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Abstract
Background

Sexual violence against women is a major public health issue and a breach of human rights. Although various
consequences of sexual violence on health have been described in a large number of scienti�c publications, very little
is known about this topic in Estonia. The aim of this study was to examine the prevalence of sexual violence and
associations between exposure to sexual violence and risky health and sexual behaviours among women in Estonia.

Methods

A population-based cross-sectional study was carried out in Estonia in 2014. Self-reported data regarding selected
indicators of risky health and sexual behaviours were collected from 1670 women, aged 18–44 years, via a self-
administered questionnaire. To measure the prevalence of sexual violence, questions from the NorVold Abuse
Questionnaire were included. Chi-square and multivariate logistic regression were used to analyse the data.

Results

Of the respondents, 22.7% (n=379) reported being exposed to sexual violence during their lifetime, and over half of
these women had had these experiences before the age of 18. Statistically signi�cant associations were found
between sexual violence and smoking (adjusted odds ratio (AOR) 1.32, 95% CI 1.03–1.70), alcohol consumption (AOR
1.52, 95% CI 1.18–1.95), illicit drug use (AOR 2.21, 95% CI 1.70–2.89), sexual intercourse for money or other material
reward (AOR 3.51, 95% CI 1.62–7.61), concurrent sexual relationships (AOR 2.64; 95% CI 1.80–3.86), and being
diagnosed with sexually transmitted infections (AOR 1.48, 95% CI 1.09–2.01).

Conclusions

In Estonia, sexual violence against women is widespread and is associated with several risky health and sexual
behaviours. Efforts should be made to raise awareness regarding the prevalence and negative impact of sexual
violence, both among the general public and professionals. Women who have been exposed to sexual violence are in
need of professional medical, legal and psychological help free from prejudice to help them recover from such
traumatic events.

Background
The World Health Organisation de�nes sexual violence (SV) as follows: “Any sexual act, attempt to obtain a sexual
act, unwanted sexual comments or advances, or acts to tra�c or otherwise directed against a person’s sexuality using
coercion, by any person regardless of their relationship to the victim, in any setting, including but not limited to home
and work”[1]. By de�nition, SV involves a party who does not give or is unable to give consent.

There is a signi�cant amount of evidence, demonstrating that SV can lead to a variety of negative immediate and
long-term health consequences and it is known to be associated with risky health and sexual behaviours [1–9].
Women exposed to SV use illicit drugs, smoke and binge drink more often, possibly to reduce the negative feelings
associated with SV [7, 10, 11].

SV is also associated with a higher prevalence of sexually transmitted infections (STIs), including HIV, and engaging
in sex without using contraception [7, 12, 13]. SV can increase the risk of contracting a STI directly (coerced
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unprotected sex with an infected person) or indirectly through an increase in risky sexual behaviour (e.g., condom non-
use, having concurrent sexual relationships) [3, 9, 14].

For many reasons, SV has been underreported and not widely recognized in Estonia. Violence against women is
rooted in gender inequality, which remains a problem in Estonia [15, 16]. For example, gender pay gap in Estonia over
25% – the highest �gure in the European Union (EU) [17]. In addition to that, victim-blaming attitudes, which have been
shown to play a paramount role in higher prevalence of violence against women, are common in Estonia [18]. A study
carried out in 2010 among 27 member states of the EU showed that 84% of the respondents in Estonia considered the
behaviour of women as a predisposing factor to violence against them, which was the second highest result [19].
Although a survey conducted by the European Agency for Fundamental Rights in 2014 revealed that 13% of women in
Estonia have been exposed to SV by a partner or non-partner starting from the age of 15, only 11% of the respondents
in Estonia thought that violence against women in their country was very common, compared to the EU average of
27%. As these studies suggest, the lower social position of women and violence against them remain serious but
underexplored issues in Estonia.  

While in western countries the relationship between gender inequality and violence against women has been a topic of
academic research for decades, it has been neglected in Estonia. Estonia was occupied by the Soviet Union for half of
a century and regained its independence in 1991. Although the Soviet Union had its policies that seemingly promoted
gender equality, violence against women was often ignored and remained undocumented [20]. More recently, however,
there has been a steady increase in research looking at SV and other forms of violence against women [21, 22].
Nevertheless, the impact of SV on Estonian women’s health and sexual behaviours has not been studied, and the
current study seeks to contribute to closing this gap. The aim of this study was to examine the prevalence of SV in
Estonia and its associations with risky health behaviours (smoking, excessive alcohol consumption and illicit drug
use) as well as risky sexual behaviours (contraception non-use during the most recent sexual intercourse, having
sexual intercourse for money or other material reward, concurrent sexual relationships, and contracting STIs).

Methods
Sample and sampling

The study was based on a Women’s Health Survey conducted in Estonia between March and August, 2014. A random
sample of the female population, strati�ed by age groups (16–17, 18–24, 25–34, and 35–44), was taken from the
Population Registry. For sample size calculations, data from previous studies [23, 24] regarding the percentage of
sexually active respondents in each age group and total response rates were taken into account in order to get a
su�ciently large sample. The initial sample size was 5233 women, and by age group the numbers were 2112 (16–17),
1144 (18–24), 993 (25–34), and 984 (35–44). For this calculation, the OpenEpi software package [25] was used.

Of the initial sample, 40 women were not able to reply. Out of 5193 eligible respondents, 2708 did not return the
questionnaire, and 12 refused to answer. In addition, 24 questionnaires were returned with very few answered
questions, six had con�icting answers and three respondents were over 45 years old. The �nal response rate was
47.0%. Of the respondents, 16.6% answered electronically and 83.4% on paper. The survey methods are described in
more detail in the study report [26].

For this paper, women aged 16–17 years and women who had not answered to the question about age were left out
of the analysis (n=727). Respondents aged 16–17 years were not included due to the nature of the questions used to
determine risky sexual behaviour, as only 50.6% in that age group had experienced sexual intercourse. Of the
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respondents, 37 women did not answer the questions about SV and six were left out of the analysis because their
native language was neither Estonian nor Russian. The �nal sample size was 1670.

 

Survey

The questionnaire contained questions about socio-demographic background, intimate relationships and sexuality,
reproductive history, satisfaction with health care services, contraception, any future plans of having children, overall
health, and exposure to violence.

Sexual violence assessment instrument

To assess exposure to SV we used NorVold Abuse Questionnaire (NorAQ), which has good reliability and validity [27].
In the analysis for this paper we used four questions from the NorAQ:

1) “SV with no genital contact”: Has anybody against your will touched parts of your body other than the genitals in a
‘sexual way’ or forced you to touch other parts of his or her body in a ‘sexual way’?

2) “Sexual humiliation”: Have you in any way been sexually humiliated; e.g., by being forced to watch a porno movie or
similar against your will, forced to participate in a porno movie or similar, forced to show your body naked or forced to
watch when somebody else showed his/her body naked?

3) “SV with genital contact”: Has anybody against your will touched your genitals, used your body to satisfy
him/herself sexually or forced you to touch anybody else’s genitals?

4) “Rape/attempted rape”: Has anybody against your will put his penis into your vagina, mouth or rectum or tried to
put an object or other part of the body into your vagina, mouth or rectum?

For each question the respondent could choose between the answers: no; yes, as a child (less than 18 years old); yes,
as an adult (18 years old or older); yes, as both a child and an adult. We created an aggregated measure where all
women who gave an a�rmative answer to at least one of the questions about SV were considered to have been
exposed to SV.

Socio-demographic characteristics

Based on self-reported socio-demographic factors, we divided the sample into subgroups as follows: three groups
based on age (18–24; 25–34; 35–44 years); two groups based on the language spoken (Estonian; Russian); three
groups based on the level of education (basic or less; secondary/vocational secondary; vocational higher/bachelor’s
degree/master’s or doctoral degree); three groups based on marital status (married/cohabiting;
separated/divorced/widowed; single); four groups based on employment status (employed;
pupil/student/postgraduate student; on pregnancy or parental leave; retired/disability pension); and three groups
based on the reported level of di�culties in paying bills (always/often; sometimes; rarely/never).

Risky health and sexual behaviour variables

Due to the nature of multiple logistic regression analysis all outcome variables were dichotomised.

To determine risky health behaviour, smoking (never a smoker; past/current smoker), drinking enough alcohol to lose
control of oneself (daily/weekly/monthly/less often than monthly; never) during the last 12 months, and ever using
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illicit drugs (no; yes) were considered in analysis.

We used four questions to evaluate risky sexual behaviour. To determine contraception use during the most recent
intercourse, the respondents could choose a contraceptive method from a list or they could answer that they did not
use any method. When analysing this question, we left out women who did not need contraception (were pregnant,
wanted to get pregnant, or were breastfeeding a less than 6 month old baby; n=169). Participants were asked “Have
you been asked to have sex in exchange for money or other material reward?”, and respondents were assigned into
two groups: the �rst group consisted of women who had not been asked to do so and also of those who had been
asked, but refused and to the second group women who had accepted the offer. To assess whether the respondent
had concurrent sexual relationships, the following question was asked “Have you had concurrent sexual relationships
during your present marriage/cohabitation”, and responses were categorized into two groups (yes; no). Women who
were not currently in a relationship left out of the analysis (n=191). We asked if the respondent had ever been
diagnosed with at least one of the following STIs: chlamydia; gonorrhoea; trichomoniasis; HIV/AIDS; syphilis. The
respondents were categorized into two groups (yes; no). Respondents who did not know whether they had ever been
diagnosed with an STI or had not been tested, were not included into analyses that involved this variable (n=116).

Analysis

Differences between women exposed to SV and not exposed to SV were analysed using a chi-square test with a
signi�cance level of p<0.05. Selected socio-demographic potential confounders (age, education, marital status,
occupation, di�culties with paying bills) were entered into multivariable logistic regression analysis models to explore
associations between SV exposure and risky health and sexual behaviours. Associations are presented as odds ratios
(OR) and adjusted odds ratios (AOR) with 95% con�dence intervals (CI 95%).

Results
In our study, 22.7 % (n=379) of respondents reported having been exposed to SV during their lifetime: 18.1% to SV with
no genital contact, 13.4% to SV with genital contact, 9.2% to rape/attempted rape and 4.0% to sexual humiliation.
Table 1 shows exposure to SV before the age of 18, being 18 years old or older, and both. Exposure to all types of SV,
with the exception of rape/attempted rape, were higher before the age of 18. Across all SV categories, approximately
10% had been exposed to SV before and after the age of 18.

Selected self-reported socio-demographic characteristics according to exposure to SV are shown in Table 2. As
expected, among women in the oldest age group, the proportion of those who had been exposed to SV was the
highest. SV was also more frequent among women who had always or often di�culties with paying bills, did not
currently work (housewives, unemployed, retired or on a disability pension) and/or were separated/divorced/widowed.
There were no signi�cant differences between Estonian- and Russian-speaking respondents, nor between women of
different levels of education. 

Table 3 presents the odds ratios and adjusted odds ratios of selected risky health and sexual behaviour outcomes for
the women who had been exposed to SV and for those who had not been exposed. Statistically signi�cant
associations between SV and smoking, alcohol consumption, illicit drug use, sexual intercourse for money or other
material reward, having concurrent sexual relationships, and being diagnosed with STIs were found. Contraception
non-use during their most recent intercourse was signi�cantly associated with being exposed to SV only before the
adjustment.

Discussion
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Regarding the prevalence of SV, our �ndings are consistent with previous studies carried out in Estonia [28, 29]. In a
survey among pregnant women in Estonia, where similarly to this study the NorAQ questionnaire in Estonian and
Russian was also used, 18% of the respondents reported exposure to SV during their lifetime [29]. To the best of our
knowledge, this is the �rst population-based study in Estonia to demonstrate a higher prevalence of risky health and
sexual behaviour among women exposed to SV. We found an increased risk for smoking, alcohol consumption, using
illicit drugs, agreeing to have sexual intercourse for money or other material reward, having concurrent sexual
relationships during their marriage or cohabitation and being diagnosed with STIs. These results provide further
evidence that SV against women in Estonia is a signi�cant problem.

Our study shows that exposure to SV is most common before the age of 18. Concerning ethnic background, no
differences between the Estonian- and Russian-speaking populations in terms of SV prevalence were found in this
study. In Estonia, there is a large ethnic minority of Russians, who make up 25% of the population [30]. Previous
studies in Estonia have found that attitudes and knowledge concerning SV among the Estonian- and Russian-
speaking population are different: among Russian-speaking respondents victim-blaming is more common and fewer
violent acts are recognized as violence (e.g., considering forced sexual intercourse in a relationship to be a form of SV)
[13, 18, 21, 31]. We can only assume that SV is even more underreported among the Russian women than among
Estonian-speaking women.

In this study no signi�cant differences were found in the proportion of women exposed to SV among groups with
different educational levels, which is in accordance with the EU wide survey from 2014 [28]. This �nding adds further
evidence that women at all levels of educational attainment suffer from SV.

Our �ndings demonstrate the broad scope of risky health and sexual risk behaviour associated with SV. Alcohol and
illicit drug use have been associated with an increased risk of becoming exposed to SV, as intoxication makes it is
more di�cult for women to protect themselves [4, 32]. However, increased alcohol and illicit drug use after exposure to
SV has also been demonstrated [10, 33]. Excessive alcohol consumption, illicit drug use and smoking have been
associated with the wish to reduce the symptoms of depression and post-traumatic stress disorder linked to SV [11,
33]. In this study we saw statistically signi�cant differences in smoking, illicit drug use and alcohol consumption
between women who had been exposed to SV and those who had not.

Our results provide further evidence that women who have been exposed to SV are more likely to engage in risky
sexual behaviour [34, 35]. They have more concurrent sexual relationships, engage in sexual relationships for money
or other material reward more often, and are less likely to use contraception. This in turn increases the risk of
unwanted pregnancy and STIs, including HIV. There are probably multiple different pathways through which SV leads
to risky sexual behaviour. Possible explanations could be that risky sexual behaviour is mediated through illicit drug
and alcohol abuse, which causes impaired judgment and risk negotiation abilities [11, 35]. Another explanation could
be that SV has severe psychological effects that can lead to an overall neglect of one’s health and avoidance of
thinking about the potential negative consequences of risky behaviour [33, 34, 35]. 

Our study had some limitations that should be pointed out. Due to the cross-sectional study design, it was not
possible to determine whether risky health and sexual behaviour preceded or followed exposure to SV. Based on
previous evidence we presume that risky behaviour is a consequence of SV rather than a factor that is conducive to
exposure to SV [3]. Longitudinal studies are needed to examine the chronological relationship between SV and risky
health and sexual behaviour. Also, there may be a recall bias, as violent events may be suppressed and thus not
reported. In addition to that, the recall-rates may not have been equal across the four SV categories included in our
study. We can only hypothesize, that the recall-rate might have been higher for the most serious events e.g. rape.
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However, it should be pointed out that the response rate was in line with our calculations regarding sample size and
study power, and very few respondents did not answer the questions concerning SV, depending on the question it
stayed between 1.4% and 2%.

Conclusions
The high prevalence of SV, including the high rate before the age of 18, should be acknowledged as a public problem
and condemned by the society. Changes in public beliefs and practices is a prerequisite for preventing SV. Survivors of
SV should be encouraged to seek professional help, which includes assuring that provided help is free from prejudice
to prevent revictimization. Comprehensive professional help for SV survivors should be provided both immediately
following any incident and over the long term. All healthcare professionals should be aware of the possible
associations between certain health problems and exposure to SV. Findings from this study should be taken into
account when integrating services for SV survivors into healthcare services in Estonia. The goal when SV has occurred
should be early intervention to prevent risky health and sexual behaviour.

Our results help to draw attention to the current situation concerning SV and its impact on health and health behaviour
in Estonia. This information is essential for designing services and noticing the needs of SV survivors to prevent
negative health sequel. In addition to Estonia, this data can be used in other countries, especially in those with similar
background and current socio-economic situation.  

Abbreviations
SV- sexual violence

STI- sexually transmitted infection

NorAQ- NorVold Abuse Questionnaire

EU- European Union

Declarations
Ethics approval and consent to participate

This study was approved by the Ethics Review Committee on Human Research of the University of Tartu, Estonia
(226/T-7). All participants gave informed consent.

Consent for publication

Not applicable

Availability of data and materials

The dataset analysed during the current study available from the corresponding author on reasonable request.

Competing interests

The authors declare that they have no competing interests

Funding



Page 8/13

This study was funded by the European Regional Development Fund administered by the Estonian Research Council
project TerVe (grant number 3.2.1002.11–0002) and Institutional Research Funding IUT 34–16

Authors' contributions

All listed authors have made substantive intellectual contributions for preparing this manuscript. HL participated in
preparations for carrying out the study, data analysis and drafted the manuscript. ML, KP and HK participated in
development of the questionnaire, original data collection and gave critical comments on the draft of the manuscript.
IR carried out statistical analysis.

Acknowledgements

Mati Rahu, Kai Haldre, Kärt Allvee

References
1. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R. World report on violence and health. Geneva: World Health

Organization; 2002.

2. Campbell R, Dworkin E, Cabral G. An ecological model of the impact of sexual assault on women’s mental health.
Trauma Violence Abuse. 2009;10:225–46.

3. Jina R, Thomas LS. Health consequences of sexual violence against women. Best Pract Res Clin Obstet
Gynaecol. 2013;27:15–26.

4. Hilden M, Schei B, Swahnberg K, Halmesmäki E, Langhoff-Roos J, Offerdal K, et al. A history of sexual abuse and
health: a Nordic multicentre study. Br J Obs Gynaecol. 2004;111:1121–7.

5. Devries K, Watts C, Yoshihama M, Kiss L, Schraiber LB, Deyessa N, et al. Violence against women is strongly
associated with suicide attempts: evidence from the WHO multi-country study on women’s health and domestic
violence against women. Soc Sci Med. 2011;73:79–86.

�. Santaularia J, Johnson M, Hart L, Haskett L, Welsh E, Faseru B. Relationships between sexual violence and
chronic disease: a cross-sectional study. BMC Public Health. 2014;14:868–82.

7. Champion HLO, Foley Long K, DuRant RH, Hensberry R, Altman D, Wolfson M. Adolescent sexual victimization,
use of alcohol and other substances, and other health risk behaviors. J Adolesc Health. 2004;35:321–8.

�. World Health Organization and London School of Hygiene and Tropical Medicine. Preventing intimate partner and
sexual violence against women: taking action and generating evidence. Geneva: World Health Organization; 2010.

9. Draughon JE, Lucea MB, Campbell JC, Paterno MT, Bertrand DR, Sharps PW, et al. Impact of intimate partner
forced sex on HIV risk factors in physically abused African American and African Caribbean women. J Immigr
Minor Health. 2015;17:1313–21.

10. Basile KC, Black MC, Simon TR, Arias I, Brener ND, Saltzman LE. The association between self-reported lifetime
history of forced sexual intercourse and recent health-risk behaviors: �ndings from the 2003 National Youth Risk
Behavior Survey. J Adolesc Health. 2006;39:752.e1-752.e7.

11. Johnson NL, Johnson DM. Factors in�uencing the relationship between sexual trauma and risky sexual behavior
in college students. J Interpers Violence. 2013;28:2315–31.

12. Heise L, Ellsberg M, Gottmoeller M. A global overview of gender-based violence. Int J Gynecol Obstet. 2002;78:5–
14.



Page 9/13

13. Laanpere M, Ringmets I, Part K, Karro H. Intimate partner violence and sexual health outcomes: a population-
based study among 16-44-year-old women in Estonia. Eur J Public Health. 2013;23:688–93.

14. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntryre JA, Harlow SD. Gender-based violence, relationship power,
and risk of HIV infection in women attending antenatal clinics in South Africa. Lancet. 2004;363:1415–21.

15. Roosalu T, editor. Soolise võrdõiguslikkuse monitooring 2013. Sotisaalmisteeriumi toimetised 2014(3). Tallinn:
Sotsiaalministeerium; 2013. https://www.sm.ee/sites/default/�les/content-
editors/Ministeerium_kontaktid/Uuringu_ja_analuusid/Sotsiaalvaldkond/sooline_vo_monitooring_2013_veeb.pdf.
Accessed 11 Dec 2019.

1�. Järvpõld T, Lunev M. Soolise võrdõiguslikkuse näitajad. Indicators of gender equality. Tallinn: Statistics Estonia;
2015. http://www.stat.ee/publication-2015_indicators-of-gender-equality?
highlight=Soolise,võrdõiguslikkuse,näitajad. Accessed 11 Dec 2019.

17. Eurostat database. https://ec.europa.eu/eurostat/statistics-explained/index.php/Gender_pay_gap_statistics.
Accessed 11 Dec 2019.

1�. TNS Emor. Eesti elanikkonna teadlikkuse uuring soopõhise vägivalla ja inimkaubanduse valdkonnas 2016. Study
report. http://www.kriminaalpoliitika.ee/et/eesti-elanikkonna-teadlikkuse-uuring-soopohise-vagivalla-ja-
inimkaubanduse-valdkonnas-2016. Accessed 11 Dec 2019.

19. European Commission. Domestic violence against women. Brussels; 2010.
http://ec.europa.eu/public_opinion/archives/ebs/ebs_344_en.pdf. Accessed 11 Dec 2019.

20. Women in transition, regional monitoring report no. 6. Florence; International Child Development Centre: 1999.
https://www.unicef-irc.org/publications/36/. Accessed 11 Dec 2019.

21. Soo K, Laanpere M, Lippus H, Part K. Seksuaalvägivalla levimus ja hoiakud Eestis: uuringute ülevaade. Tartu;
Estonian Sexual Health Association: 2015.

22. Lippus H, Laanpere M, Part K, Ringmets I, Karro H. Polyvictimization and the associations between poor self-
perceived health, dissatisfaction with life, and sexual dysfunction among women in Estonia. J Interpers Violence.
2018 Jun 8. doi:10.1177/0886260518780412 [Epub ahead of print]

23. Part K, Laanpere M, Rahu K, Haldre K, Rahu M, Karro H. Estonian women’s health: sexual and reproductive health,
health behavior, attitudes and use of health services. Survey report. Tartu: Department of Obstetrics and
Gynaecology, University of Tartu; 2007.

24. Haavio-Mannila E, Kontula O. Seksin trendit meillä ja Naapureissa. Helsinki: Wernen Söderström OY; 2001.

25. Dean A, Sullivan K, Soe M. OpenEpi: Open Source Epidemiologic Statistics for Public Health, Version 3.03a.
www.OpenEpi.com. Accessed 11 Dec 2019.

2�. Lippus H, Laanpere M, Part K, Ringmets I, Rahu M, Haldre K, et al. Estonian Women´s Health 2014: sexual and
reproductive health, health behaviour, attitudes and use of healthcare services. Survey report. Tartu: Department
of Obstetrics and Gynaecology, University of Tartu; 2015.

27. Swahnberg K, Wijma B. The NorVold Abuse Questionnaire (NorAQ): validation of new measures of emotional,
physical, and sexual abuse, and abuse in the health care system among women. Eur J Public Health.
2003;13:361–6.

2�. European Union Agency for Fundamental Rights. Violence against women: an EU-wide survey. 2014.
doi:10.2811/62230.

29. Lukasse M, Schroll A, Ryding EL, Campbell J. Prevalence of emotional, physical and sexual abuse among
pregnant women in six European countries. Acta Obstet Gynecol Scand. 2014;93:669–77.



Page 10/13

30. Population by ethnic nationality. Statistics Estonia. Available from: http://www.stat.ee/34267. Accessed 11 Dec
2019.

31. Vainu V, Orimisson T, Pohl R, Raudsepp T. Seksuaalvägivalla-alased hoiakud. Tallinn; Estonian Sexual Health
Association; 2014.

32. Larsen M-LJØ. Sexual assault in eastern Denmark from 2000–2010. Aspects of women`s health before and after
a sexual assault. PhD thesis. Copenhagen: Faculty of Health and Medical Sciences, University of Copenhagen;
2015.

33. Resnick HS, Acierno R, Kilpatrick DG. Health impact of interpersonal violence 2: medical and mental health
outcomes. Behav Med. 1997;23:65–78.

34. Hillis SD, Anda RF, Felitti VJ, Marchbanks PA. Adverse childhood experiences and sexual risk behaviors in women:
A retrospective cohort study. Fam Plann Perspect. 2001;33(5):206–11.

35. Wells BE, Starks TJ, Robel E, Kelly BC, Parsons JT, Golub SA. From sexual assault to sexual risk: a relational
pathway? J Interpers Violence. 2015;31:3377–95.

Tables

Table 1. Sexual violence (SV) categorized by the type and age of exposure among women 

aged 18–44 years in Estonia, N/n (%)

Type of SV

Before the age of 18

years

Being 18 years old or

older

Before and after the age

of 18 Total

  (n= 206) (n=136) (n=37)

N=

(379)

SV with no genital

contact 180 (59.6) 97 (32.1) 25 (8.3)

302

(100)

Sexual humiliation   45 (68.2) 14 (21.2)   7 (10.6)

  66

(100)

SV with genital

contact 127 (57.0) 73 (32.7) 23 (10.3)

223

(100)

Rape/attempted rape   66 (43.1) 76 (49.7) 11 (7.2)

153

(100)

 

Table 2. Selected socio-demographic characteristics by sexual violence (SV) exposure, for women
aged 18–44 years in Estonia, N/n (%)a
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Socio-demographic characteristics Total

SV exposure during

lifetime

P

valuea

Effect

sizea

 
(N=1670)

No

(n=1291)

Yes

(n=379)

   

    

Age in years    <0.001 0.14

18–24

  724

(43.4)

  604

(46.8) 120 (31.7)

   

25–34

  473

(28.3)

  361

(28.0) 112 (29.6)

   

35–44

  473

(28.3)

  326

(25.3) 147 (38.8)

   

Native language    NS  

Estonian

1315

(78.7)

1018

(78.9) 297 (78.4)

   

Russian

  340

(20.4)

  263

(20.4)   77 (20.3)

   

Missing

    15

(0.9)     10 (0.8)     5 (1.3)

   

Education    NS  

Basic or less

  383

(22.9)

  293

(22.7)   90 (23.8)

   

Secondary/vocational secondary

  695

(41.6)

  532

(41.2) 163 (43.0)

   

Vocational higher/bachelor’s/master’s

/doctoral degree

  584

(35.0)

  460

(35.6) 124 (32.7)

   

Missing

      8

(0.5)       6 (0.5)     2 (0.5)

   

Marital status    <0.005 0.09

Married/cohabiting

1078

(64.6)

  816

(63.2) 262 (69.1)

   

Separated/divorced/widowed

    71

(4.3)     47 (3.6)   24 (6.3)
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Single   510

(30.5)

  418

(32.4)

  92 (24.3)    

Missing

    11

(0.7)     10 (0.8)     1 (0.3)

   

Occupation    <0.001 0.12

Employed

  852

(51.0)

  636

(49.3) 216 (57.0)

   

Pupil/student/postgraduate student

  496

(29.7)

  417

(32.3)   79 (20.8)

   

On pregnancy/parental leave

  172

(10.3)

  130

(10.1)   42 (11.1)

   

Housewife/unemployed/retired/disability

pension

  115

(6.9)     79 (6.1)   36 (9.5)

   

Missing

    35

(2.1)     29(2.3)     6 (1.6)

   

Difficulties paying bills   <0.001 0.09

Always/often

  166

(9.9)   112 (8.7)   54 (14.3)

   

Sometimes

  341

(20.4)

  252

(19.5)   89 (23.5)

   

Rarely/never

1143

(68.4)

  910

(70.5) 233 (61.5)

   

Missing

    20

(1.2)     17 (1.3)      3 (0.8)

   

a Chi-Square and Cramér’s V test were applied only for non-missing values

 
Table 3. Odds ratios (OR) and adjusted odds ratios (AOR)a for selected indicators of risky health and
sexual behaviour associated with exposure to sexual violence (SV), for 18–44 years old women in
Estonia 
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Risky health and sexual behaviour Total (n) OR (95% CI) AOR (95% CI)

Smoking 1596 1.38 (1.09–1.75) 1.32 (1.03–1.70)

Alcohol consumption  1599 1.22 (0.96–1.54) 1.52 (1.18–1.95)

Illicit drug use 1596 1.85 (1.44–2.37) 2.21 (1.70–2.89)

Contraception non-use  1439 1.55 (1.07–2.24) 1.26 (0.86–1.85)

Sexual intercourse for money/ material reward 1601 5.27 (2.51–11.05) 3.51 (1.62–7.61)

Concurrent sexual relationships 1165 2.71 (1.87–3.92) 2.64 (1.80–3.86)

STIs 1485 1.96 (1.48–2.61) 1.48 (1.09–2.01)

a Adjusted for age, marital status, education, occupation, and difficulties with paying bills


