample increasingly employed 
efforts to cope on their own, in the context of the loss of support 
from others such as diminished emotional support (e.g., “I’ve been 
getting emotional support from others”), social undermining, and 
cultural rape myths that blame the survivor for the experience of 
rape. Thus, the decrease of support from others and continuance of 
mental health symptoms, and more internalized coping styles were 
correlated. Information about a wide range of post-rape health 
outcomes is needed to help women to be better informed about 
what physical, including gynecological symptoms, mental health 
symptoms as well as the potential course of recovery to expect that 
may be related to post rape experiences. Clinicians and researchers 
may utilize these findings to inform interventions that focus on the 
development of coping strategies that may be employed to address 
the physical and mental health symptoms that other survivors may 
report. It may be important to note that if families and friends may 
not be supportive of rape survivors after the initial event over time, 
it will be critical to identify how survivors develop coping strategies 
from other sources, if they do.

Women in this sample self-reported physical symptoms, 
including moderate levels of gynecological symptoms of menstrual 
cramps, and pain or problems during sex that were also sustained 
over time. This finding call attention to the need for women’s 
health providers to assess for nonconsensual sexual experiences 
and screen for mental health issues when patients present with 
gynecological symptoms. Notably, these findings suggest that the 
rape survivors’ mental and physical health symptoms persisted 
over time, despite significant increases in women’s coping 
strategies. Women described an active approach to coping with 
the trauma and also reported positive reframing their use of these 
coping strategies increased over the one-year follow-up period.

The present sample were seen in rape care clinics in their local 
rural South African provinces where fewer resources might have 
been available to them. More research is needed to determine 
if women in rural areas with limited resources adjust to rape 
experiences in the long term better than women from urban areas 
with more resources. However, there is no questions that these 
women could have benefitted from counseling about the effects 
of rape on their bodies and their psychological well-being at the 
time of and following a rape event. Without interventions tailored 
to discussing the type of support that is best for rape survivors 
and the need to continue this support over time, women might 
experience more of a burden of negative mental and physical 
health long after rape occurs. Interventions should be designed and 
tailored to target single South African women rape survivors under 

the age of 30 with a range of educational levels and resources as an 
active strategy to boost resilience and to minimize lasting negative 
physical and mental health outcomes.
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