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If it is hard for privileged women to come forward, we
have to acknowledge how much harder it is for women
who are marginalized to be believed.
—Carolyn M. West (New York Times, September 23,
2018) [1]

#MeToo is an international movement that was
founded in 2006. The movement aims to reframe and
expand the conversation around sexual violence, to pro-
vide assistance to providers, to hold perpetrators account-
able, and to create solutions to interrupt sexual violence in
communities [2]. Sexual violence against women and girls
is a global problem [3], and the #MeToo movement brings
much needed light to the plight of victims and to the
pervasiveness of sexual violence. Sexual violence takes
many forms by perpetrators both male and female, includ-
ing unwanted sexual comments or acts; derogatory sexual
language or threats; coercive sexual behavior such as ha-
rassment, stalking, and sexual assault or rape; forced or
early marriage without consent; female genital mutilation;

and sex trafficking. Sexual violence is a part of criminal
wartime behavior experienced by some, and sexual vio-
lence is a part of everyday life experienced by many.

In this issue of Academic Psychiatry, Wainberg,
McKinnon, and Cournos [4] assert the need for action in
training psychiatric faculty and residents to discuss sexual
well-being as a health care issue. At the time of writing, a
search of PubMed using the term #MeToo found 59 other
articles, none of which directly addressed the plight of
patients with major mental disorders. Nor have some in-
fluential publications on violence specifically identified
these patients as a risk group [5, 6]. Moreover, personal
accounts of sexual violence by women in the New York
Times did not include women who identified as having
psychiatric disorders [7, 8], and direct representation of
people with mental disorders tends to be limited in the
media [9]. Consequently, the experiences of sexual vio-
lence and needs of patients with major mental disorders is
surely poorly appreciated by the general public and policy
makers as well as overlooked in previous medical publi-
cations concerning the #MeToo movement. The #MeToo
website provides national resources for a wide spectrum
of survivors but not specifically for women or men with
major mental disorders [2].

In this editorial, we aim to rectify this imbalance, seek-
ing to elevate the issues encountered by women living
with mental illness. We will describe some of the research
on sexual violence against adult women with major men-
tal disorders and briefly discuss some of the potential
responses to this public health issue. We recognize that
men, men with major mental disorders, adults with cog-
nitive and physical impairments, and children and adoles-
cents constitute other very vulnerable groups who are also
especially worthy of attention. Our focus for this editorial
is limited to adult women with major mental disorders. By
these methods, we hope to firmly entrench our patients
into the #MeToo conversation.

* John Coverdale
jhc@bcm.edu

1 Baylor College of Medicine, Houston, TX, USA
2 Stanford University, Stanford, CA, USA
3 Wayne State University, Detroit, MI, USA
4 Harvard Medical School, Boston, MA, USA
5 University of Hawai’i John A. Burns School of Medicine,

Honolulu, HI, USA
6 Rutgers New Jersey Medical School, Newark, NJ, USA
7 University of Texas Southwestern Medical Center, Dallas, TX, USA

https://doi.org/10.1007/s40596-019-01136-5
Academic Psychiatry (2020) 44:11–15

/Published online: 29 2019October

http://crossmark.crossref.org/dialog/?doi=10.1007/s40596-019-01136-5&domain=pdf
mailto:jhc@bcm.edu


Sexual Violence Perpetrated Against Women
with Major Mental Disorders

Because trauma can be causative of psychiatric disorders, it is
important to be clear about the direction of causality in re-
search concerning sexual trauma and major mental disorders.
Our interest for this editorial concerns the risk of sexual vio-
lence against patients with established major mental disorders.
Studies that survey patients regarding whether or not they had
been victims of sexual violence within a broad time frame of
adulthood cannot clearly establish whether the patients were
already diagnosed with serious mental disorders before be-
coming victims of sexual violence [10].

One recently conducted, and high-quality systematically
conducted, review reported on 30 studies on recent violence
by any perpetrator against people with serious mental disor-
ders [11]. Within this review, eight studies reported on the
prevalence of various forms of sexual violence against women
within the previous year with a median prevalence rate of 10%
[12–19]. Our own search found three additional studies
[20–22].

Of these 11 studies, four were conducted in the USA [12,
13, 15, 20], two in Sweden [14, 18], two in Britain [16, 21],
two in the Netherlands [17, 22], and one in Greece [19]. The
study samples included predominantly patients with schizo-
phrenia or other psychotic disorders and bipolar or depressive
disorders, although one provided data on patients who were
currently depressed [22]. Response rates were greater than
70% for six of the studies [12–15, 18, 21], and six of the
studies compared their data on sexual violence with compar-
ison groups including the general population of individuals
who were not mentally ill [13, 16, 17, 19, 21, 22]. Ten of
the studies [12–19, 20, 21] assessed the rate of sexual violence
over a 1-year period, with sexual violence usually being
broadly defined, although two studies also provided data spe-
cifically about rape [12, 18]. One study assessed patients in an
urban emergency department who had presented with a chief
complaint of sexual assault [20]. In this study, a major psychi-
atric diagnosis was found in 26% of the 819 women. These
studies together found high rates of sexually violent acts per-
petrated against women with major mental disorders [12–22].
Overall, people with major mental disorders were at greater
risk of sexual violence than comparison groups who did not
have major mental disorders [13, 16, 17, 19, 21, 22]. We did
not find information on risks of becoming sexually trafficked
among women with major mental disorders.

Although there is little information, risk factors associated
with sexual victimization of persons with major mental disor-
ders include homelessness, alcohol or substance abuse/mis-
use, and illness severity [23, 24]. Concomitant physical, intel-
lectual, social, and interpersonal disabilities also pose signifi-
cant risks for sexual assault. Women with mental health dis-
orders who are at the mercy of caregivers or who are easily

overpowered are more vulnerable to sexual abuse.
Furthermore, in many instances, because of their cognitive
or communication deficits, they are less likely to be able to
report abuse.

It would be expected that violent acts against patients with
major mental disorders would exacerbate their mental health
problems. Depression, anxiety disorders, posttraumatic stress
disorder, and alcohol and substance use are potential conse-
quences of stressful adversities. In one of the studies [16],
female victims with major mental disorders were more likely
to report adverse psychological/social effects than those vic-
tims without a major mental disorder. In another study [20],
assaults on women with a major psychiatric diagnosis were
more violent and resulted in body traumamore frequently than
assaults on women without a psychiatric diagnosis.

Primary Prevention

Homelessness was identified as one of the risk factors for
sexual violence perpetrated against patients with major mental
disorders [23, 24]. Therefore, primary prevention, which is
defined as preventing sexual violence from occurring, is sup-
ported by providing housing and shelters where women have
safety and privacy with locked doors and security. Teaching
social skills in the domains of finding and renting an apart-
ment, using time well, getting closer to people, managing
finances, avoiding drugs and alcohol problems, solving inter-
personal problems, and managing one’s health are proposed as
an important determinant of housing acquisition and support
[25]. The provision of stable housing for homeless adults with
mental illness with intensive case management is also likely a
cost-effective intervention in comparison with usual treat-
ments [26].

Alcohol and substance use disorders have also been iden-
tified as risk factors [23, 24], and even when motivation for
treatment is high, being homeless is associated with barriers to
treatment [27]. Community outreach to substance users in
community settings may be warranted. One helpful treatment
model emphasized patient choice and housing over substance
abuse treatment and did not penalize patients who refused
treatment or relapsed on alcohol or drugs [28].

People living with mental illnesses should also receive ed-
ucational resources and emotional support related to how best
to avoid potentially dangerous circumstances. Financial sup-
port and a guaranteed income should be provided for individ-
uals with disabilities so that they do not have to resort to risky
behaviors such as exchanging sex for financial gain. Patients
should also be taught key skills, such as how to resist unwant-
ed advances and how to say no when feeling uncomfortable
about offers for sex. Psychoeducation, problem-solving, and
communications skills training are integral aspects of
evidence-based cognitive-behavioral approaches for the
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treatment of major mental disorders [29]. Some patients with
concomitant disabili t ies may not be amenable to
psychoeducation or other means of individual primary preven-
tion. In these cases, it is of the utmost importance to train,
supervise, and sometimes monitor caregivers of the disabled
to help prevent sexual assault.

There is a dearth of evidence-based sexual assault resis-
tance programs for women with major mental disorders.
One potential model, which was efficacious for university
women in reducing sexual assaults, is the Enhanced, Assess,
Acknowledge, Act, Sexual Assault Resistance Program [30].
This program consisted of four, 3-hour units of training, in-
cluding (1) a focus on improving women’s assessment of the
risk of sexual assault by male acquaintances and developing
problem-solving strategies to reduce perpetrator advantages,
(2) assisting women to more quickly acknowledge the danger
in situations that turned coercive, (3) providing instruction
about and practice of effective options for resistance, includ-
ing self-defense training, and (4) providing sexual information
and strategies to explore sexual attitudes, values, and desires
and to develop strategies for sexual communication. This pro-
gram was also successful in reducing the occurrence of sexual
assaults for women at higher risk because of previous rape
victimization [30]. Police may be able to assist in skills-
based crime prevention programs [13].

Secondary Prevention

Secondary prevention, which concerns reducing the psycho-
logically and physically distressing consequences of sexual
violence, is mainly facilitated by routine screening in all clin-
ical settings. Patients may be ashamed to report their abuse
experiences or fear retaliation by perpetrators or even distrust
their service providers. Thus, inquiry has to be handled with
sensitivity to patients’ cultural needs and vulnerabilities.
Patients should be informed about the rationale for screening
and about confidentiality safeguards. Most importantly, pa-
tients should be treated with dignity and respect as sensitive
issues surrounding sexual violence and negative sexual expe-
riences are explored. Psychiatrists should be mindful that
questioning and physical assessments can further traumatize
victims. Screening questions should also include the possibil-
ity that patients may be victims of sex trafficking [31].

Screening should also be supported by services that can
adequately address identified problems and that can reduce
psychological distress and improve the quality of life.
Services should be integrated with emergency services, nurs-
ing, social work services, obstetrics and gynecology pro-
grams, and sexual health. One model of a secondary preven-
tion clinic program for female survivors of sexual violence,
although not necessarily for those with major mental disor-
ders, partnered obstetrics-gynecology with psychiatry in

attempting to address the longer term sequela of sexual vio-
lence in a trauma-informed setting [32]. Screening for the
physical consequences of sexual assault and prophylaxis of
sexually transmitted infections and unwanted pregnancies
should occur according to established guidelines [33, 34] with
accommodations for the special needs of patients with major
mental disorders, including assisting patients who have para-
noia during the physical examination. The psychologically
distressing consequences of sexual violence should also be
formally identified, assessed, and treated.

Training should be provided in order to assist the clinicians
most likely to work with this population in identifying and
managing traumatized patients. The training especially should
address barriers to screening, because occasions of sexual vi-
olence are sometimes not recognized by mental health clini-
cians [35], and address how tomanage effectively the physical
and psychological consequences of sexually violent acts or to
refer to others when indicated. Some may view inquiry about
violence as not a part of their role [36]. Potential barriers to
sexual history-taking include a view that patients with chronic
psychiatric illness are much the same as others when it comes
to risky sexual behaviors, a lack of knowledge on how to
educate patients, and discomfort in discussing sexual topics
[37]. Although a trauma policy and training program im-
proved staff response to abuse disclosures in New Zealand
outpatient mental health clinic settings, the proportion referred
for relevant treatment remained low across abuse categories
[38]. For adult women with major mental disorders and con-
comitant developmental disabilities in which screening may
not be feasible or realistic, it is critical for caregivers to be
attentive to the many causes of behavioral changes, such as
agitation, depression, or diminished cognitive and communi-
cation capacities. In addition, primary care physicians, allied
health professionals, family members, and caregivers who
know patients well should be trained to observe behavioral
changes that may herald sexual assault.

The police and the legal profession have especially valu-
able contributions to make. The police may be the first to learn
about sexual assaults, and they organize referrals for support
and treatment [33]. Because even articulate and capable wom-
en who do not have a mental disorder can experience great
difficulties in negotiating the forensic and legal systems to
seek redress [39], it is especially important to see that these
systems are optimized to accommodate patients with major
mental disorders who become victims of violence. Many in-
dividuals may find that dealing with the forensic implications
of their experiences with sexual violence represent, psycho-
logically, a “second rape” [40], and for this reason, services
should be provided longitudinally. Psychiatry has an impor-
tant role in ensuring that this is so and in supporting patients
through these systems.

There is an emotional cost to bear when caring for patients
who experience trauma. Work-related support [41] and
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interventions to reduce burnout [42] are important protective
factors in the development of stress reactions. Organizations
and their leadership will likely be financially advantaged by
investing in well-being programs [43].

Advocacy

Services should be adequately funded to support female pa-
tients with major mental disorders who have been victims of
violence. Such services include providing training to those
most likely to work with this population on effectively iden-
tifying and managing patients who have experienced trauma,
developing clinically integrated teams, and reaching out to
community resources including the law enforcement and legal
professions, providing women with social and financial sup-
ports and resources when indicated including sanctuaries, ad-
dressing safety in the areas where patients reside, and address-
ing poverty and homelessness. A broad approach also in-
cludes researching the efficacy of training programs and eval-
uating the potential benefits and harms of treatment including
human trafficking programs. We also need to develop the
evidence base on the prevalence of sexual violence, risks,
and their mitigation. In order to achieve these goals, adminis-
trators and funders should appreciate the special vulnerabil-
ities of women with major mental disorders and their risks to
becoming victims of violence. And we should confront the
pervasive cultural mechanisms that stigmatize and discrimi-
nate against patients with mental disorders and that subvert
funding and support.

Conclusion

The #MeToo movement has galvanized attention to sexual
violence and to its solutions. Female patients with major men-
tal disorders constitute an especially vulnerable population at
risk of sexual violence. Women living with mental illness
thoroughly deserve to be well represented in the #MeToo con-
versations. The profession of psychiatry and indeed all disci-
plines who care for adult women with mental illnesses have
critical roles to play in developing comprehensive primary and
secondary preventive strategies and programs for which our
patients are especially worthy. We should advocate for the
services and research that protect and promote their interests
and for education, especially of our trainees. The horror of
sexual violence in all of its forms should drive our commit-
ment to this end.
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