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ABSTRACT. Military women are a unique population with occupational risks that may influ-
ence their sexual health, yet relatively little is known about specific correlates associated with
servicewomen’s sexual functioning. One thousand and four Midwestern U.S. women veterans
aged 52 years of age and younger completed a telephone interview assessing sexual assault
history, mental health, gynecologic health, and health-related quality of life. Half experienced
at least one completed sexual assault during their lifetime. Most (68%) reported sex was im-
portant in their lives, and three quarters (74%) indicated that they had engaged in sex with a
partner during the past 6 months. Almost one quarter of sexually active participants reported
painful sexual intercourse, and approximately one third (35%) acknowledged using lubricants
often to make sex comfortable. Mental health disorders (posttraumatic stress disorder, de-
pression, and substance use disorder), gynecologic injuries resulting from completed sexual
assault, and poor health-related quality of life were common in this sample and were asso-
ciated with compromised sexual functioning. Most sexually active women endorsing these
correlates were more likely to report not being emotionally satisfied with their main part-
ner. Problems with sexual functioning and pain during intercourse were associated with even
a single completed lifetime sexual assault (cLSA). These correlates should alert health care
providers to inquire regarding sensitive topics such as LSA exposure and other factors (e.g.,
painful sex, same-sex partners, and mental health). Sexual health problems are important to
address and may also signal other important health concerns.

KEYWORDS. Sexual assault, women, veteran, childhood abuse, sexual health, sexual functioning,
painful intercourse, posttraumatic stress disorder, mental health disorders
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INTRODUCTION

With U.S. women serving in combat sup-
port roles and representing 11% of the U.S. mil-
itary troops deployed to Iraq and Afghanistan
(Kennedy & Malone, 2009), the American pub-
lic has become increasingly aware of the grow-
ing number of women in the U.S. military and
the dangers they face. Currently, women com-
prise 15% of the U.S. armed forces overall
and 17% of Reserve and National Guard forces
(United States Census Bureau, 2009). Despite
the obvious physical risks associated with de-
ployment to combat environments, women
serving in the military may actually be more
likely to experience sexual trauma than combat-
related trauma. It is estimated that 23% to
30% of U.S. military women experience sex-
ual trauma during their military service (Sadler,
Booth, Nielson, & Doebbeling, 2000; Suris &
Lind, 2008), while 25% to 46% have a his-
tory of childhood sexual trauma (Polusny, 2008;
Sadler, Booth, Cook, Torner, & Doebbeling,
2001), with some women ostensibly having ex-
perienced both. Lifetime sexual assault (LSA)
prevalence for nonmilitary women is approxi-
mately 18% (Tjaden & Thoennes, 2006). There
is also some indication that sexual assault that
occurs in the military may be more traumatizing
than other types of sexual trauma due to perpe-
tration by a trusted colleague, use of weapons,
and/or frustration with poor administrative re-
sponse to the incident (Frayne et al., 1999).

A substantial body of research confirms that
the complex physical and emotional health im-
pacts of sexual violence among military women
can be both severe and chronic (Frayne et al.,
1999; Sadler et al., 2000), yet little is known
about the general sexual health of military
women. Despite awareness that LSA is endemic
in this population, most research has been lim-
ited to the impact that sexual assault occurring
in the military (SAIM) has on sexual function-
ing. One study of dysfunctional sexual behavior
and sexual concerns (such as satisfaction with
sex life) among U.S. women veterans treated for
posttraumatic stress disorder (PTSD) found that
93% had experienced sexual trauma during ei-
ther childhood or military service (Schnurr et al.,

2009). Sexual health and functioning are impor-
tant aspects of physical and emotional health
and can be key components of relationships,
self-esteem, and quality of life (Bridges, Lease,
& Ellison, 2004).

Existing research has revealed that women
veterans who were sexually harassed during
their military service or who experienced SAIM
are significantly more likely to report that they
are not satisfied with their sex life (McCall-
Hosenfeld, Liebschutz, Spiro, & Seaver, 2009;
Skinner et al., 2000). Furthermore, the odds
of being diagnosed with sexual disorders and
dysfunction are greater for women who screen
positive in the Veterans Affairs (VA) setting for
sexual harassment and/or assault (OR = 1.76;
CI = 1.34–2.31; Kimerling, Gima, Smith, Street,
& Frayne, 2007).

Women sexually assaulted during military
service report higher rates of chronic pelvic
pain and menopausal symptoms severe enough
to interfere with usual activities or lifestyle
relative to nonassaulted peers (Frayne et
al., 1999). One review of the medical and
psychological literature around sexual assault
sequelae (Weaver, 2009) found a substantial
body of evidence indicating that sexual assault
has deleterious effects on sexual functioning
in civilian female populations, including a
decrease in frequency of sexual activity, low
sexual satisfaction, and inhibited arousal and
desire dysfunctions. Sexual dysfunction is more
prevalent for women than for men in the United
States: 43% compared with 31% (Laumann,
Paik, & Rosen, 1999). Sexual dysfunction is
associated with poor physical and emotional
health and is highly associated with negative
experiences in sexual relationships and lower
overall well-being (Laumann et al., 2005;
Laumann, Paik, & Rosen, 1999).

Women’s sexual health and functioning en-
compass many domains and are dependent on
multiple variables, including history of sexual
assault trauma. The World Health Organiza-
tion’s definition of sexual health (2006) includes
a state of physical, emotional, mental, and so-
cial well-being in relation to sexuality. It also
recognizes the need for positive and respectful
approaches to sexuality and the possibility for
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pleasurable and safe sexual experiences, free
from coercion, discrimination, and violence.

Military women in particular may be a
unique population with regard to the attain-
ment of sexual health or satisfaction given their
occupational risks (e.g., extended absences
from home during training or deployments,
potentially life-threatening exposures to human
violence and destruction, and intense physical
and emotional demands that are part of
military service). This study primarily aimed to
describe U.S. women veterans’ sexual satisfac-
tion and functioning and to identify specific
correlates associated with sexual functioning
that could alert health care providers to further
explore these sensitive topics and address
treatment needs. Specific sexual satisfaction
and functioning variables studied included: the
importance of sex in participants’ lives, recent
sexual activity and satisfaction, preferences
regarding frequency of sex, emotional satis-
faction with main partner relationship, pain
during sex, and use of lubricants to make sex
more comfortable. Correlates we examined
were: sociodemographic and military charac-
teristics, completed LSA (cLSA), military and
lifetime trauma exposures (e.g., combat-zone
deployment), having same-sex sexual partners,
assault-associated genital injuries, urinary
incontinence (UI), health-related quality of life,
key mental health diagnoses, and prescription
medication use for mental health concerns.

METHODS

We used a retrospective cohort design.
Women 52 years of age and younger who
were enrolled at two Midwestern U.S. VA
Health Care Systems or outlying clinics within
the 5 years preceding the study interview (July
2005 through August 2008) were identified us-
ing electronic records. Veterans Health Admin-
istration (VHA) enrollment could have been
initiated to receive health care, complete a
disability claim, enroll in a registry, or respond
to veteran outreach. At the time of enrollment
in VHA, all women had either been discharged
from active-duty military service or were Re-

serve or National Guard servicewomen eligible
for services and classified as military veterans.
The age range and time period for study of this
VHA-enrolled sample were chosen to facilitate
the goals of the funded study from which these
data were derived (Sadler et al., 2011).

The University of Iowa Institutional Review
Board (IRB) and the Iowa City Veterans Affairs
(VA) Research and Development Committee
approved this study. An introductory letter and
consent form with a postage-paid preaddressed
return envelope were mailed to potential par-
ticipants. The letter provided participants with a
toll-free number so they could call to schedule
interviews. The IRB-approved protocol allowed
a maximum of eight call attempts to reach the
participant during varying times and days of
the week during a 2-week period. Women
who refused participation were asked why they
refused and were asked three questions related
to the original purpose of the study (gynecologic
health) to allow comparison to participants:
(1) In general would you say your health is:
excellent, very good, good, fair, or poor?; (2)
Have you ever been told you have had an
abnormal Pap smear?; and, (3) In the last year,
approximately how many times have you seen
a doctor or health care provider for gynecologic
health issues? Current contact information for
unreachable participants was searched using
directory assistance, Internet white pages,
VA’s Computerized Record System, and Lexus
Nexus (a confidential external database).

Following return of signed consents and
upon meeting inclusion criteria, participants
completed a computer-assisted telephone in-
terview. Included in this study were ques-
tions on demographics, military characteristics,
trauma exposures, physical and mental health,
and sexual functioning domains. Participants
were given $30.00 compensation for their par-
ticipation.

Research Instruments

LSA was assessed using the legal definition
of sexual assault adopted by the American
Medical Association (1995) and the American
College of Obstetricians and Gynecologists
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(2000) and commonly used in sexual violence
research. This definition includes any sexual
act that occurred without a woman’s consent
involving the use or threat of force and includes
attempted or completed sexual penetration of
the vagina, mouth, or rectum. This definition
was read to participants prior to the beginning
of that interview section. Women reporting any
sexual assault were asked specific questions
related to occurrence in different periods of
life, including childhood and adolescence
prior to the age of 18 years, between the age
of 18 years and entrance into the military,
during military service, and during postmilitary
service. Although both attempted and com-
pleted sexual assault were assessed, this article
presents sexual functioning in relationship to
completed sexual assault only and is referred
to throughout as cLSA.

Sexual functioning was assessed using items
from the Study of Women’s Health Across the
Nation (SWAN) sexual functioning inventory.
The SWAN study is a multisite, longitudinal,
epidemiologic study designed to examine the
health of women during their middle years. It
was initiated in 1994 and is currently in its 18th
year (see Cain et al., 2003). Specifically, partic-
ipants were asked the following questions: (1)
How important is sex in your life (extremely,
quite, moderately, not very, or not at all impor-
tant)? (2) During the past 6 months, have you
engaged in sexual activities with a sexual part-
ner (yes/no)? (3) How emotionally satisfying was
your relationship with your main partner (ex-
tremely, very, moderately, slightly, or not at all
satisfying)? Additional items (not in the SWAN
study) were included for this study: (3a) Would
you have been more satisfied if you had sex-
ual activity more frequently or less frequently
(more/less)? (4) How satisfied have you been
with not having sexual activity with a partner
(extremely, very, moderately, slightly, or not at
all satisfied)? (5) How often have you used lubri-
cants, such as creams or gels, to make sex more
comfortable (always, almost always, sometimes,
almost never, and never)? (6) Does it hurt you to
have sexual intercourse or penetration (yes/no)?

Sexually transmitted infections (STIs) were
assessed by the question, “Has a health care

professional ever told you that you have (in-
sert STI name)?” Specific STIs queried included
gonorrhea, chlamydia, syphilis, genital herpes,
human papillomavirus, and HIV/AIDS. Pelvic in-
flammatory disease (PID) was assessed in the
same way.

PTSD

The 17-item self-report Posttraumatic
Symptom Scale (PSS-I; Foa, Riggs, Dancu, &
Rothbaum, 1993) was used to assess the pres-
ence and severity of the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edition
(DSM-IV) Criteria B-D for PTSD. The DSM-IV
Part A criteria of lifetime traumatic events were
augmented with combat-related traumatic ex-
posures and asked only of those who had served
in combat support roles. Follow-up questions
regarding duration of symptoms (Criteria E) and
the effects of symptoms on daily functioning
(Criteria F) were also asked. Cronbach’s alpha
was .94 for this sample regarding the computer-
assisted telephone interview administration of
the PSS-I.

Substance use and substance use
disorders (SUDs)

Women were interviewed for lifetime use
of alcohol and illicit drugs, including marijuana,
cocaine, heroin, hallucinogens, inhalants, am-
phetamines, and nonprescription use of pre-
scription opiates and tranquilizers. Participants’
recent alcohol use was measured by determin-
ing the number of drinking days and number of
drinks per drinking day in the past 4 weeks. Sim-
ilarly, recent use of illicit drugs was measured by
days of use in the past 4 weeks. SUD diagnoses
were measured by the Substance Abuse Out-
comes Module (Smith et al., 2006) modified
to query lifetime and past-year experiences for
each of the DSM-IV abuse and dependence cri-
teria for either alcohol or drugs. The Cronbach’s
alpha for this computer-assisted telephone in-
terview administration in a sample of service-
women was .91, which is consistent with other
studies (Smith et al., 2006).
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Depression

Depression was measured using the Com-
posite International Diagnostic Interview–Short
Form (CIDI-SF), which provides a screening di-
agnosis of major depressive disorder based on
the DSM-IV (Kessler, Andrews, Mroczek, Us-
tun, & Wittchen, 1998). The CIDI-SF identi-
fies depressive symptoms occurring during the
past 12 months. The diagnosis of depression re-
quires: (1) depressed mood or anhedonia, for
most of each day for most of a 2-week period of
time, and (2) the presence of at least four other
symptoms on the scale. CIDI-SF depression di-
agnoses have a sensitivity of 90% and specificity
of 94% compared with the full-length CIDI. The
CIDI-SF, available in both paper-and-pencil
(human interview) and computer-administered
forms, was chosen because of its demonstrated
quality with regard to the psychometric proper-
ties of interrater reliability, test–retest reliability,
and validity (Kessler et al.). This study did not
reevaluate the psychometric properties for this
sample or administration type (i.e., computer-
assisted telephone interview). The skip-out pat-
terns in the instrument only allow for two items
among participants without symptoms, so no
coefficient alpha was calculated.

Prescription medication use for mental
health was measured by the following ques-
tion: In the last 6 months, have you taken any
prescription medications for psychological or
mental health concerns, such as depression or
anxiety (yes/no)?

Sexual partnership was measured by three
separate items describing respondents’ sexual
partners before, during, and after military ser-
vice, with response options of “men only,”
“women only,” “both men and women,” and
“no partners.” Women responding “women
only” or “both women and men” at any time
were classified as having sexual partnership with
women. No psychometric properties were cal-
culated for these three questions. The majority
of participants reported the same category of
sexual partners before, during, and after mili-
tary service (92%).

UI symptoms were identified using three
standardized epidemiologic items previously
used in other large epidemiologic studies

(Brown et al., 2006; Hannestad, Rortveit, Sand-
vik, & Hunskaar, 2000; Sandvik et al., 1995).
The items assessed whether UI symptoms oc-
curred during the past 12 months, including
stress UI (urinary leakage “with an activity like
coughing, lifting, or exercise”), urgency UI (leak-
age “with an urge or pressure to urinate and
you couldn’t get to the toilet fast enough”), and
“other” UI symptoms (leakage “without an ac-
tivity like coughing, lifting, or exercise OR an
urge to urinate”). Participants who reported one
or more types of UI were asked to quantify the
UI frequency (separately for each type) as “ev-
ery day,” “a few times a week,” “a few times
a month,” or “a few times a year.” Participants
were grouped by UI type. Stress and urgency UI
were defined as the presence of stress and ur-
gency UI symptoms, respectively, that occurred
a “few times monthly” or more often.

Current health-related quality of life

The Short Form-12 items (SF-12) assessed
physical functioning, social functioning, phys-
ical and emotional role functioning, mental
health, general health perceptions, vitality, and
pain (Ware, Kosinski, & Keller, 1995). These
indicators of health status have been widely
studied and are generally accepted outcomes
for screening and intervention studies (Ware,
Kosinski, & Keller, 1995). The SF-12 provides
the physical health (PCS12) and mental health
component scores (MCS12). For the computer-
assisted telephone interview administration of
the SF-12, Cronbach’s alpha was .90 in this
sample.

Data Analysis

We initially examined the response distri-
butions for the six sexual functioning items.
Subsequently, items with five response options
(e.g., extremely, very, moderately, slightly, and
not at all satisfied) were collapsed into two re-
sponse options (e.g., “satisfied” to include ex-
tremely, very, and moderately vs. “not satisfied”
to include slightly and not at all satisfied).

We examined the bivariate relationships
between cLSA and key demographic variables
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including age (categorized as 20–29 years,
30–39 years, and 40–52 years), education
(high school graduate, some college/technical
training, college graduate), marital status
(single, married, divorced), and race/ethnicity
(White, non-White), and sexual partnership as
defined above. Subsequently, we investigated
the associations between the sexual functioning
variables and experience of cLSA and painful
intercourse. Bivariate analyses were conducted
using chi-square tests of independence for all
variables except for the SF-12 physical and
mental health scores, for which we used t-tests.
Bivariate analyses were also performed to in-
vestigate potential associations between sample
characteristics (e.g., sociodemographic, health,
and military) with our key sexual functioning
variables: (1) the importance of sex, and (2) en-
gagement in sexual activities with a partner dur-
ing the past 6 months. Significant bivariate find-
ings (p < .25) for each of these key sexual func-
tioning variables were then entered into multi-
variate logistic regression models to determine
which sample characteristics were most strongly
associated with each of the sexual functioning
variables asked of all participants. All statistical
analyses were done with SAS 9.2 (14). Alpha
was set at .05 and all p-values are two tailed.

RESULTS

Sixty-nine percent (1,670/2,414) of the
sample were located and invited to participate
in the study; 63% of those agreed. Of the par-
ticipants who declined study participation (n
= 615), the most frequently identified reasons
for declining participation were: too busy (31%)
and lack of interest (30%). More than one rea-
son could be given. Among those who declined,
64% (n = 391) were willing to answer sev-
eral quick follow-up questions by telephone.
No significant differences were found between
participants and those who declined with re-
gard to age or in response to the three follow-
up questions presented earlier in the Methods
section. These interviews were completed by
1,004 women, or 95% of women who agreed
to participate.

Half (51%) of participants reported cLSA,
and an additional 11% reported attempted-only
LSA. Experiences of repeated cLSAs were preva-
lent in this population, with a mean number
of seven cLSAs (median = 2) for those who
had ever been sexually assaulted. Completed
LSA occurred most frequently during childhood
and military service (childhood, 31%; adult-
hood prior to military, 11%; in military, 25%;
and postmilitary, 11%).

Participants ranged from 20 to 52 years of
age at interview, with a median age of 40 (Table
1). The majority were White, employed, mar-
ried at least once, well educated, and enlisted
personnel (vs. officer status). Nearly 30% had
been deployed to a combat area. More than a
quarter of participants reported natural or surgi-
cal menopause. Almost half of the participants
(46%) reported use of prescription medications
within the past 6 months for psychological or
mental health concerns. Most women (68%) re-
ported that sex was moderately to extremely im-
portant in their lives, and three quarters (74%)
indicated that they had engaged in sexual ac-
tivities with a partner during the past 6 months
(Table 2). Among women not recently sexually
active (n = 263), two thirds were satisfied with
not having sex. Of this group, more women
aged 20 to 29 years old (71%) and 40 to 52
years old (71%) said they were satisfied with
not having sex compared with women aged 30
to 39 years old (53%; p < .05). Of currently
sexually active women (n = 739), the majority
reported emotional satisfaction with their part-
ner. Of those who were not satisfied (13%), 44%
reported they would prefer having sex more
frequently, while 56% reported they would be
more satisfied if they had sex less frequently.
Approximately one third (35%) of sexually ac-
tive women acknowledged using lubricants of-
ten to make sex comfortable.

Almost one quarter of participants reported
painful sexual intercourse. No significant dif-
ference by age was found in women report-
ing painful sex. Approximately three quarters of
all women reported having sexual relations in
the last 6 months regardless of whether or not
they reported intercourse being painful. How-
ever, women reporting painful intercourse were
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TABLE 1. Sociodemographic, Military, and Health Characteristics by Completed Lifetime Sexual Assault (cLSA)

cLSA

Total (N = 1,004) No (n = 493) Yes (n = 511)

Demographic Characteristics
Age – median 40 yrs old 37 yrs old 41 yrs old

20–29 years 22% (225) 28% (138) 17% (87)
30–39 years 26% (266) 28% (138) 25% (128)∗∗∗
40–52 years 51% (513) 44% (217) 58% (296)

White 80% (802) 80% (393) 80% (409)
Employed 52% (518) 54% (264) 50% (254)

Marital Status
Single 23% (230) 26% (130) 20% (100)
Married 44% (441) 47% (230) 41% (211)∗∗∗
Divorced 33% (333) 27% (133) 39% (200)
Ever had women sexual partners 11% (111) 6% (30) 16% (81)∗∗∗

Education
High school/GED completed 15% (153) 15% (73) 16% (80)
Some college/technical training 56% (566) 55% (270) 58% (296)
College completed or greater 28% (285) 30% (150) 26% (135)

Household Income
< $20,000 20% (204) 19% (94) 22% (110)
$20,000–$50,000 52% (521) 52% (258) 51% (263)
> $50,000 28% (279) 29% (141) 27% (138)

Health Characteristics
Pelvic inflammatory disease 9% (86) 5% (27) 12% (59)∗∗∗
History of sexually transmitted infections1 32% (326) 25% (125) 39% (201)∗∗∗
Urge incontinence 33% (336) 28% (137) 39% (199)∗∗∗
Stress incontinence 30% (303) 28% (139) 32% (164)
Taking prescription medications for psychological or mental health concerns 46% (459) 33% (163) 58% (296)∗∗∗
PTSD Diagnosis 25% (247) 13% (62) 36% (185)∗∗∗
Depression 30% (304) 18% (90) 42% (214)∗∗∗

Substance Use Disorder
Lifetime 34% (346) 25% (124) 43% (222)∗∗∗
Past year 7% (72) 7% (33) 8% (39)

SF-12
Physical Health component score (mean) 43.5 45.4 41.6∗∗∗
Mental Health component score (mean) 46.3 49.7 43.0∗∗∗

Military Characteristics
Enlisted 95% (952) 93% (459) 97% (493)∗∗
Served in a combat area 29% (296) 36% (175) 24% (121)∗∗∗

Era of Service2

OEF/OIF 37% (370) 45% (220) 29% (150)
Persian Gulf 30% (301) 30% (146) 30% (155)∗∗∗
Post-Vietnam 33% (333) 26% (127) 40% (206)

∗p < .05. ∗∗p < .01. ∗∗∗p < .001.
1Self-reported lifetime diagnosis of gonorrhea, chlamydia, syphilis, genital herpes, venereal warts (or human papillomavirus), and/or

HIV/AIDS.
2Era of Service is defined as the most recent service era.

significantly less likely to report that sex is im-
portant in their lives than those who were
not experiencing pain. Not surprisingly, women
who reported painful sex were significantly
more likely to use lubricants. However, there
was not a significant difference by age in
women’s use of lubricants.

Completed LSA and its associations with de-
mographics, military characteristics, and health
were examined. Women reporting cLSA were
significantly more likely to be older and
divorced. They were significantly more likely
to identify women as sexual partners, meet cri-
teria for current PTSD, report lifetime but not
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TABLE 2. Sexual Functioning Related to Completed Lifetime Sexual Assault (cLSA) and Painful Intercourse

cLSA Painful Intercoursea

N % No Yes No Yes

Sexual Functioning
I. How important is sex in your

life?
1,003 492 511 741 235

Important 68% 70% 65% 71% 60%∗∗
Not Important 32% 30% 35% 29% 40%

II.In the past 6 months, have you
engaged in sexual activities with
a partner?

1,004 493 511 742 235

A. Yes 74% 76% 71% 75% 78%
B. No 26% 24% 29% 25% 22%

A1. How emotionally
satisfying was your
relationship with your main
partner?

738 375 363 554 183

Satisfying 87% 91% 83%∗∗ 90% 78%∗∗∗
Not Satisfying 13% 9% 17% 10% 22%

A1a. Would you have been
more satisfied if you had
sexual activity more or less
frequently?

79 30 49 46 33

More Frequently 44% 57% 37% 57% 27%∗∗
Less Frequently 56% 43% 63% 43% 73%

A2. In the past 6 months,
how often have you used
lubricants to make sex more
comfortable?

739 375 364 554 184

Often 35% 35% 36% 30% 53%∗∗∗
Not Often 65% 65% 64% 70% 47%

B1. In the past 6 months,
how satisfied have you been
with not having sexual activity
with a partner?

263 117 146 187 51

Satisfied 67% 68% 67% 66% 69%
Not Satisfied 33% 32% 33% 34% 31%

cLSA 1,004 742 235
Yes 51% 45% 67%∗∗∗
No 49% 55% 33%

aTwenty-seven participants responded “Don’t know” when asked if it hurts to have sexual intercourse and are not included.
∗Chi-square tests: p < .05. ∗∗p < .01. ∗∗∗p < .001.
Response options: important (extremely important, quite important, moderately important); not important (not very important, not at

all important); satisfying (extremely satisfied, very satisfied, moderately satisfied); not satisfied (slightly satisfied, not at all satisfied); often
(always, almost always, sometimes); not often (almost never, never).

current (past year) SUD, and meet criteria
for current depression diagnosis. They were
also more likely to demonstrate significantly
lower physical and emotional health compo-
nent scores, indicating poorer health-related
quality of life (Table 1). With regard to military
characteristics, women acknowledging cLSA

were significantly more likely to have been en-
listed personnel (vs. having officer status) and
have served in the post-Vietnam era of service
but were less likely to have been deployed to
combat areas.

In general, there were no statistically
significant findings between women who were
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sexually assaulted and those who were not on
most sexual functioning questions (view of sex
as important, being sexually active within the
past 6 months, and satisfaction with lack of sex-
ual activity). However, among sexually active
women, those who had never experienced a
cLSA were significantly more likely to indicate
that they were in an emotionally satisfying
relationship with their main sexual partner
compared with women acknowledging cLSA
(91% vs. 83%, p < .01; Table 2). In terms of pain
with intercourse, women reporting pain were
significantly more likely to have experienced a
cLSA compared with those without pain (67%
vs. 45%). However, no difference was found

between women who acknowledged cLSA or
not and use of lubricants.

Multivariate logistic regression factors sig-
nificantly associated with whether a woman
reported sex as being important in her life
included age, marital status, income, current
PTSD, and pain (see Table 3). Given that we had
such significant findings for the age and marital
categories, we fit exploratory age- and marital-
specific models (data not shown but available
from first author: AGS). Factors positively as-
sociated with viewing sex as important by age
categories were as follows: (1) for women in
their 20s, pain-free intercourse; (2) for women
in their 30s, higher incomes; (3) for women

TABLE 3. Importance of Sex: Bivariate and Multivariate Logistic Regression Results

Bivariate1 Odds Ratios (95% CI) Multivariate Odds Ratios (95% CI)

Demographics
Age

20–29 years 1.00 1.00
30–39 years 0.80 (0.53–1.20) 0.54 (0.32–0.89)∗
40–52 years 0.54 (0.380.76)∗∗∗ 0.37 (0.22–0.63)∗∗∗

Marital Status
Single 1.00 1.00
Married 2.18 (1.54–3.08)∗∗∗ 2.40 (1.6–3.61)∗∗∗
Divorced 0.95 (0.67–1.34) 1.27 (0.85–1.91)
Employed 1.39 (1.07–1.81)∗ 1.23 (0.91–1.66)

Household income
< $20,000 1.00 1.00
$20,000–$50,000 1.73 (1.24–2.41)∗∗ 1.44 (0.99–2.08)
> $50,000 2.86 (1.93–4.24)∗∗∗ 1.67 (1.04–2.69)∗

Health
Taken prescription medications for 0.68 (0.52–0.89)∗∗ 1.19 (0.84–1.67)
psychological or mental health concerns
Urge incontinence 0.79 (0.60–1.04) 0.99 (0.72–1.36)
PTSD diagnosis 0.53 (0.40–0.72)∗∗∗ 0.68 (0.47–0.98)∗
Depression 0.57 (0.43–0.75)∗∗∗ 0.84 (0.59–1.21)
MCS12 (score 50 or higher) 1.67 (1.28–2.18)∗∗∗ 1.31 (0.93–1.84)
PCS12 (score 50 or higher) 1.38 (1.05–1.82)∗ 1.14 (0.84–1.56)

Military Characteristics
Enlisted 0.51 (0.24–1.06) 0.60 (0.26–1.38)
Served in a combat area 1.30 (0.97–1.76) 1.13 (0.81 − 1.60)

Era of Service2

OEF/OIF 1.00 1.00
Persian Gulf 0.91 (0.65–1.27) 1.17 (0.77–1.79)
Post Vietnam 0.62 (0.45–0.85)∗∗ 1.23 (0.77–1.98)

cLSA3 0.78 (0.60–1.01) 1.17 (0.85–1.59)
Painful Intercourse 0.63 (0.46–0.85)∗∗ 0.68 (0.49–0.95)∗

∗p < .05. ∗∗p < .01. ∗∗∗p < .001.
1All bivariate odds ratios with p-values < .25 were included.
2Era of Service is defined as the most recent service era.
3Completed Lifetime Sexual Assault.
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TABLE 4. Engaged in Sexual Activities With a Partner During the Last 6 Months: Bivariate and Multivariate Logistic Regression Results

Bivariate1 Odds Ratios (95% CI) Multivariate Odds Ratios (95% CI)

Demographics
Age

20–29 years 1.00
30–39 years 0.67 (0.41–1.08) 0.47 (0.26–0.86)∗
40–52 years 0.31 (0.20–0.47)∗∗∗ 0.25 (0.14–0.47)∗∗∗

Marital Status
Single 1.00
Married 4.01 (2.69–5.99)∗∗∗ 5.78 (3.65–9.13)∗∗∗
Divorced 0.73 (0.52–1.04) 1.29 (0.86–1.94)

Household income
< $20,000 1.00
$20,000–$50,000 1.49 (1.06–2.10)∗ 1.22 (0.83–1.79)
> $50,000 3.11 (2.02–4.77)∗∗∗ 1.59 (0.95–2.64)

Health
Taken prescription medications for 0.75 (0.57–1.00)∗ 0.97 (0.68–1.38)
psychological or mental health concerns
Pelvic inflammatory disease 0.64 (0.40–1.02) 0.81 (0.47–1.37)
History of sexually transmitted infections 0.76 (0.57–1.02) 0.81 (0.58–1.13)
Urge incontinence 0.77 (0.58–1.04) 1.11 (0.79–1.56)
Depression 0.79 (0.59–1.07) 0.96 (0.66–1.39)
PCS12 (score 50 or higher) 1.69 (1.25–2.29)∗∗∗ 1.56 (1.11–2.18)∗∗

Military Characteristics
Served in a combat area 1.65 (1.19–2.29)∗∗ 1.14 (0.78–1.68)

Era of Service2

OEF/OIF 1.00
Persian Gulf 0.70 (0.49–1.02) 0.96 (0.60–1.54)
Post-Vietnam 0.38 (0.27–0.54)∗∗∗ 0.83 (0.50–1.40)

cLSA3 0.78 (0.59–1.03) 1.13 (0.80–1.58)

∗p < .05. ∗∗p < .01. ∗∗∗p < .001.
1All bivariate odds ratios with p-values < .25 were included.
2Era of Service is defined as the most recent service era.
3Completed Lifetime Sexual Assault.

aged 40 years and older, married and no cur-
rent PTSD symptoms. For married women, fac-
tors positively associated with viewing sex as
important were having ever had female sexual
partners and not having PTSD symptoms.

Multivariate logistic regression factors that
were significantly associated with whether or
not a woman reported having engaged in
sexual activities with a partner in the last 6
months included age, marital status, and phys-
ical health status (see Table 4). We again fit
exploratory age- and marital-specific models.
Factors positively associated with whether or
not a woman reported having engaged in sex in
the past 6 months by age categories were as fol-
lows: (1) for women in their 20s, being married,
having had more than a high school education,
higher income, and pain-free intercourse; (2)

for women in their 30s, being married, having
better physical health status, and pain-free in-
tercourse; and (3) for women in their 40s and
50s, being married. For married women, factors
associated with having engaged in sexual activ-
ities included younger age, employment, and
higher incomes.

As sexual assault often involves use of
force that may target women’s genitals, vaginal
injuries were assessed. Given many women
reported multiple cLSAs (some more than once
in each time period), questions were tailored
to each participant’s experience and included:
first cLSA, first cLSA that occurred during
military service, and most recent cLSA. Twenty
percent of participants reported a vaginal injury
or tear as a result of sexual assault. Women
who reported a vaginal injury were more likely
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to report that current sexual intercourse was
painful (45% vs. 22%, p < .0001).

We examined stage of life when a cLSA
occurred (e.g., during childhood, young adult-
hood) and the number of cLSAs experienced.
These variables were evaluated for impact on
current sexual functioning and painful inter-
course. There were no statistically significant
differences found in sexual functioning domains
or painful sex regardless of when a woman was
first sexually assaulted (in childhood, adulthood
prior to military, during military, or postmili-
tary). Women who reported one cLSA were
more likely to report sex as important compared
with women who experienced more than one
cLSA (74% vs. 61%, p < .01). Time since most
recent cLSA was also considered and ranged
from less than 1 year to 48 years (M = 18.7,
SD = 10.6, median = 19 years). There was no
difference in sexual functioning or painful sex
with respect to the duration of time since last
cLSA.

Mental health concerns were prevalent in
this sample, and the influence of mental health
on sexual functioning was also considered. Al-
most one third of women had depression, one
quarter had PTSD, and of these (n = 403), more
than one third had both depression and PTSD
(37%). For those experiencing PTSD and/or de-
pression, similar findings were found regarding
sexual functioning domains and reporting sex as
painful. Veterans with depression and/or PTSD
were more likely to report painful sex (depres-
sion, 33% vs. 20%, p < .0001; PTSD, 37% vs.
20%, p < .0001). They were also less likely to
say sex is important (depression, 59% vs. 71%,
p < .0001; PTSD, 57% vs. 71%, p < .0001) and
less likely to report being in an emotionally sat-
isfying relationship (depression, 75% vs. 92%,
p < .0001; PTSD, 76% vs. 91%, p < .0001).
Notably, women in our sample who had expe-
rienced sexual assault (i.e., attempted or com-
pleted) were most likely to report sexual as-
sault as the traumatic experience that bothered
them the most (36%) versus other experiences.
Twenty-two percent reported the sudden death
of a close friend or relative, while only 3% listed
combat-related traumas. Those with depression
reported higher rates of lubricants use (44% vs.

32%, p < .01), but use of lubricants was only
slightly higher in those with PTSD and the dif-
ference was not statistically significant (37% vs.
35%, p = .56).

Differences in sexual functioning were also
examined between women with and without
current and lifetime SUD. There were no differ-
ences in sexual functioning domains or painful
sex between women with and without lifetime
SUD. There were no differences in the impor-
tance of sex, use of lubricants, and painful in-
tercourse between those with and without a
past year of SUD. Women with SUD in the past
year, however, were significantly more likely to
report having sex within the past 6 months (86%
vs. 73%, p < .05) but were less likely to report
being in an emotionally satisfying relationship
(73% vs. 88%, p < .001).

In addition to understanding mental health
conditions, we were also interested in deter-
mining the relationship between physical and
mental health-related quality of life and sexual
functioning. For women acknowledging painful
sex, SF-12 physical PCS and mental MCS scores
were lower on average (compared with those
who denied painful sex), indicating poorer
health (PCS, 39.7 vs. 44.8, p < .0001; MCS,
42.9 vs. 47.5, p < .0001). Women who re-
ported using lubricants had lower mental health
status (44.2 vs. 47.6, p < .01), but there was no
difference in lubricant use by physical health
component scores. Positively, women who re-
ported sex being important had higher mental
health status scores (47.5 vs. 43.7, p < .0001)
and were more likely to report being in an emo-
tionally satisfying relationship (47.5 vs. 38.7, p
< .0001). Physical health status scores were also
higher for women acknowledging sex is impor-
tant (44.1 vs. 42.1, p < .05), and these women
were more likely to have been sexually active
in the past 6 months (44.4 vs. 41.0, p = .0001).

Gynecologic health factors potentially asso-
ciated with cLSA and sexual functioning were
also considered. Women who had experienced
cLSA were more likely to report ever having
STIs (39% vs. 25%, p < .0001) and PID com-
pared with nonvictimized peers (12% vs. 5%, p
< .001). UI in the last 12 months was acknowl-
edged by about a third of participants, with
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33% of women acknowledging urge inconti-
nence and 30% stress incontinence. Those who
experienced cLSA were more likely to report
urge incontinence symptoms (39% vs. 28%, p
< .001). Endorsement of sex as important, en-
gagement in sex with a partner in the last 6
months, and lubricant use were not significantly
different for women with each of these gyneco-
logic health factors compared with peers with-
out. Pain during intercourse was reported more
often by women with urge incontinence (p <

.001) and those with PID (p < .0001) but not
by women with stress incontinence or STIs.

Deployment to a combat zone is an
increasingly common experience for military
women and may influence sexual functioning
for reasons other than PTSD development (e.g.,
extended physical absence from home and
primary relationships, chronic hyper arousal,
and severe environmental exposures). Women
who had been deployed to a combat area or
war zone (n = 296) did not report differences
with regard to the importance of sex or emo-
tional satisfaction. These women were more
likely to report having had sex within the last
6 months (80% vs. 71%, p < .01) and to use
lubricants (41% vs. 33%, p < .05) but were less
likely to have experienced cLSA (41% vs. 55%,
p < .0001) or to report intercourse as painful
(19% vs. 26%, p < .05).

DISCUSSION

Results of this study demonstrated that this
sample of U.S. women veterans commonly ac-
knowledged a history of sexual assault, men-
tal health disorders (PTSD, depression, SUD),
prescription medications for mental health con-
cerns, and poorer heath-related quality of life.
Furthermore, these and other correlates (e.g.,
assault-related gynecologic injuries) were asso-
ciated with compromised sexual functioning,
and/or pain during sex. Decreased emotional
satisfaction with their main partner was a promi-
nent concern for sexually active women en-
dorsing these correlates. Women deployed to
combat zones reported positive sexual func-
tion potentially indicating improved health sta-

tus among deployable military personnel. These
findings extend prior research in this area by
including sexual assaults occurring during a
woman’s lifetime and not artificially delimit-
ing our study to sexual assault that occurred
during military service. Furthermore, our re-
search demonstrated the association of com-
monly found cofactors in military women with
adverse sexual functioning and pain during in-
tercourse and moreover that these factors vary
in impact by women’s age. These findings have
significant ramifications for clinical practice.

Of interest, although sex was viewed as
moderately to extremely important to 68% of
our participants, this rate is notably lower than
the 77% reported by women in the SWAN study
(n = 3,169), who were an older, multiethnic
civilian cohort (aged 42–52 years; Avis et al.,
2005). Reasons for lower sexual interest are of-
ten associated with aging, loss or lack of a part-
ner, health changes, and possibly menopausal
changes (Avis et al., 2005; Kontula & Haavio-
Mannila, 2009). In contrast, our study sam-
ple was a mostly White, young cohort (18–52
years of age), proportionally less likely to be
menopausal, and the majority had had sexual
activity within the past 6 months. However,
health factors (such as sexual assault, poorer
health-related quality of life, mental health di-
agnoses) were prevalent in our veteran sample,
with consequent associations for sexual func-
tioning.

Pain during sex was acknowledged by 28%
of our participants (sometimes, always) com-
pared with 21% of SWAN participants. How-
ever, this is likely a comparable rate as SWAN
used a Likert scale that included “almost never,”
whereas we used a dichotomous yes-or-no
response choice. In our sample of women,
younger women (aged 20–29 years) acknowl-
edging pain during sex were less likely to indi-
cate sex is important to them. Pain during sex
has been associated with menopause and labor
and delivery complications (e.g., episiotomy).
We did not assess vaginal delivery history in this
population, however. In a sample of women
veterans receiving primary care in the VA, self-
reported sexual trauma was not found to be
independently associated with the presence of
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bodily pain in study participants but was signif-
icantly associated with greater bodily pain in-
tensity and pain-related interference (Haskell,
Papas, Heapy, Reid, & Kerns, 2008). Conse-
quently, this and our findings of widespread
use of lubricants to make sex more comfort-
able indicate that further research is needed in
these areas and to consider intensity of pain
given potential ramifications for interventions
and quality of life.

The majority of our participants (87%)
reported they had emotional satisfaction with
their partner, but this was significantly lower in
women who reported mental health concerns
or cLSA. A study of sexual satisfaction in
women veterans experiencing SAIM assessed
participants’ emotional closeness and intimacy
with partners. Among women who were
sexually dissatisfied, 46% reported no close
partner, whereas for those who were sexually
satisfied, only 25% reported lack of close part-
ner (McCall-Hosenfeld et al., 2009). Although
comparability is impaired somewhat by differ-
ences in the ways the questions were answered
between our study and this one, there appears
to be a logical trend between poorer sexual
functioning and less emotional satisfaction or
closeness with a partner by women experienc-
ing cLSA. It is possible that this is mediated
through relationship problems found in women
with PTSD, depression, or SUD.

Not surprisingly, prior literature in civilian
populations has noted an association between
depression and sexual dysfunction (Baldwin,
2001). For women who use antidepressant
medication in particular to treat depressive
symptoms, they may also experience sexual
side effects that are common with many an-
tidepressants. Csoka, Bahrick, and Mehtonen
(2008) note that selective serotonin reuptake
inhibitors are associated with such side effects
as lowered libido, erectile dysfunction, anorgas-
mia, and what is referred to as a “pleasureless
orgasm.” Our findings that women acknowl-
edging use of prescription medications for
mental health concerns reported poorer sexual
functioning indicate providers must be aware
of this possible association irrespective of the
possible etiology (mental health and relation-

ship effects vs. medication side effects vs. other
factors).

The link between sexual functioning and
PTSD has not yet been well investigated in
military women. However, a growing body of
literature has considered the impact of PTSD
on relationships in military populations, with a
trend indicating that women’s experience of
PTSD has a damaging impact on overall re-
lationship satisfaction (Taft, Watkins, Stafford,
Street, & Monson, 2011). Although most stud-
ies have investigated male service members,
women have been found to be more likely
to experience internalized PTSD psychopathol-
ogy resulting from trauma in comparison with
men, who may be more likely to demonstrate
externalized psychopathology (e.g., aggression;
Miller & Resick, 2007).

A study of National Guard couples found
that relationship disruption was greater for
women with PTSD and provided support for
research in civilian literature indicating that
trauma avoidance symptoms in particular have
a greater impact on couple relationships (Erbes,
Meis, Polusny, & Compton, 2011). Although
measures of sexual functioning in a study by
Schnurr et al. (2009) differed enough to pre-
vent direct comparisons with our results, it is
important to note that these researchers found
that women with successful outcomes (i.e.,
PTSD resolution) from evidence-based therapy
demonstrated a decrease in domains of sexual
dissatisfaction. Thus, there is some support to
the notion that PTSD symptoms may mediate
sexual functioning and thereby be remediated
with psychological intervention.

Women with past-year SUD were signifi-
cantly more likely to have had sexual relation-
ships within the past 6 months and yet were
significantly less likely to report being satis-
fied with their emotional relationship with their
main partner. Alcohol abuse in particular is
concerning in this context as alcohol use has
been linked to high-risk sexual behaviors, such
as unplanned intercourse (Poulin & Graham,
2001), intercourse with casual or new partners
(Cooper & Orcutt, 2000), and decreased or
inconsistent condom use (Poulin & Graham).
Alcohol use has also been identified as a risk
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factor for sexual assault (Abbey, 2002; Camp-
bell, Sefl, & Ahrens, 2004; Sadler, Booth, Cook,
& Doebbeling, 2003). For women who abuse
alcohol, there is also empirical support for the
greater likelihood of them using alcohol during
sexual activity, compared with women who do
not abuse alcohol (Fraley, 2005).

Women with women as sexual partners
were more likely to report having been sex-
ually assaulted, which is similar to prevalence
studies of civilian heterosexual versus lesbian
women (Hughes, Johnson, & Wilsnack, 2001;
Tomeo, Templer, Anderson, & Kotler, 2001).
Our prior work (Booth, Mengeling et al., 2011)
has shown an association between SUD, de-
pression, and cLSA. It is possible that these
mental health correlates also mediate sexual
functioning in women with same-sex partners.
Holmberg and Blair (2009), in their study of re-
lationship variables and sexual desire in hetero-
sexual compared with same-sex relationships,
found more similarities than differences. How-
ever, sexual satisfaction in female same-sex re-
lationships compared with mixed-sex relation-
ships has not been well researched (Tracy &
Junginger, 2007), although Peplau, Fingerhut,
and Beals (2004) suggest that perceived equality
in the relationship or acceptance of one’s own
sexual identity (i.e., internalized homophobia)
may be predictors. Lastly, it is noted that for
women serving in the military, there has been
great disincentive to disclosing sexual identity.
Although recently repealed, the U.S. Depart-
ment of Defense’s “Don’t Ask, Don’t Tell” Pol-
icy (U.S. Code 654, 1993) allowed individuals
identifying as gay, lesbian, or bisexual to serve in
the military as long as they concealed their sex-
ual orientation from others and refrained from
engaging in same-sex sexual behavior. The ex-
perience of actively hiding such an integral part
of one’s identity from unit members in close
quarters likely could contribute to increased
mental health issues, which in turn could nega-
tively affect sexual functioning variables or sex-
ual well-being (National Defense Research In-
stitute, 2010).

This study has several limitations. Study
participants were VA-enrolled and predomi-
nately White, enlisted personnel (vs. officer

status). Therefore, these data have limitations
with regard to generalizability to the entire U.S.
women veteran population. This was a cross-
sectional study and therefore limited to find-
ings of association. Information is based on
self-report and therefore subject to potential
problems with memory or perception. Gyneco-
logic health was the topic of the funded study
from which these data were derived; therefore,
women may have self-selected to that topic
and/or there could be selection bias with regard
to women with military or cLSA exposures.

It is also noted that items regarding solo sex-
ual behavior (i.e., masturbation) or satisfaction
with solo sexual activities were not included.
For women who have avoided sexual partner-
ships or do not have a partner for other reasons,
assessment of solo sexual expression may be
another method of determining overall sexual
satisfaction.

Additionally, this study was focused primar-
ily on sexual trauma/assault and did not as-
sess for other more subtle sexual victimization,
such as sexual harassment, sexual coercion, or
other “unplanned” sexual activity. These other
types of sexual events are often not labeled by
women as “sexual assault” but can be distress-
ing nonetheless and might lead to negative se-
quelae in relationships and sexual health. The
number of women who have experienced any
of these other negative sexual events is likely
much higher than those who acknowledge sex-
ual assault, with one study finding 95% of a civil-
ian sample of 262 women being pressured into
at least one sexual behavior (Christopher, 1988)
and others indicating a prevalence range of 25%
to 42% of civilian women being coerced specif-
ically into intercourse (Baier, Rosenzweig, &
Whipple, 1991; Kalichman, Williams, Cherry,
Belcher, & Nachimson, 1998).

Our findings have significant implications
for health care providers. Sexual health con-
cerns are important for providers (e.g., gy-
necologists or primary care clinicians, marital
and family therapists, psychologists, other coun-
selors) to assess and treat, and they may be re-
lated to other health concerns (Pan American
Health Organization, 2000). Providers must be
aware that U.S. women veterans are a unique
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population that has many risk factors that might
adversely impact their sexual health (e.g., cLSA,
mental health conditions). Although women of
reproductive age are often targeted for sexual
violence screening and related health conse-
quences, our data indicate that adverse sex-
ual functioning outcomes, including pain during
sex, can be chronic and can remain problematic
several years after a cLSA. Accordingly, ques-
tions about sexual functioning and pain should
be asked of women of all ages, and age-specific
concerns in particular must be considered.

Sexual functioning and associated corre-
lates are sensitive topics that require clinicians
to have good communication skills, supportive
interactions, and personal comfort discussing
sexual issues. It is also essential to build
sufficient rapport so that patient and provider
can openly discuss sexuality (Belfield, 2007).
Unfortunately, the literature in this area indi-
cates a lack of competent medical assessment
of such topics. In a study of primary care
encounters with women, medical practitioners
tended to minimize social and psychological
issues of great concern to patients (Borges
& Waitzkin, 1995). Furthermore, this study
found that providers often interrupted patients’
dialogue to return to more technical topics.
Others have reported various barriers to med-
ical providers initiating discussion of sexuality
issues, including time constraints, fear of
opening the “floodgate,” lack of training in
sexuality assessment, and embarrassment
(Bartlik, Rosenfeld, & Beaton, 2005; Bonds et
al., 2007; Verhoeven et al., 2003).

Consequently, health care providers work-
ing with women veterans must be trained in
how to appropriately assess and develop a part-
nership with their patient to determine what
possible sexual health interventions could be
useful. Given limited time with each patient and
scope of practice, providers who first identify a
sexual issue must have appropriate additional
resources available and if possible utilize an
interdisciplinary approach to provide optimal
care. Physicians with experience in gynecologic
issues that could intersect with sexual dysfunc-
tion, mental health providers proficient in sex-
uality/relationship issues and trauma-focused
therapies, and physicians who can provide psy-

chotropic and other medication consultation
and management can be extremely helpful.
Asking a simple open-ended or permission-
focused question at intake can create a safe
space for discussion of these issues and further
specific questions. Hatzichristou et al. (2004)
proposed the following: “What questions or
concerns might you have with your sexual
functioning?” Other examples include: “Sexual
health is an important part of overall health,
and I ask all of the patients about their sex-
ual functioning. May I ask you some questions
about your sexual functioning?” or “Further as-
sessment can be utilized to form interdisci-
plinary treatment goals that might involve other
providers (e.g., physician assessment to rule out
medical causes).”

In conclusion, military women are a unique
population with occupational and lifetime
health risks that may influence their sexual
health. Results of this study extend prior re-
search by demonstrating that cLSA, mental
health disorders (PTSD, depression, SUD), gy-
necologic injuries resulting from sexual trauma,
and poorer health-related quality of life were
common in this sample of U.S. women vet-
erans and were associated with compromised
sexual functioning. Most sexually active women
endorsing these correlates were more likely to
report not being emotionally satisfied with their
main partner. Problems with sexual function-
ing and pain during intercourse were associated
with even a single cLSA and were chronic, per-
sisting years after their last assault. These corre-
lates should alert clinicians to inquire regarding
sensitive topics such as cLSA and other factors
(e.g., painful sex, same-sex sexual partners, and
mental health). Sexual health problems are im-
portant to address and may also signal other
important health concerns.
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