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Rape is considered a crime against humanity and an act of torture in international law in 

large part due to its severe physical and psychological effects on individuals and communities.  It 

is not the purpose of this memorandum to contrast U.S. and international jurisprudence, but 

rather to explore these physical and psychological effects common to incidents of sexual 

violence with an eye towards situating this crime within the bounds of the U.S. torture statute, 18 

U.S.C. §2340. Elsewhere, we discuss the psychological motivations of the perpetrator of these 

crimes in the interest of satisfying the statute’s specific intent requirement.  Here, our focus is on 

the victims—and precisely on showing that rape and sexual crimes indisputably meet Title 18’s 

severity standards. In this section, we will show that rape and sexual crimes: (1) have the 

potential to cause severe physical pain or suffering; (2) result in prolonged mental harm; and (3) 

cause this prolonged mental harm via circumstances enumerated under the U.S. torture statute.  

Points (2) and (3) are sufficient to show that rape and sexual violence amount to the “severe 

mental pain or suffering” stipulated by the statute. 

 
(1) “torture” means an act committed by a person acting under the color of law specifically 

intended to inflict severe physical or mental pain or suffering (other than pain or suffering 

incidental to lawful sanctions) upon another person within his custody or physical control; 

 
(2) “severe mental pain or suffering” means the prolonged mental harm caused by or resulting 

from— 

(A) the intentional infliction or threatened infliction of severe physical pain or 

suffering; 

(B) the administration or application, or threatened administration or application, of 

mind-altering substances or other procedures calculated to disrupt profoundly the 

senses or the personality; 

(C) the threat of imminent death; or 

(D) the threat that another person will imminently be subjected to death, severe 

physical pain or suffering, or the administration or application of mind-altering 

substances or other procedures calculated to disrupt profoundly the senses or 

personality; 

 
Source: 18 U.S. Code § 2340 – Definitions 



2 
	

I. Physical Consequences of Rape and Other Sexual Crimes: Short and Long Term 

Effects 

 

The standard of “severe physical pain or suffering” in §2340 is not explicitly defined in 

this statute.  Therefore, for the purposes of this analysis, we make reference to a proximate term, 

“serious physical pain or suffering” from 18 U.S.C. §2441, the federal war crimes statute.  

According to §2441, “serious physical pain or suffering,” cited in the context of “cruel or 

inhumane treatment,” is defined as follows: 

 

Of course, neither the terms of §§2340 and 2441 nor their contexts are identical, and a prudent 

defense counsel might point to the higher degree of gravity inherent in §2340’s term “severe” 

(vs. §2441’s term “serious”) or construct arguments based on contextual disparities between the 

two statutes.  For the purposes of this discussion, in recognition of the necessity of satisfying a 

high burden proof, and in the absence of a clear definitional standard from §2340, we analyze the 

physical consequences of sexual violence by the standard borrowed from §2441. 

 While not every instance of sexual violence necessarily results in severe (or prolonged) 

physical harm, the medical literature points to an array of short- and long-term physical 

consequences that will be relevant to determining whether this standard has been met.  The 

immediate physical effects of rape have been found commonly to include injuries to the posterior 

fourchette, labia minora, hymen, and navicularis, as well as perineal, hymeneal, and posterior 

vaginal wall tears.  In a review of the literature on the physical trauma of rape, Sommers (2011) 

 
(D) the term “serious physical pain or suffering” shall be applied for purposes of paragraph 

(1)(B) as meaning bodily injury that involves— 

(i) a substantial risk of death; 

(ii) extreme physical pain; 

(iii) a burn or physical disfigurement of a serious nature (other than cuts, abrasions, or 

bruises); or 

(iv) significant loss or impairment of the function of a bodily member, organ, or 

mental faculty;  

Source: 18 U.S. Code § 2441 – War Crimes 
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concluded that the posterior fourchette, labia minora, hymen, and navicularis are common areas 

where injuries are found in victims of sexual trauma. Heppenstall-Heger et al. (2003) examined 

ano-genital injuries in children due to sexual assault and other traumas. The authors found 

evidence of bleeding, anal abrasions, anal and perianal tears, and tears of the posterior fourchette 

and hymen. Bowyer & Dalton (1997), in studying female rape victims between the ages of 16 

and 48, found perineal, hymeneal, and posterior vaginal wall tears. They also found cuts, bruises, 

and grazes on victims’ labia majora, fourchette, vagina, and anus. 

Injuries (e.g. bruises, cuts, grazes) reported by victims of rape have been evidenced in 

other parts of the body as well (Bowyer & Dalton, 1997). Out of 83 women who reported being 

raped, only 15 (18.1%) reported no severe physical injuries. The remaining women reported 

some combination of injuries to their arm (50.6%), thigh/upper leg (43.4%), neck (26.5%), 

breast/chest (20.5%), calf/shin/lower leg (19.3%), face/head (18.1%), back, knee (16.9%), 

shoulder (16.9%), hand (15.7%), and/or buttocks (8.4%).  

In a conflict setting, the act of rape itself is often paired with other forms of bodily and 

sexual torture, includes gang rape, and may end in murder to many victims.  Beating, machete 

wounds, burning and mutilation of the genitals, and penetration by a host of objects such as rifle 

barrels, chili peppers, bottles, and sticks have all been reported to occur during conflict rapes.  A 

recently published study on refugees in Uganda, many of whom were the subjects of sexual 

violence, noted prolapsed uteruses, irregular or incessant vaginal bleeding, and infection among 

female study participants; male participants reported genital, anal, and abdominal injuries and 

pain; and both genders described chronic back pain (Smith-Khan, 2015). 

When assessing whether the immediate physical effects of sexual violence constitute 

serious or severe physical pain or suffering in accordance with the federal statute, primary 

considerations should include whether the infliction of these immediate injuries would 

reasonably have resulted in extreme physical pain ((D)(ii)) and whether the battery of injuries 

sustained constituted a substantial risk of death ((D)(i)). In such cases, where the evidence itself 

is not primarily physical and a substantial amount of time may have passed from the original 

incident, either counsel might wish to invoke the testimony of an expert medical witness to 

evaluate immediate injuries in light of these standards.  Here we also note the possibility that 

individual bruises, cuts, or grazes described by the medical literature cited above may not in 

isolation fulfill these standards, but may, when assessed in totality, amount to extreme physical 
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pain or substantial risk of death.  Finally, while (2)(D)(iii) (burns and disfigurements) and 

(2)(D)(iv) (losses or impairments) are more likely to be present in the context of the long-term 

injuries discussed below, it bears mentioning that shorter-term burns, physical disfigurements, or 

bodily and mental impairments may not be out of scope of this definition if they are severe 

enough.  For example, genital disfigurement by burning with a flame has also been reported in 

conjunction with rape in a conflict setting. In addition, counsel may wish to explore the short-

term impairment of mental faculties after an instance of sexual violence. 

The long-term physical consequences of rape are well known within the medical 

community, profoundly disturbing, and fall under all four categories of §2441’s definition of 

serious physical harm.   Rapes regularly result in gynecologic fistula—a complete disruptive 

rendering of the woman’s vagina and bladder and/or rectum (Bastick, Grimm, Kunz, 2007), 

which constitutes a physical disfigurement of a serious nature as stipulated in D(iii).  

Gynecologic fistula can also lead to urinary and fecal incontinence, a disturbing condition, which 

in addition to creating severe cultural and marital stigma for victims, is in clear accordance with 

D(iv)’s significant impairment of the function of a bodily member or organ.  Also falling under 

this impairment provision, women’s reproductive systems are often severely and permanently 

damaged as a result of rape (Golding, 1996), and infertility can result (Bastick, et al., 2007). 

Additionally, for women, experiences of rape and sexual assault are linked to excessive 

menstrual bleeding, genital burning, painful intercourse, menstrual irregularity, and lack of 

sexual pleasure (Bastick, et al., 2007).  Finally chronic pelvic pain is a common effect of sexual 

violence (Dossa, Zunzunegui, Hatem & Fraser, 2014; Mukanangana, Moyo, Zvoushe & Rusinga, 

2014), which can in severe cases entail extreme physical pain (D(ii)). 

 In addition to the direct physical harm discussed above, sexual violence can result in 

sexually transmitted diseases which can themselves cause extreme physical pain (D(ii)) or a 

significant risk of death (D(iv)). Given that sexual assaults are violent and often lead to wounds 

with exposed mucosa, rates of disease transmission can be elevated, particularly with respect to 

HIV. During the Rwanda genocide of 1994, it is estimated that of the 500,000 women who were 

raped; over 70% contracted HIV (Reid-Cunningham, 2008 & Amnesty International, 2004). It 

may take years for HIV to transform into AIDS, and thus the estimate of women killed due to 

sexual violence in Rwanda continues to grow with each passing year. In the DRC, researchers 

estimate that when a woman is raped, she has a 60% chance of contracting HIV (Brown, 2012). 
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Because medical care and antivirals are often not available, the transmission of HIV can amount 

to a gradual death sentence in a post-conflict setting.  Increased rates of cervical cancer from the 

Human Papillomavirus (HPV) acquired during a sexual assault have also been reported (Hynes, 

2004).  These diseases, their frequency of transmission, and their often fatal outcomes, 

particularly in the low-resource contexts where such atrocities often occur, constitute a 

substantial risk of death, as well as potential for extreme physical pain during the course of their 

development. 

   Psychiatric conditions caused by rape also have harmful physical consequences on the 

victim. PTSD has been linked to heart disease (Boscarino, 2008), chronic pain (Moeller-Bertam, 

Keltner & Strigo 2012), coronary artery disease, and higher mortality rates (Boscarino, 2011).  

There also appears to be some level of immune impairment that occurs when someone is the 

victim of abuse, as women subjected to domestic violence are less able to resist the herpes 

simplex virus (Garcia-Linares, Sanchez-Lorente, Coe & Martinez, 2004).   

 Finally, as will be discussed in the next section in greater detail, sexual trauma results in 

dysregulation of the stress response and disrupts the balance between the sympathetic nervous 

system and parasympathetic nervous system.  Whereas a normal stress response involves the 

release of biological “stress-signals”— including catecholamines, glucocorticoids, and pro-

inflammatory cytokines—the literature shows that sexual assault and abuse corresponds with 

higher catecholamine activity and elevated levels of pro-inflammatory cytokines (DeBellis, 

1996; Kendall-Tackett, et al., 2007).  In turn, heightened activity and unregulated secretion of 

these proteins and hormones is the mechanism by which trauma and stress exposure results in 

negative health outcomes such as obesity, cardiovascular disease, cancer, coronary problems, 

and metabolic disease.  The risk of arthritis and breast cancer in women is correlated with a 

history of sexual assault, increasing among victims of multiple acts of sexual abuse (Stein & 

Barrett-Connor, 2000). Thus in addition to the neurological impairment caused by rape and 

sexual assault, these diseases may lead to a significant risk of death, extreme physical pain, and 

the significant impairment of additional organ systems, bodily members, and mental faculties. 

 

II. Psychological Consequences: Prolonged Mental Harm 
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As the preceding section has demonstrated, the direct physical effects of rape and sexual 

crimes on women are by no means inconsequential and are in many cases severe. But to confine 

a consideration of these crimes’ atrocities to their physical damage would be to turn a blind eye 

to some of the most horrific and long-lasting effects of sexual violence, as well as the vast 

medical literature undergirding them.  The examination of this literature that follows 

demonstrates that these crimes result in the prolonged mental harm stipulated by Title’s 18 

standard of “severe mental pain or suffering.”   

The gravity that sets these crimes apart from even other severe traumatic incidents is the 

unique disruption of personhood that results from a deprivation of agency and control over one’s 

own body. In addition, sexual violence causes terror and destabilization by undermining feelings 

of individual and community safety and security (Lee Koo, 2002), while the victim is held 

captive and is rendered powerless to control what is happening to him or her.  This effect of 

defenseless incapacity may become a chronic state.  Long-standing psychological literature 

confirms an intuitive supposition that a sense of safety and security is a basic human need, 

essential for individuals to perform daily functions and to engage in activities that promote 

growth and development (Maslow, 1943).  When an individual does not perceive that she or he is 

safe, even basic daily activities such as feeding, sleeping, and self-care are undermined and 

dysregulated. 

Feelings of danger, threat, and helplessness are not only experienced at the time of the 

rape itself and in its immediate aftermath, but also resurface well into the future, even when 

objective safety is re-established (DSM-IV; DSM-5).  Survivor testimony bears out this 

psychological research.  A 23 year-old Congolese woman described being “scared to go out 

alone to collect water - I am scared I may be tortured or sexually abused.”  Another woman 

described the effect of sexual violence on her life: “I fear any man and hide [from] my 

husband…when he touches me…my mind bring those bad people who raped me and I [run] and 

shout...Many times I sleep outside the house” (Smith-Khan, 2015). 

In part for these reasons, the psychiatric literature predicts very poor functional outcomes 

for victims of sexual assault.  The resulting myriad of individual consequences includes 

psychiatric disorders such as posttraumatic stress disorder, depression, and anxiety (Heim, 

Shugart, Craighead & Nemeroff, 2010; DSM-III; DSM-IV; DSM-5; Sadock, Kaplan & Sadock, 

2007). Outside of these named mental health diagnoses, which are discussed below in greater 
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detail, individuals suffer from abject feelings of hopelessness (Muhwezi et al., 2011), spiritual 

degradation (Messina-Dysert, 2012), heightened suspiciousness, persistent confusion, and fear 

(Kilpatrick, Resick & Veronen; 1981). Victims of trauma see themselves as vulnerable, view the 

world as lacking meaning, and view themselves as lacking worth (Janoff‐Bulman & Frieze, 

1983). 

 

Posttraumatic Stress Disorder (PTSD) 

 

Posttraumatic stress disorder (PTSD) is a chronic and debilitating mental illness, and one 

of the most common diagnoses linked to sexual assault (Holmes & St. Lawrence, 1983).  This 

association has been known for decades, as recognized in the third edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-III), published in 1980 by the American 

Psychiatric Association. Women exposed to sexual assault are 5.5 times more likely to develop 

PTSD as compared to victims of other types of trauma (Kilpatrick, Edmunds & Seymour, 1992).  

Indeed, the National Comorbidity Study—a massive epidemiological study that surveyed 5,877 

individuals in the United States—indicated that among women, rape is the most commonly 

associated index trauma with PTSD (Kessler et al., 1995).  When women had experienced rape 

as their only lifetime traumatic experience, or named rape as their most distressing trauma out of 

many, 45.9% developed PTSD (Kessler, et al, 1995). In an urban sample in the United States, 

among individuals diagnosed with PTSD, sexual assault and rape were the top two index traumas 

(49% of individuals with PTSD were victims of sexual assault, and 23% were victims of rape) 

(Breslau, Davis, Andreski & Peterson, 1991).  In other words, victims of sexual assault and rape 

comprised nearly ¾ of all individuals who were diagnosed with PTSD.  Further research 

demonstrates that prevalence rates of PTSD range from approximately 30-70% in sexual assault 

victims (Dunmore, Clark & Ehlers, 1999; Kilpatrick, Edmunds & Seymour, 1992). The DSM-5, 

published in 2013, continues to indicate that sexual assault greatly increases the chances of 

developing PTSD.   

 Even in light of this medical data, the evaluation of PTSD symptomatology likely does 

not fully capture or characterize the entire range of psychological consequences of trauma 

exposure (van der Kolk, Pynoos, et al., 2009; D’Andrea, Ford, Stolbach, et al., 2012; Cloitre, 

Stolbach, Herman, et al., 2009)—particularly in the context of widespread violence.  Strikingly, 
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100% of the women treated at the Department of Psychiatry at Bangui National University 

Hospital in the Central African Republic suffered from posttraumatic stress symptoms (Tabo, 

2011).  This overabundance of PTSD suffered from rape in the Central African Republic setting 

may be explained in part by examining the circumstances which compound the trauma. 

In particular, psychiatric sequelae of trauma may extend beyond the classic symptoms of 

PTSD when (1) the victim is a child and still undergoing development, (2) the victim has 

experienced more than one traumatic event in his or her lifetime, and/or (3) the trauma is 

experienced within the context of a caregiving or support system that does not ensure safety and 

stability.  A large percentage of victims of sexual assault and rape in the Central African 

Republic likely meet at least one, if not all, of these criteria. 19% of victims treated at Bangui 

Hospital were under the age of 20 (Tabo, 2011).  In addition, sexual assault was experienced 

within the context of military action in an area historically affected by conflict and violence; 

therefore, the current instances of sexual assault were not the only traumatic experiences that 

individual victims had undergone across their lifetime.  Finally, because of the nature of the 

crime and conflict, the caregiving, support, and safety systems in communities were undermined 

at the time of the assault, leaving individuals without a safety net to support adequate coping.   

Based on these considerations, there is strong reason to believe that the range and severity of 

psychological distress suffered by victims and communities in conflict settings is not captured by 

the concept of a PTSD diagnosis.  

 

Anxiety Disorders 

 

Rape victims experience a significantly greater number of anxiety symptoms and specific 

phobias (Kilpatrick, Resick & Veronen, 1981, Ellis, Atkeson, and Calhoun, 1981).  Anxiety 

symptoms and disorders have numerous debilitating effects and consequences for the individual.  

The experience of fear, avoidance, panic, and uncontrollable arousal are common symptoms of 

anxiety disorders that can lead to significant functional impairment (DSM-5).  These symptoms 

not only affect the individual, but also have repercussions for family and community.  For 

example, children of mothers with panic disorder are 6.8 times more likely to develop the 

disorder themselves, and children of mothers with phobic disorders are 3.1 times more likely to 

be diagnosed with the disorder at some point in their lives (Merikangas & Pine, 2002). 
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Mood Disorders 

 

Mood disorders are a common outcome for rape survivors (Steketee & Foa, 1987). Major 

depressive disorder or depressive symptomology is associated with a history of sexual abuse 

(Becker-Lausen, Sanders, & Chinsky, 1995; Beitchman, Zucker, Hood, DaCosta, & Cassiva, 

1992; Gold, 1986; Kendall-Tackett, 2007; Morof et al., 2014; Trickett, Noll, & Putnam, 2011). 

In a sample of 5,877 individuals, the National Comorbidity Study results indicated that 39.3% of 

women sexually abused as a child developed depression (Molnar, Buka, & Kessler, 2001). In a 

sample of 3,001 women (The National Comorbidity Study-Replication), 22% of women who 

were forcibly raped experienced a major depressive episode (Zinzow et al., 2012). Female 

survivors of rape are 5.46 times more likely to experience a major depressive episode compared 

to non-sexual assault victims (Zinzow et al., 2012). Children of depressed mothers also 

experience mental and motor developmental issues, self-regulation problems, and increased 

negative affect (Goodman & Gotlib, 1999). 

 

Dissociation 

 

 Dissociative symptoms include an unawareness of one’s present state, flashbacks, out-of-

body experiences (depersonalization), or feeling as if the world around one is surreal or artificial 

in some way (derealization). The DSM-5 also defines a dissociative amnesia wherein an 

individual is unable to remember events from the trauma. Dissociative responses can cause 

significant impairment in functioning when they become pathological (Freyd, 1996). 

 

Other Co-Morbid Mental Health Disorders 

 

 The comorbidity of psychiatric disorders is thought to be the rule rather than the 

exception in cases of interpersonal trauma and abuse. Forty percent of children exposed to 

trauma are diagnosed with at least two psychiatric disorders (Copeland, Keeler, Angold & 

Costello, 2007).  Major depression, dysthymia (chronic but less severe depression), bipolar 

disorder, generalized anxiety disorder, panic disorder, agoraphobia, social phobia, and obsessive-
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compulsive disorder have all been linked to PTSD (Creamer, Burgess & McFarlane, 2001). In 

the 1995 National Comorbidity Study, which established a historical precedent for understanding 

PTSD and comorbid disorders, PTSD was found to be comorbid in 47.9% of individuals with a 

history of major depression, 21.4% with dysthymia, 16.8% with generalized anxiety disorder, 

31.4% with specific phobia, and 27.6% with social phobia (Kessler et al., 1995). More recently, 

in a study of 3,199 individuals, 1% of individuals were diagnosed with only PTSD; 5.8% of 

individuals with PTSD were diagnosed with only co-morbid internalized disorders (e.g. 

depression, anxiety); 1.5% of individuals diagnosed with PTSD were diagnosed with 

externalizing disorders (e.g., oppositional defiant disorder) only; 19.5% of individuals with 

PTSD were diagnosed with two co-morbid internalizing disorders (e.g. depression and 

dysthymia); 14.1% of individuals were diagnosed with one externalizing and one internalizing 

disorder; 22.8% of individuals with PTSD had major depressive episodes and at least two more 

disorders; and 54.8% of individuals with PTSD also had bipolar disorder and at least two other 

disorders (Kessler, Chiu, Demler & Walters, 2005).   

Another common form of mental health comorbidity involves co-occurrence of 

substance-use disorders with PTSD (Kessler et al., 1995).  Kessler et al. (1995) found that among 

individuals with PTSD, 51.9% were diagnosed with alcohol use/dependence, and 34.5% were 

diagnosed with drug abuse/dependence. In regard to severe trauma, like rape, psychiatric 

comorbidity is the rule, not the exception. 

 

Psychological Distress without a Formal Diagnosis 

 

 Self-esteem and self-efficacy are severely affected by acts of sexual violence. In fact, a 

longitudinal study showed decreased self-esteem in rape victims when compared to non-rape 

victims a full 18 months after the event (Murphy et al., 1988). Evidence shows that human 

psychological defenses are significantly affected after traumatic experiences (Edmondson et al., 

2011).  Associated with sexual assault are interpersonal issues, anger, suicidality, and a lack of 

self-identity (Neumann, Houskamp, Pollack, & Briere, 1996) that may or may not be a part of a 

formal diagnosis. 

Dr. André Tabo, a Central African Republic psychiatrist who treated many women, 

testified in the case of The Prosecutor v. Jean-Pierre Bemba, Case No. ICC-01/05-01/08-T, that 
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psychological trauma is a lifelong experience: the memories of this event do not go away. Even 

if these memories are alleviated, they never fully leave and a “residual” effect remains. He stated 

that based on his years of experience of general practice, “the patient kills himself, or herself, if 

the case is particularly bad; either the patient gives up and stays home with his or her disorder, or 

the person...no longer agrees to keep on living and falls silent with his or her suffering.”  

 

Neurobiological Effects 

 

Knowledge of the underlying physiological and neurobiological responses to extreme 

stress provides further support for the links between experiences of sexual assault and the 

negative, psychological, and physical outcomes described above.  A review of the 

psychophysiology and neurobiology of trauma describes the mechanisms by which sexual 

assault and rape result in immediate and lasting consequences for victims—this extreme trauma 

and the body’s helplessness in countering it can cause neurologic impairment of functional 

systems, as well as the organs of the brain itself.  In particular, the over-elevated stress response 

to this trauma is associated with: (1) damage to psychological and physiological systems through 

increased stress hormone secretion; (2) a disruption of the important “allostatic” balance of 

physiological systems that control automatic processes such as digestion; and (3) lasting negative 

modifications to physical organs of the brain (with potentially severe psychological 

consequences). Finally, because this extreme stress response also warps the way the brain forms 

memories, victims can relive not only the experience of the trauma, but all of these negative 

neurological consequences as well—over and over again—with lasting physical, psychological, 

and social consequences. 

 The autonomic nervous system—composed of the sympathetic nervous system (SNS) 

and parasympathetic nervous system (PNS) —is the part of nervous system responsible for 

regulating bodily functions such as breathing, heart rate, and digestion, which are not under 

conscious direction.  Disruption to and dysregulation of this system can result in lasting and 

severe consequences including effects on blood pressure, bodily temperature control, digestion, 

bladder function, and sexual function (Mayo Clinic). During a severe trauma such as rape, the 

SNS triggers the “fight or flight response” —a secretion of adrenergic hormones that increase 

heart rate and dilate blood vessels in muscles and the bronchi in the lungs.  When this response is 
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unsuccessful in removing the threat, as in the case of rape, the SNS “doubles-down” on its 

response, leading to an over-secretion of these adrenergic hormones that are toxic to 

psychological and physiological systems when produced in large amounts (Bremner, 2006; 

Gunnar & Vasquez, 2001; 2006; McEwen, 2007; Sapolsky, 2005; 2012).  This increased 

adrenergic activity, when coupled especially with the extra stress hormone cortisol released 

during the trauma results in dysregulated functioning and indiscriminate action of the autonomic 

nervous system. 

Second, this prolonged activation of the SNS during sexual trauma disrupts the “allostatic 

balance” between the sympathetic and parasympathetic nervous systems, resulting in “allostatic 

overload”, which is the dysregulation and disruption of physiological systems that leads to 

pathophysiological states and negative physical and mental health outcomes (McEwen, 1998; 

McEwen & Wingfield, 2003; Sapolsky et al., 2000; Boyce & Ellis, 2005; Herbert et al., 2006).	

 Third, the dysergultion and allostatic overload described above can result in immediate 

and long-term impairment of brain function through reduced activity of the prefrontal cortex, 

which is responsible for regulating many of the brain’s vital organ systems.  The prefrontal 

cortex is involved in executive functions that monitor, regulate, inhibit, and organize the 

otherwise automatic responses of lower-order brain and body systems, and so prefrontal cortical 

areas thus perform a crucial role in maintaining awareness and regulation of emotional and 

behavioral responses and are particularly relevant for social and interpersonal interactions.  

During extreme trauma such as rape, a “shut down” of these higher-order prefrontal cortical 

systems serves an adaptive function of preserving resources in the face of threat or danger 

(Damasio, Grabowski, Bechara, et al., 2000).  However, this response leaves lower order neural 

structures, such as the limbic system, unregulated and disorganized.  The limbic system, for 

example, is the set of evolutionarily older brain structures including the hippocampus, the 

amygdala, the hypothalamus, that are implicated in the experience of emotions, reward, 

motivation, and some types of memory formation.  Not only does the reduction of higher-order 

prefrontal cortical activity lead to unregulated emotional and behavioral responses and patterns 

of learning, but this dysregulation can have lasting effects on the brains organ themselves, 

including reductions in the volume of limbic structures (such as the hippocampus and amygdala) 

and lasting changes in patterns of their activation and sensitivity (Bremner, 2006).  

Consequently, the changes in brain structure and function that are associated with traumatic 
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stress exposure can result in the cognitive, emotional, and behavioral difficulties that constitute 

the symptoms of disorders such as PTSD, depression, anxiety, dissociation, and others.   

 Finally, the release of neurotransmitters and hormones involved in the stress response 

alters patterns of memory formation (McGaugh & Hertz, 1972; Cahill & McGaugh, 1998).  

Memories formed during traumatic experiences are often more vivid and visceral (due to the 

impact of adrenaline secretion on memory formation), but are also are formed in the context of 

disintegrated and dissociated functioning and communication across neural systems.  The result 

is that, when reminders of a traumatic experience (images, sounds, sensations) activate the trace 

of the memory, the individual returns to the disorganized, dysregulated state that she or he 

experienced at the time of the trauma.  Again, this state involves reduced prefrontal activation, 

unregulated limbic activity, and overstimulation of the stress response system.  In this way, the 

neurologically destructive experience of trauma is often “re-lived” or “re-experienced” 

repeatedly in the life of a victim, even when she or he has returned to a relatively safe and stable 

environment.  That is, even when safe, victims of rape and sexual assault may have conditioned 

psychophysiological and neuroendocrine responses to reminders of the trauma.  These “re-

experiencing” events involve a cyclical and potentially exacerbating activation of the stress 

response system that corresponds with lasting physical, psychological, and social consequences. 

 The detailed neurobiological explanation presented of the impacts of severe trauma on 

the autonomic system can be taken both as evidence of §2340’s prolonged mental harm, as well 

as a medical explanation for how sexual violence explicitly can cause this harm.  Likewise, the 

litany of psychological diseases discussed demonstrate that rape and sexual violence are 

indisputably injurious to the mind in ways that often last for the course of the victim’s lifetime—

incontestably sufficient to meet the criterion of  “prolonged mental harm” stipulated in Title 18.   

 

III. Psychological Consequences: Application to the Torture Statute 

 

Finally, in order to show that the prolonged mental harm inherent in many of the 

psychological effects described above constitutes “severe mental pain or suffering,” we recall 

that definition from Title 18: 
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(A) the intentional infliction or threatened infliction of severe physical pain or suffering 

 

Section I of this paper describes the severe physical pain and suffering which can result 

from rape and sexual violence, and it is clear that much of this suffering and indeed the threat of 

this and more suffering causes the prolonged mental harm discussed in Section II.  The 

discussion of the overactive stress response, neurological damage, and alternate memory-

formation process described earlier provides a causative explanation for how this infliction or 

threatened infliction results in severe mental pain and suffering.  Similar reasoning can be 

applied to show a causative link in section (B) through (D).  It also bears noting that the 

“intentional infliction” here appears as a general intent requirement.  A defense counsel might 

point out the possibility that the assailant might have been reasonably unaware of the extent of 

the physical pain or suffering caused by his act.  However, even if the infliction of severe pain or 

suffering fails to satisfy this lower general intent requirement, inherent in acts of rape and sexual 

violence is a threatened infliction of severe physical pain or suffering.  In fact, it is precisely this 

threat of severe physical pain (or even death) which is thought to contribute to the deleterious 

stress response at the root of many psychological conditions.  In the context of an armed conflict, 

where an assailant carries a weapon and implicitly threatens lethal force, this statement is even 

“severe mental pain or suffering” means the prolonged mental harm caused by or 

resulting from 

(A) the intentional infliction or threatened infliction of severe physical pain 

or suffering; 

(B) the administration or application, or threatened administration or 

application, of mind-altering substances or other procedures calculated to disrupt 

profoundly the senses or the personality; 

(C) the threat of imminent death;  

(D) the threat that another person will imminently be subjected to death, 

severe physical pain or suffering, or the administration or application of mind-

altering substances or other procedures calculated to disrupt profoundly the senses 

or personality 
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more evident. In a 2003 survey of 492 rape victims in the Democratic Republic of the Congo’s 

South Kivu province, 71.7% of those interviewed were tortured while being raped, particularly 

when they resisted (Women’s bodies, 2005). 

 

(B) the administration or application, or threatened administration or application, of mind-

altering substances or other procedures calculated to disrupt profoundly the senses or the 

personality 

 

 As seen, rape and sexual violence do disrupt profoundly the senses or the personality 

through neurological, behavioral, social, and other means.  In fact, the utilization of sexual 

violence as a weapon of war—to destroy communities—reveals just such a calculation.  Calling 

for an end to sexual violence in armed conflict, the unanimously adopted United Nations 

Security Council Resolution 1820 noted that sexual violence is in some cases used as “a tactic of 

war to humiliate, dominate, instill fear in, disperse and/or forcibly relocate civilian members of a 

community or ethnic group” (United Nations, 2008). When women of a community are too 

afraid to step outside alone, too ashamed to enter public food markets, and too damaged 

psychologically and socially to marry and give birth to the next generation, this calculated 

disruption of senses and personality results in both severe mental harm and the destruction of 

fabric of the community.  Acts of mass rape impact the development and functioning of the 

individual and the community across multiple generations (Reid-Cunningham, 2008; Seifert, 

1994; Wax, 2004).   

 

(C) the threat of imminent death  

 

Extensively prevalent in an armed conflict, the threat of imminent death may be readily 

shown by the presence of a lethal weapon and/or the proximate killing of family or community 

members. Second, because violent rapes often result in death, even in situations in which the 

physical damage ends up less apparent or less severe, one may argue that a threat of imminent 

death to the victim was present at the time of the rape. Finally, inherent in any forced sexual acts 

between community members is the threat of imminent death for noncompliance. 
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(D) the threat that another person will imminently be subjected to death, severe physical pain or 

suffering, or the administration or application of mind-altering substances or other procedures 

calculated to disrupt profoundly the senses or personality; 

  

In a study conducted among disabled refugees in Uganda (many of whom suffered from 

sexual violence in the past) one male participant from Burundi explained: “[b]eing the 

sexual violence survivor, I always feel depressed…death of my mother while three men raping 

her [which I saw with my own eyes].”  In another survey of victims in Rwanda, one woman 

recounts horrifically the experience of watching her daughter (age 17) being sexually tortured to 

death:  

 

“... my daughter refused to obey the order to get undressed. So they ordered her to 

choose between rape and death. She chose death. So they started to torture her, 

cutting off her breasts one at a time with a knife, then her ears and then they 

completely cut open her belly... after a time, my daughter breathed her last... I was 

powerless, I wasn’t able to protect her. Since then I haven’t been able to do anything, 

I’m ill, suffering extreme trauma” (Women’s bodies, 2005). 

 

Not only is the threat of imminent death (C) clearly present in these two testimonies, they 

illustrate the severe mental harm resulting from the threat (often carried out) that a loved one will 

be subjected to death and severe physical pain or suffering. 

International criminal law has a tendency to focus on harm to the individual victim at the 

hands of an individual perpetrator.  However, research conducted in situations of mass violence 

(such as Bosnia Herzegovina and Rwanda (Kumar, 2001)), coupled with the science of human 

psychology, teaches us that the consequences of sexual violence deployed on a massive and 

systematic scale are far more extensive, far more pervasive, and far more devastating than can be 

measured in an assessment of an individual victim (Reid-Cunningham, 2008; Seifert, 1994; Wax, 

2004). In particular, the purposeful commission of rape in front of husbands, children, and 

community members is a specific means of causing added terror, humiliation, and degradation 

for victims, their families, and their communities.  
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While the analysis of this paper has demonstrated the horrendous effects of rape and 

sexual violence on individuals, particularly in reference to the prosecution of this crime under the 

U.S. torture statute, evaluations of individual victims cannot fully capture the extent of damage 

inflicted upon communities by massive human rights violations as these. 

 

  



18 
	

References 

 
American Psychiatric Association. (1980). Diagnostic and statistical manual of mental disorders 

(3rd ed.). Washington, DC: Author.	
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders 

(4th ed., text rev.). Washington, DC: Author.	
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 

(5th ed.). Washington, DC: Author.	
Abrahams, N., Jewkes, R., & Mathews, S. (2013). Depressive symptoms after a sexual assault 

among women: Understanding victim-perpetrator relationships and the role of social 
perceptions. African Journal of Psychiatry, 16(4), 288-293.	

Akinsulure-Smith. A. M. (2010). Expert Report. International Criminal Court. Case No. ICC-
01/05-01/08. 	

Akinsulure-Smith. A. M. (2010b). Expert Testimony. International Criminal Court. Case No. 
ICC-01/05-01/08.	

Akinsulure-Smith. A. M. (2014). Displaced african female survivors of conflict-related sexual 
violence: Challenges for mental health providers. Violence Against Women, 20(6), 677-
694.	

Amnesty International. (2004). Rwanda: “Marked for Death”, rape survivors living with 
HIV/AIDS in Rwanda. Retrieved from 
http://www.amnesty.org/en/library/info/AFR47/007/2004.	

Anderson, I.M., & Haddad, P. M. (2012).  Bipolar disorder.  BMJ, 345, 8508.	
Aydelott, D. (1993).  Mass rape during war: prosecuting bosnian rapists under international law. 

Emory International Law Review, 7, 585-631.	
Barnes, J. E., Noll, J. G., Putnam, F. W., & Trickett, P. K. (2009). Sexual and physical 

revictimization among victims of severe childhood sexual abuse. Child Abuse & Neglect, 
33(7), 412-420.	

Bartels, S., Scott, J., Mukwege, D., Lipton, R., VanRooyen, M., & Leaning, J. (2010). Patterns of 
sexual violence in Eastern Democratic Republic of Congo: Reports from survivors 
presenting to Panzi Hospital in 2006. Conflict and Health, 4(9), 1-10.	

Beck, A. T. (1976).  Cognitive Therapy and the Emotional Disorders.  Penguin.	
Becker-Lausen, E., Sanders, B., & Chinsky, J. M. (1995). Mediation of abusive childhood 

experiences: Depression, dissociation, and negative life outcomes. American Journal of 
Orthopsychiatry, 65(4), 560-573.	

Boose. L. E. (2002) Crossing the River Drina: Bosnian rape camps, Turkish impalement, and 
Serb cultural memory. Signs, 28(1), 71-99.	

Boscarino, J. A. (2011). Post-traumatic stress disorder and cardiovascular disease link: Time to 
identify specific pathways and interventions. The American journal of Cardiology, 
108(7), 1052-1053. 	

Bowlby, J. (1969). Attachment and Loss: Volume 1 attachment. London: The Tavistock Institute 
of Humans Relations.	

Bowyer, L., & Dalton, M. E. (1997). Female victims of rape and their genital injuries. BJOG: An 
International Journal of Obstetrics & Gynaecology, 104(5), 617-620.	

Boyce, W.T., Ellis, B.J. (2005. Biological sensitivity to context: I. An evolutionary-
developmental theory of the origins and functions of stress reactivity. Development and 
Psychopathology 17, 271—301.	



19 
	

Brackman, A. (1987) The Other Nuremberg: The untold story of the Tokyo war crimes trials. 
New York, NY: William Morrow and Company.	

Breitenbecher, K. (2001).  Sexual revictimization among women.  A review of the literature 
focusing on empirical investigations.  Aggression and Violent Behavior, 6, 415-432.	

Bremner, J. D. (2006).  Traumatic stress: Effects on the brain.  Dialogues in Clinical 
Neuroscience, 8, 445-461.	

Breslau, N., Davis, G., Andreski, P., & Peterson, E. (1991). Traumatic events and posttraumatic 
stress disorder in an urban population of young adults. Archives of General Psychiatry, 
48(3), 216–222.	

Brown, C. (2012). Rape as a weapon of war in the Democratic Republic of the Congo. Torture, 
22(1), 24-37.	

Brownmiller, S. (1975). Against our will: Men, women and rape. New York, NY: Ballantine 
Publishing Group.	

Burgess, A. W., & Holmstrom, L. L. (1979). Adaptive strategies and recovery from rape. The 
American Journal of Psychiatry, 136(10), 1278-82.	

Cahill, L., & McGaugh, J.L. (1998).  Mechanisms of emotional arousal and lasting declarative 
memory.  Trends in Neurosciences, 21, 294-299.	

Calhoun, K. S., Atkeson, B. M., & Resick, P. A. (1982). A longitudinal examination of fear 
reactions in victims of rape. Journal of Counseling Psychology, 29(6), 655-661.	

Carlson, E. B., Dalenberg, C., & McDade-Montez, E. (2012). Dissociation in posttraumatic 
stress disorder part I: Definitions and review of research. Psychological Trauma: Theory, 
Research, Practice, And Policy, 4(5), 479-489.	

Chang, I. (1997) The rape of Nanking: The forgotten holocaust of World War II. New York, NY: 
Basic Books.	

Clarke, S. B., Rizvi, S. L., & Resick, P. A. (2008). Borderline personality characteristics and 
treatment outcome in cognitive-behavioral treatments for PTSD in female rape victims. 
Behavior Therapy, 39(1), 72-78.	

Classen, C. C., Palesh, O. G. & Aggarwal, R. (2005).  Sexual revictimization: A review of the 
empirical literature.  Trauma, Violence & Abuse, 6, 103-129.	

Cloitre, M., Stolbach, B. C., Herman, J. L., van der Kolk, B., et al. (2009).  A developmental 
approach to complex PTSD: Childhood and adult cumulative trauma as predictors of 
symptoms complexity.  Journal of Traumatic Stress, 22, 399-408.	

Cohen, J. A., Mannarino, A.P., & Deblinger, E. (2006).  Treating Trauma and Traumatic Grief 
in Children and Adolescents.  New York: Guilford Press.	

Conus P, Cotton S, Schimmelmann BG, Berk M, Daglas R, McGorry PD, Lambert M. 
Pretreatment and outcome correlates of past sexual and physical trauma in 118 bipolar I 
disorder patients with a first episode of psychotic mania. Bipolar Disorder 2010: 12: 244–
252.	

Creamer, M., Burgess, P., & McFarlane, A. C. (2001). Post-traumatic stress disorder: Findings 
from the australian national survey of mental health and well-being. Psychological 
Medicine, 31(7), 1237-1247.	

Crime Victims Research and Treatment Center. (1992). Rape in America: A report to the nation. 
Arlington, VA: National Victim Center & Medical University of South Carolina. 
Retrieved from http://www.victimsofcrime.org/docs/Reports%20and%20Studies/rape-in-
america.pdf?sfvrsn=0	



20 
	

Cohen, L. J., & Roth, S. (1987). The psychological aftermath of rape: Long-term effects and 
individual differences in recovery. Journal of Social and Clinical Psychology, 5(4), 525-
534.	

Convention of the Prevention and Punishment of the Crime of Genocide. Dec, 9, 1948. 78 
U.N.T.S. 277, No. 1021.	

Damasio, A.R., Grabowski, T. J., & Bechara, A., et al., (2000). Subcortical and cortical brain 
activity during the feeling of self-generated emotions.  Nature Neuroscience, 3, 1049-
1056.	

D’Andrea, W., Ford, J., Stolbach, B., Spinazzola, J., van der Kolk, B. A. (2012).  Understanding 
interpersonal trauma in children: Why we need a developmentally appropriate trauma 
diagnosis.  American Journal of Orthopsychiatry, 82, 187-200.	

DeBellis, M. D., Keshavan, M. S., & Clark, D. B., et al. (1999).  Developmental traumatology 
Part II: Brain development.  Biological Psychiatry, 45, 1271-1284.	

DeBellis, M., Lefter, L., Trickett, P., et al., (1994).  Urinary catecholamine excretion in sexually-
abused girls.  Journal of the American Academy of Child and Adolescent Psychiatry, 33, 
320-327.	

Dossa, N., Zunzunegui, M., Hatem, M., & Fraser, W. (2014). Fistula and other adverse 
reproductive health outcomes among women victims of conflict-related sexual violence: 
A population-based cross-sectional study. Birth, 41(1), 5-13.	

Dunmore, E., Clark, D. M., & Ehlers, A. (1999). Cognitive factors involved in the onset and 
maintenance of posttraumatic stress disorder (PTSD) after physical or sexual assault. 
Behaviour Research and Therapy, 37(9), 809-829.	

Etain B, Henry C, Bellivier F, Mathieu F, Leboyer M. Beyond genetics: childhood affective 
trauma in bipolar disorder. Bipolar Disord 2008: 10: 867–876.	

Etain, B., Mathieu, F., Henry, C., Raust, A., Roy, I., Germain, A., … Bellivier, F. (2010).  
Preferential association between childhood emotional abuse and bipolar disorder.  
Journal of Traumatic Stress, 23, 376-383.	

Extensive discussion of microfinance pros and cons is available in Bernstein and Seibel, 
“Reparations, Microfinance and Gender: A Plan, With Strategies and Implementation”, 
44 Cornell International Law Journal, vol.44 (2011).	

The Extraordinary Chambers in the Courts of Cambodia (2014). Overview of Civil Party 
Reparation Requests in Case 002/001. Retrieved from 
http://www.eccc.gov.kh/sites/default/files/articles/Annex%20Case%20002-
01%20ReparationProjects.pdf	

The Extraordinary Chambers in the Courts of Cambodia (2014b). Case 002/001. Retrieved from 
http://www.eccc.gov.kh/en/case/topic/1294	

Felitti, M. D., Vincent, J., Anda, M. D., Robert, F., Nordenberg, M. D., Williamson, M. S., ... 
James, S. (1998). Relationship of childhood abuse and household dysfunction to many of 
the leading causes of death in adults: The adverse childhood experiences (ACE) study. 
American Journal of Preventive Medicine, 14(4), 245-258.	

Foa, E. B., Rothbaum, B., Riggs, D., & Murdock, T. (1991). Treatment of posttraumatic stress 
disorder in rape victims: A comparison between cognitive-behavioral procedures and 
counselling. Journal of Consulting and Clinical Psychology, 59(5), 715–723.	

Follette, V.M., Polusny, M., Bechtle, A.E., & Naugle, A.E. (1996). Cumaltive trauma: The 
impact of child sexual abuse, adult sexual assault, and spousal abuse. Journal of 
Traumatic Stress, 9(1), 25-35.	



21 
	

Frank, E., Anderson, B., Stewart, B. D., Dancu, C., Hughes, C., & West, D. (1988). Efficacy of 
cognitive behavior therapy and systematic desensitization in the treatment of rape trauma. 
Behavior Therapy, 19(3), 403-420.	

Freyd, J. J. (1996). Betrayal trauma: The logic of forgetting childhood abuse. Cambridge, MA: 
Harvard University Press.	

Friedman, L. (1972). The law of war, A documentary history (Vol 2). New York, NY: Random 
House.	

Garcia-Linares, M., Sanchez-Lorente, S., Coe, C., & Martinez, M. (2004). Intimate male partner 
violence impairs immune control over Herpes Simplex Type 1 in physically and 
psychologically abused women. Psychosomatic Medicine, 66(6), 965-972.	

Garno JL, Goldberg JF, Ramirez PM, Ritzler BA. Impact of childhood abuse on the clinical 
course of bipolar disorder. Br J Psychiatry 2005; 186: 121–125.	

Geneva Centre for the Democratic Control of Armed Forces. (2007). Sexual violence in armed 
conflict: global overview and implications for the security sector. Geneva, Switzerland:  
Bastick, M., Grimm, K. & Kunz, R.	

Geneva Convention Relative to the Protection of Civilian Persons in Time of War , Aug. 12, 
1949, 75 UNTS 287.	

Golding, J. M. (1996). Sexual assault history and women's reproductive and sexual health. 
Psychology of Women Quarterly, 20(1), 101-121.	

Goodman, S. (2007). Depression in mothers. Annual Review of Clinical Psychology, 3(1), 107-
135.	

Goodman, S. H., & Gotlib, I. H. (1999). Risk for psychopathology in the children of depressed 
mothers: a developmental model for understanding mechanisms of transmission. 
Psychological Review, 106(3), 458.	

Gunnar, M.R., Vazquez, D.M., 2001. Low cortisol and a flattening of expected daytime rhythm: 
potential indices of risk in human development. Development and Psychopathology 13, 
515—538.	

Gunnar, M.R., Vazquez, D.M., 2006. Stress neurobiology and developmental psychopathology. 
In: Cicchetti, D., Cohen, D.J. (Eds.), Developmental Psychopathology (2nd ed., Vol. 2) 
Developmental Neuroscience. Wiley, Hoboken, pp. 533—577.	

Gureje, O., Lasebikan, V. O., Kola, L., & Makanjuola, V. A. (2006). Lifetime and 12-month 
prevalence of mental disorders in the Nigerian survey of mental health and well-being. 
The British Journal of Psychiatry, 188(5), 465-471.	

Hagan, J. (2003). Justice in the Balkans: Prosecuting war crimes in the Hague Tribunal. 
Chicago, IL: University of Chicago Press.	

Heim, C., Shugart, M., Craighead, W. E., & Nemeroff, C. B. (2010). Neurobiological and 
psychiatric consequences of child abuse and neglect. Developmental Psychobiology, 
52(7), 671-690.	

Heit, S. (2003). Waging sexual warfare: Case studies of rape warfare used by the Japanese 
Imperial Army during World War II. Women’s Studies International Forum, 32(5), 363-
370.	

Heppenstall-Heger, A., McConnell, G., Ticson, L., Guerra, L., Lister, J., & Zaragoza, T. (2003). 
Healing patterns in anogenital injuries: a longitudinal study of injuries associated with 
sexual abuse, accidental injuries, or genital surgery in the preadolescent child. Pediatrics, 
112(4), 829-837.	



22 
	

Herbert, J., Goodyer, I.M., Grossman, A.B., Hastings, M.H., de Kloet, E.R., Lightman, S.L., et 
al., 2006. Do corticosteroids damage the brain? Journal of Neuroendocrinology 18, 
393—411.	

Hettema, J. M., Neale, M. C., & Kendler, K. S. (2001). A review and meta-analysis of the 
genetic epidemiology of anxiety disorders. American Journal of Psychiatry, 158(10), 
1568-1578. 

Hinton, D.E. & Lewis-Fernández, R. (2011). The cross-cultural validity of posttraumatic stress 
disorder: implications for the DSM-5. Depression and Anxiety, 29(9), 783-801.	

Human Rights Watch (2003). Rape in Kashmir: A crime of war. Retrieved from 
http://www.hrw.org/sites/default/files/reports/INDIA935.PDF.	

Human Rights Watch. (2007). State of anarchy: Rebellion and abuses against civilians. 
Retrieved from http://www.hrw.org/sites/default/files/reports/car0907webwcover_0.pdf.	

Hynes, H.P. (2004). On the battlefield of women’s bodies: An overview of the harm of war to 
women. Women’s Studies International Forum, 27, 431-445.	

International Federation of Human Rights. (2003). War crimes in the Central African Republic: 
When the elephants fight, the grass suffers. Retrieved from 
https://www.fidh.org/IMG/pdf/FIDH_Report_WarCrimes_in_CAR_English_Feb2003.pd
f.	

 Women’s bodies as a battleground: sexual violence against women and girls during the war in 
the Democratic Republic of Congo. (2005) Reseau des Femmes pour un Developpement 
Associatif. Retrieved from 
http://repositories.lib.utexas.edu/bitstream/handle/2152/4949/4053.pdf?sequence=1.	

Janoff‐Bulman, R., & Frieze, I. H. (1983). A theoretical perspective for understanding reactions 

to victimization. Journal of Social Issues, 39(2), 1-17.	
Johnson, K., Scott, J., Rughita, B., Kisielewski, M., Asher, J., Ong, R., & Lawry, L. (2010). 

Association of sexual violence and human rights violations with physical and mental 
health in territories of the Eastern Democratic Republic of the Congo. Journal of the 
American Medical Association, 304(5), 553-562.	

Kendall-Tackett, K. A. (2007). Inflammation, cardiovascular disease, and metabolic syndrome as 
sequelae of violence against women: the role of depression, hostility, and sleep 
disturbance. Trauma, Violence, & Abuse, 8(2), 117-126.	

Kessler, R. C., Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B. (1995). Posttraumatic 
stress disorder in the National Comorbidity Survey. Archives of General Psychiatry, 
52(12), 1048-1060.	

Kessler, R. C., Chiu, W. T., Demler, O., & Walters, E. E. (2005). Prevalence, severity, and 
comorbidity of 12-month DSM-IV disorders in the National Comorbidity Survey 
Replication. Archives of General Psychiatry, 62(6), 617-627.	

Kilpatrick, D. G., Resick, P. A., & Veronen, L. J. (1981). Effects of a rape experience: A 
longitudinal study. Journal of Social Issues, 37(4), 105-122.	

Kilpatrick, D.G., Edmunds, C., Seymour, A. (1992).Rape in America: A report to the nation. 
Charleston, SC: National Victim Center & the Crime Victims Research and Treatment 
Center, Medical University of South Carolina	

Kramer, T. L., & Green, B. L. (1991). Posttraumatic stress disorder as an early response to 
sexual assault. Journal of Interpersonal Violence, 6(2), 160-173.	

Kumar, K. (2001). Women and women’s organizations in post-conflict societies: The role of 
international assistance. Washington, D.C.: Center for Development Information and 



23 
	

Evaluation United States, Agency for International Development. Retrieved from 
http://siteresources.worldbank.org/EXTGLDEVLEARN/Resources/KrishnaKumar.pdf.	

Lee-Koo, K.  (2002). Confronting a disciplinary blindness: Women, war and rape in the 
international politics of security. Australian Journal of Political Science, 37(3), 525-536.	

Lee-Koo, K. (2011). Gender-based violence against civilian women in post-invasion Iraq: (Re) 
Politicizing George W. Bush’s silent legacy. Violence Against Women, 17(12), 1619-
1634.	

Leverich, G. S., McElroy, S. L., Suppes, T., Keck, P. E., Denicoff, K. D., Nolen, W. A., … Post, 
R. M. (2002).  Early physical and sexual abuse associated with an adverse course of 
bipolar illness.  Biological Psychiatry, 51, 288-297.	

Liebling, H., & Slegh, H.(2011). ‘I Became a Woman with a Bad Reputation in My Society’ 
gendered responses to women and girl’s bearing a child from rape in Eastern Congo. 
African Journal of Traumatic Stress, 2(2), 60-70.	

Liebling, H., Slegh, H., & Ruratotoye, B. (2012). Women and girls bearing children through rape 
in Goma, Eastern Congo: Stigma, health and justice responses. Itupale Online Journal of 
African Studies, 4, 18-44.	

Loncar, M., Medved, V., Jovanovic, N., & Hotujac, L. (2006). Psychological consequences of 
rape on women in 1991-1995 war in Croatia and Bosnia and Herzegovina. Croatian 
Medical Journal, 47(1), 67-75.	

Lukasse, M., Henriksen, L., Vangen, S., & Schei, B. (2012). Sexual violence and pregnancy-
related physical symptoms. BMC Pregnancy and Childbirth, 12(1), 83.	

Manion, I. G., McIntyre, J., Firestone, P., Ligezinska, M., Ensom, R., & Wells, G. (1996). 
Secondary traumatization in parents following the disclosure of extrafamilial child sexual 
abuse: Initial effects. Child Abuse & Neglect, 20(11), 1095-1109.	

Maslow, A. H. (1943). A theory of human motivation. Psychological Review, 50(4), 370-396.	
Mayo Clinic Staff, Autonomic Neuropathy. Retrieved from http://www.mayoclinic.org/diseases-

conditions/autonomic-neuropathy/basics/definition/con-20029053/   
McEwen, BS. (2007). Physiology and neurobiology of stress and adaptation: Central role of the 

brain. Physiological Reviews, 87(3), 837-904.	
McCahill, T. W., Meyer, L. C., & Fischman, A. M. (1979). The aftermath of rape. Lexington, 

MA: Lexington Books.	
McCauley, J., Kern, D.E., Kolodner, K., Dill, L., Schroeder, A.F. DeChant, H.K., … Bass, E.B. 

(1997). Clinical characteristics of women with a history of childhood abuse: Unhealed 
wounds. Journal of the American Medical Association, 277(17), 1362-1368.	

McEwen, B.S., 1998. Protective and damaging effects of stress mediators. New England Journal 
of Medicine 338, 171—179.	

McEwen, B.S., & Wingfield, J.C. (2003).  The concept of allostasis in biology and biomedicine.  
Hormones and Behavior, 43, 2-15.	

McGaugh, J.L., Herz, M.J., 1972. Memory consolidation. Albion, San Francisco.	
Meewise, M.L., Reitsma, J.B., de Vries, G.J., Gersons, B.P., & Olff, M. (2007). Cortisol and 

post-traumatic stress disorder in adults: Systematic review and meta-analysis. British 
Journal of Psychiatry, 191, 387-392.	

Merikangas, K. R. & Pine, (2002). Genetic and other vulnerability factors for anxiety and stress 
disorders. In Davis, K. L., Charney, D., Coyle, T. J., & Nemeroff, C. (Eds.), 
Neuropsychopharmacology: the fifth generation of progress (pp 867-82). Philadelphia, 
PA: Lippincott, Williams, & Wilkins.	



24 
	

Messina-Dysert, G. (2013). Rape and Spiritual Death. Feminist Theology, 20(2), 120-132.	
Mills, E. J., Singh, S., Nelson, B. D., & Nachega, J. B. (2006). The impact of conflict on 

HIV/AIDS in sub-Saharan Africa. International journal of STD & AIDS, 17(11), 713-
717.	

Moeller-Bertram, T., Keltner, J., & Strigo, I. A. (2012). Pain and posttraumatic stress disorder–
Review of clinical and experimental evidence. Neuropharmacology, 62(2), 586-597.	

Mollica, R., Sarajlic, N., Chernoff, M., Lavelle, J., Vukovic, I., & Massagli, M. (2001). 
Longitudinal study of psychiatric symptoms, disability, mortality, and emigration among 
Bosnian refugees. Journal of the American Medical Association, 286(5), 546-554.	

Molnar, B. E., Buka, S. L., & Kessler, R. C. (2001). Child sexual abuse and subsequent 
psychopathology: Results from the National Comorbidity Survey. American Journal Of 
Public Health, 91(5), 753-760.	

Morof, D. F., Sami, S., Mangeni, M., Blanton, C., Cardozo, B. L., & Tomczyk, B. (2014). A 
cross-sectional survey on gender-based violence and mental health among female urban 
refugees and asylum seekers in Kampala, Uganda. International Journal of Gynecology 
& Obstetrics, 127(2), 138-143.	

Muhwezi, W. W., Kinyanda, E., Mungherera, M., Onyango, P., Ngabirano, E., Muron, J., ... & 
Kajungu, R. (2011). Vulnerability to high risk sexual behaviour (HRSB) following 
exposure to war trauma as seen in post-conflict communities in Eastern Uganda: a 
qualitative study. Conflict and Health, 5(22), 1-15.	

Mukanangana, F., Moyo, S., Zvoushe, A., & Rusinga, O. (2014). Gender based violence and its 
effects on women’s reproductive health: The case of Hatcliffe, Harare, Zimbabwe. 
Reproductive Health, 18(1), 110-122.	

Murphy, S. M., Amick-McMullan, A. E., Kilpatrick, D. G., Haskett, M. E., Veronen, L. J., Best, 
C. L., & Saunders, B. E. (1988). Rape victims' self-esteem: a longitudinal analysis. 
Journal of Interpersonal Violence, 3(4), 355-370.	

Neria, Y., Bromet, E. J., Sievers, S., Lavelle, J. & Fochtmann, L. J. (2002).  Trauma exposure 
and posttraumatic stress disorder in psychosis: findings from a first-admission cohort.  
Journal of Consulting and Clinical Psychology, 70, 246-251.	

Nishith, P., Mechanic, M., & Reside, P. (2000). Prior interpersonal trauma: The contribution to 
current PTSD symptoms in female rape victims. Journal of Abnormal Psychology, 
109(1), 20-25.	

Nishith, P., Resick, P. A. & Griffin, M. G. (2002). Pattern of change in prolonged exposure and 
cognitive-processing therapy for female rape victims with posttraumatic stress disorder. 
Journal of Consulting and Clinical Psychology, 70(4), 880.	

Pitman, R. (1989).  Post-traumatic stress disorder, hormones, and memory.  Biological 
Psychiatry, 26, 221-223.	

Personal communication with Dr. Yael Fischman, PhD, Palo Alto, California on 11/12/14	
Personal communication with Prof. Richard Steinberg, JD, PhD, Stanford University, California 

on 11/12/14.  	
Personal communication with Sister Marilyn Lacey, Executive Director, Mercy Beyond Borders, 

Palo Alto, California on 11/13/14.  	
Regehr, C., Alaggia, R., Dennis, J., Pitts, A., & Saini, M. (2013). Interventions to reduce distress 

in adult victims of rape and sexual violence: a systematic review. Social Work Practices, 
9(3), 257-265.	



25 
	

Rehn, E., Johnson Sirleaf, E. (2002). Women, war and peace: The independent experts’ 
assessment on the impact of armed conflict on women and women’s role in peace-
building. UN Women’s Headquarters. Retrieved from 
http://www.unwomen.org/en/digital-library/publications/2002/1/women-war-peace-the-
independent-experts-assessment-on-the-impact-of-armed-conflict-on-women-and-
women-s-role-in-peace-building-progress-of-the-world-s-women-2002-vol-.	

Reicherter, D., & Aylward, A., (2011). Impact of War and Genocide on Psychiatry and Social 
Psychology. In B. Van Schaack, D. Reicherter, Y. Chhang, & Talbott, A (Eds.), 
Cambodia’s Hidden Scars: Trauma, Psychology in the Wake of the Khmer Rouge 
Documentation Center of Cambodia.	

Reid-Cunningham, A.R. (2008). Rape as a weapon of genocide. Genocide Studies and 
Prevention Vol 3(3), 279-296.	

Reparation for Torture—A Survey of Law and Practice in Thirty Selected Countries, The 
Redress Trust, London, England, April 2003	

Resick, P., & Schnicke, M. (1992). Cognitive processing therapy for sexual assault victims. 
Journal of Consulting and Clinical Psychology, 60(5), 748–756.	

Resick, P. A., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. (2002). A comparison of 
cognitive-processing therapy with prolonged exposure and a waiting condition for the 
treatment of chronic posttraumatic stress disorder in female rape victims. Journal of 
Consulting and Clinical Psychology, 70(4), 867.	

Reynolds, M. W., Peipert, J. F., & Collins, B. (2000). Epidemiologic issues of sexually 
transmitted diseases in sexual assault victims. Obstetrical & Gynecological Survey, 
55(1), 51.	

Robson, T. (2002, Aug. 21). Bosnia: The United Nations, human trafficking and prostitution. 
World Socialist Web Site. Retrieved from http://www.wsws.org/en/articles/2002/08/bosn-
a21.html.  	

Rothbaum, B. O., Astin, M. C., & Marsteller, F. (2005). Prolonged exposure versus eye 
movement desensitization and reprocessing (EMDR) for PTSD rape victims. Journal of 
Traumatic Stress, 18(6), 607-616.	

Roush, K. (2009). Social implications of obstetric fistula: an integrative review. Journal of 
Midwifery and Women’s Health, 54(2), 21-33.	

Sadock, B. J., & Sadock, V. A. (2007). Kaplan & Sadock's synopsis of psychiatry: behavioral 
sciences/clinical psychiatry. Philadelphia, PA: Lippincott Williams & Wilkins.	

Hagan, J. (2003). Justice in the Balkans: Prosecuting War Crimes in the Hague Tribunal. 
Chicago, IL: University of Chicago Press.	

Sapolsky R.M. (2005). The influence of social hierarchy on primate health. Science, 308(5722), 
648-652.	

Sapolsky, R. M. (2012). Importance of a sense of control and the physiological benefits of 
leadership. Proceedings of the National Academy of Sciences of the United States of 
America, 109(44), 17730–17731.	

Sapolsky, R.M., Romero, L.M., Munck, A.U., (2000). How do glucocorticoids influence stress 
responses? Integrating permissive, suppressive, stimulatory, and preparative actions. 
Endocrine Reviews 21, 55—89.	

Save the Children International. (2002). Note for implementing the operational partners by 
UNHCR and Save the Children UK on sexual violence and exploitation: The experience 
of refugee children in Guinea, Liberia and Sierra Leone. Retrieved from 



26 
	

http://resourcecentre.savethechildren.se/library/note-implementing-and-operational-
partners-unhcr-and-save-children-uk-sexual-violence.	

Shana Swiss and Joan E. Giller, “Rape as a Crime of War: A Medical Perspective,” JAMA: 
Journal of the American Medical Association, 270:5 (1993): 612-15  

Seifert, R. (1994). War and rape: a preliminary analysis. In A. Stiglmayer (Ed.), Mass rape: the 
war against women in Bosnia-Herzegovina. Lincoln, NB: University of Nebraska Press.	

Smith, P., Perrin, S., Yule. W., & Rabe-Hesketh, S. (2001). War exposure and maternal reactions 
in the psychological adjustment of children from Bosnia-Hercegovina. Journal of Child 
Psychology and Psychiatry, 42(3), 395-404.	

Smith, P., Perrin, S., Yule, W., Hacam, B. & Stuvland, R. (2002). War exposure among children 
from Bosnia-Hercegovina: Psychological adjustment in a community sample. Journal of 
Traumatic Stress, 15(5), 147-156.	

Smith-Khan, L., Crock, M., Mccallum, R., & Saul, B. (2015). ‘Up to Now I Am Suffering': 
Justice, Sexual Violence and Disability Amongst Refugees in Uganda. International 
Journal of Migration and Border Studies, 1(4), 348-371. Retrieved from 
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2717213. 

Sommers, M. S. (2007). Defining patterns of genital injury from sexual assault: a review. 
Trauma, Violence & Abuse, 8(3), 270-280.	

Spangaro, J., Adogu, C., Ranmuthugala, G., Davies, G., Steinacker, L., & Zwi, A. (2013). What 
evidence exists for initiatives to reduce risk and incidence of sexual violence in armed 
conflict and other humanitarian crises? A systematic review. PLOS One, 8(5), e62600.	

Steketee, G., & Foa, E. B. (1987). Rape victims: Post-traumatic stress responses and their 
treatment:: A review of the literature. Journal of Anxiety Disorders, 1(1), 69-86.	

Stein, M. B. & Barrett-Connor, E. (2000). Sexual assault and physical health: Findings from a 
population-based study of older adults. Psychosomatic Medicine, 62(6), 838-843.	

Thomas, K. (2007). Sexual violence: Weapon of war. Forced Migration Review, 27, 15-16.	
Tabo, A. (2011). Expert Report. International Criminal Court. Case No. ICC-01/05-01/08. 	
Tabo, A. (2011b). Expert Testimony. International Criminal Court. Case No. ICC-01/05-01/08.	
Tedeschi, R. G., & Calhoun, L. G. (2004).  Posttraumatic Growth: Conceptual Foundations and 

Empirical Evidence.  Psychological Inquiry, 15, 1-18.	
Tedeschi, R. G., & Calhoun, L. G. (1995).  Trauma and transformation: Growing in the 

aftermath of suffering.  Thousand Oaks, CA: Sage.	
Trickett, P. K., Noll, J. G., & Putnam, F. W. (2011). The impact of sexual abuse on female 

development: Lessons from a multigenerational, longitudinal research study. 
Development and Psychopathology, 23(02), 453-476.	

Trickett, P.K., Noll, J.G., Susman, E.J., Shenk, C.E., Putnam, F.W. (2010).  Attenuation of 
cortisol across development for victims of sexual abuse. Developmental 
Psychopathology, 22(1), 165-175.	

UNDP Policy Paper on Reparations for Croatian Victims of War Related Sexual Violence, 
December 2013	

United Nations. (2008). Security Council Demands Immediate And Complete Halt To Acts Of 
Sexual Violence Against Civilians In Conflict Zones, Unanimously Adopting Resolution 
1820. 

 Retrieved from http://www.un.org/press/en/2008/sc9364.doc.htm. 
United Nations Assistance Mission for Iraq. (2008). Human Rights Report, 1 July-31 December. 

Retrieved from 



27 
	

http://www.ohchr.org/Documents/Countries/IQ/UNAMI_Human_Rights_Report_July_D
ecember_2008_EN.pdf.	

van der Kolk, B. (2006).  Clinical implications of neuroscience research in PTSD.  Annals of the 
New York Academy of Science, 1071, 277-293.	

van der Kolk, B.A., Pelcovitz, D., Roth, S., Mandel, F.S., MacFarlane, A., & Herman, J.L. 
(1996). Dissociation, somatization, and affect dysregulation: the complexity of adaptation 
to trauma. American Journal of Psychiatry, 153 , (7), pp. 83-93.	

van der Kolk, B., Pynoos, R. S., Ciccheti, D., Cloitre, M., et al. (2009).  Proposal to include a 
developmental trauma disorder diagnosis for children and adolescents in DSM-5.  
Retrieved from http://www.traumacenter.org/announcements/DTD_papers_Oct_09.pdf.	

Van Schaack, B., Reicherter, D., Chhang, Y., & Talbott, A. (2011). Cambodia’s hidden scars: 
trauma, psychology in the wake of the Khmer Rouge. Documentation Center of 
Cambodia.	

Verelst, A., Schryver, M., Broekaert, E., & Derluyn, I. (2014). Mental health of victims of sexual 
violence in Eastern Congo: Associations with daily stressors, stigma, and labeling. BMC 
Women’s Health,14, 106.	

Vrana, S., & Lauterbach, D. (1994). Prevalence of traumatic events and post-traumatic 
psychological symptoms in a nonclinical sample of college students. Journal of 
Traumatic Stress, 7(2), 289-302.	

Walsh, K., Nugent, N.R., Kotte, A., Amstadter, A.B., Wang, S., Guille, C.,... Resnick, H.S. 
(2013). Cortisol at the emergency room rape visit as a predictor of PTSD and depression 
over time. Psychoneuroendorcrinology, 38(11), 2520-2528.	

Wax, E. (2004, June 6). “We Want to Make a Light Baby”Arab militiamen in Sudan said to use 
rape as weapon of ethnic cleansing. Washington Post Foreign Service. Retrieved from 
http://www.washingtonpost.com/wp-dyn/articles/A16001-2004Jun29.html.	

Wingood, G. M., & DiClemente, R. J. (1998). Rape among African American women: sexual, 
psychological, and social correlates predisposing survivors to risk of STD/HIV. Journal 
of Women's Health, 7(1), 77-84.	

Wirtz, A., Pham, K., Glass, N., Loochkartt, S., Kidane, T., Cuspoca, D.,...Vu, A. (2014). Gender-
based violence in conflict and displacement: Qualitative findings from displaced women 
in Colombia. Conflict and Health, 8(10), 1-14.	

Women and peace and security UN Security Council Resolution 1820.	
Yugoslavia: Bosnia Crisis – Sex Assaults ‘A War Crime’. (1992, December 19) Reuters, (Lexus 

Nexis INTL File).	
Zalihic-Kaurin, A. (1994) “The Muslim Women”, in Mass Rape: The War against Women in 

Bosnia-Herzegovina, ed. Alexandra Stiglmayer, Lincoln, NB, University of Nebraska 
Press, p. 170.	

 


