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Date: Aug 19, 2020
To: "Stephanie Westlake Edmonds" 
From: "The Green Journal" em@greenjournal.org
Subject: Your Submission ONG-20-1967

RE: Manuscript Number ONG-20-1967

Associations Between Sexual Assault and Reproductive and Family Planning Behaviors and Outcomes in Woman Veterans

Dear Dr. Edmonds:

Your manuscript has been reviewed by the Editorial Board and by special expert referees. Although it is judged not 
acceptable for publication in Obstetrics & Gynecology in its present form, we would be willing to give further consideration 
to a revised version.

If you wish to consider revising your manuscript, you will first need to study carefully the enclosed reports submitted by 
the referees and editors. Each point raised requires a response, by either revising your manuscript or making a clear and 
convincing argument as to why no revision is needed. To facilitate our review, we prefer that the cover letter include the 
comments made by the reviewers and the editor followed by your response. The revised manuscript should indicate the 
position of all changes made. We suggest that you use the "track changes" feature in your word processing software to do 
so (rather than strikethrough or underline formatting).

***Due to the COVID-19 pandemic, your paper will be maintained in active status for 30 days from the date of this letter. 
If we have not heard from you by Sep 18, 2020, we will assume you wish to withdraw the manuscript from further 
consideration.***

REVIEWER COMMENTS:

Reviewer #1: 

Overall: This is a cross sectional study assessing a lifetime history of sexual assault on reproductive health care seeking 
behaviors, contraception use, and family planning outcomes. 

Precis
1. Lines 43-44: "was associated with prenatal healthcare seeking" is awkward, recommend rewording this sentence.

Abstract
1. Lines 55-57: These outcomes are not described in the results section of the abstract. 

Introduction
1. The introduction if concise, well-written, and sets up the study well. 

2. In general, consider moving away from the term "elective termination" and using "induced abortion". See article by 
Janiak and Goldberg in Contraception 2016 (https://www.contraceptionjournal.org/article/S0010-7824(15)00624-1
/fulltext)

Methods
1. Lines 123-124 appears to be an incomplete sentence (pap smears, and prenatal care; contraception usage). 

2. Recommend reorganizing the description of the variables to avoid confusion. For example, lines 116-122 discuss 
definitions for sexual assault, which is then reviewed again in lines 125-130. I would move lines 125-130 up towards the 
end of the previous paragraph. Also, sexual assault occurrence was assessed at 4 different time points, but this analysis 
was not presented in the paper. I would either present analysis related to these definitions or remove from the methods. 

3. There is overall lengthy description of the variables, some of which are not presented in the results, such as in lines 
141-144 (# pregnancies, live births, infertility, etc). If not relevant to the analyses in this study, I would remove. Also, I 
would be explicit about what the primary and secondary outcomes are and then describe the measurements for those 
outcomes. For example, the fourth paragraph (lines 123-125) describe the outcomes, which are then described again 
elsewhere in the methods. 

4. Lines 146-147: for the outcomes of interest in this study (birth control use in the last 3 months, longest period of 
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time with unprotected intercourse), I would provide more description of them. For example, were people who were asked 
the question about birth control use at risk of pregnancy (sexually active with a male partner)? For the longest period of 
time with unprotected intercourse, were these participants at risk of pregnancy, not planning pregnancy?

Results
1. Lines 199-200: I would add the comparison percentage in the parenthesis instead of only including the younger age 
% (for example, 48.9% vs 60.4%). 

2. Table 3 - for the line "sought care for painful sex among those with issues", what is the n=219 referring to? Also, 
112/999 = 11.2%, not 18.6%. For the next line "ever used BC", the numbers don't add up to 966. 

3. To clarify, for seeking pregnancy with first pregnancy, this is referring to women who had ANY prenatal care with their 
first pregnancy only, correct? 

Discussion
1. The authors discuss an increased odds of having a teen pregnancy or induced abortion. I think that a potential 
limitation is that it is unclear whether the sexual assault occurred before or after these outcomes, since the study is just 
asking about occurrence of the exposures and outcomes over the lifetime, essentially that association is not causation. 

2. Lastly, I would caution on over-interpreting the results of contraception non-use or time period with unprotected 
intercourse if the authors did not exclude participants who were not at risk of pregnancy (had a female partner, or planning 
to get pregnant). 

Reviewer #2: 

General Comments:

I thank the authors for their work on this important topic. Better describing women Veterans' experiences with family 
planning care and health care usage is essential to informing how we provide care and meet the needs of this population. 
This work also highlights the importance of trauma-informed and evidence-based care for invasive procedures like pelvic 
exams and the potential to catch and treat sexual dysfunction and pain with intercourse during well woman visits rather 
than waiting for patients to specifically seek care for pain.

Precis and Abstract
Lines 44, 62, 75, and others: Where this paper mentions abortion, the phrases "elective abortion" or "elective termination" 
are used. For reasons outlined by Dr. David Grimes and Dr. Gretchen Stuart in a 2010 paper titled "Abortion jabberwocky: 
the need for better terminology" in the journal Contraception, the preferred terminology is "induced abortion" or simply 
"abortion". 

Line 58-59: "Because there was a  significant difference among age and history of LSA (p<.0001)" May be better reworded 
to state that "There was an association between older age and history of LGA" or "there were higher rates of history of LSA 
among older women" to state both the difference and the direction of the difference.

Introduction
Line 77 - "woman Veterans" should be pluralized to "women Veterans"

Methods
Lines 127- 129 and 163 - 166: The timeframe in which the sexual assault occurred and the location (in the military or 
outside the military) is mentioned in these two places but is not addressed in the results section. Was this analyzed, and if 
so, what were the findings? 

Results
Line 185- use of the term "sexual preference" is outdated and implies choice. "Sexual orientation" or "lesbian and bisexual 
relationships" are better descriptors

Lines 196-197: Is there a reason the authors do not include p-value?

Lines 195-197: Consider relating this statement regarding seeking care for painful intercourse to rates of pain with 
intercourse being higher for women with LSA. Perhaps moving it next to the statement in line 193 would allow a better 
flow of thought. I understand wanting to separate health outcomes and experiences with seeking care, but these would be 
better suited next to each other.

Line 201: "In the older age group, 72.9% were more likely to have gone one or more years of having unprotected sex. 
(p<0.001)." Recommend rewording to "women with LSA were more likely to report…" Or "In the older age group, 72.9% of 
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women with a history of LSA reported … compared to 59.3% of women without LSA, (p<0.001)."

Lines 213-216: Table 5 shows a disproportionate number of women aged 40-52 with history of LSA who report having a 
hysterectomy as a reason for not getting a Pap smear. These lines state that there was no difference in reported 
hysterectomy rates for those aged 20-39. It may be helpful in making this finding more clear to separate hysterectomy 
from the list of reasons listed above and make a separate statement about reported hysterectomy rate being different in 
the total sample and older age group with the clarifying remark about not reaching statistical significance in the younger 
age group (p-value 0.08). Separating provider recommendation and hysterectomy from the other reasons also makes 
sense because Pap smears are legitimately no longer recommended in the setting of hysterectomy for benign indications. 
This would also be another area to research in the future to determine what the indications for hysterectomy were in 
women with and without LSA.

Line 222 - "women without LSA, p=0.011, Table 6)" is missing a forward parenthesis before the p-value.

Line 240 - "participants with LSA had double of the odds" should be "had double the odds", consider using "risk" instead of 
"odds"

Line 243 - 244 See comments for Table 3 below. If looking at percentage of women who report painful intercourse (as 
listed in Table 2) who seek care, in the younger age group fewer women with LSA sought care compared to those without 
LSA (44% versus 50%). It is unclear if the p-value stated in table 3 is for this comparison or the overall percentage of LSA 
versus no-LSA who sought care. Comparing only those who report pain with intercourse may be a more useful comparison, 
given we know that dyspareunia is higher in women with LSA. Interestingly, in the older age group it was more likely for 
those with LSA to seek care for pain with intercourse (51.5% vs 38.1%). It would be interesting to look at this in relation 
to the timing of the sexual assault. For example, if older women are perhaps further away from their assault and may be 
more recovered, enough to start seeking care. Perhaps this is indicating a delay in seeking care with lower rates among 
younger group and higher rates among the older group?

Discussion
Line 271 - "over the double the odds" should be "over double the odds". Also consider using the word risk since odds 
indicates use of an odds ratio. 
Line 272 - "there was no differences" should be "there was no difference"

Tables
Table 3: Where do the percentages for "Sought care for painful sex among those with issue, includes those having painful 
intercourse (n=219)" come from? It appears the percentages are of the total group as tallied at the top of the column, not 
a percent of those with painful intercourse as stated in the row name (These would be 36/81= 44% for LSA versus 18/36= 
50% for no LSA for the younger age group, and 51.5% and 38.1% for the older age group)? Also, where does n=219 
come from, as Table 2 states n=235 report pain with intercourse? Is this due to incomplete data?

I find the use of row percentages in Tables 5 and 6 to be less helpful than column percentages would be for this particular 
data set. The percent of women reporting each reason (even if not adding to 100% due to not being mutually exclusive) is 
more easily understood than giving the percent of women with LSA history for each reason. 

Reviewer #3: 

The authors present a secondary analysis of data collected from 2005-2008 among 999 veteran women in Iowa. They 
compared frequency of reproductive health care seeking (e.g. pelvic exams, pap smears, prenatal care), contraception 
usage, and family planning outcomes (e.g. history of conceiving, age at first pregnancy, and having an elective 
termination) among women with and without a history of lifetime sexual assault (LSA),  62% of of the cohort.  Their main 
findings were:

Women with LSA had increased odds unprotected sex over a year.
Among women who avoided getting paps and pelvic exams, those with LSA reported reasons such as anxiety about the 
exam or fear of experiencing pain or embarassment.
Women with LSA had double odds of reporting dyspareunia.
A quarter of the entire cohort and two-thirds of women with LSA did not receive prenatal care in their first pregnancy.
Women with LSA had doulble the odds of having teen pregnancy or elective termination.

Line 60: "Women with a history of LSA were more likely to have gone more than one year of having unprotected 
intercourse." The phrasing "to have gone > 1 yr" makes this sentence a little difficult to understand.

Line 64: Women aged 40-52 were more likely than whom? Other age groups? Later we learn that the stratified analysis by 
age was a division into two groups, 20-39 years and 40-52 years of age.
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Line 87: There are several outcomes of interest in this study; it's not clear what the primary outcome was. The study could 
benefit from more focus. Was the sample size adequate to detect a clinically meaningful difference in the primary 
outcome? What were considered confounders and how was it decided what to adjust for? 

Line 177: The results section could benefit from better organization to make it easier to follow since there are many 
individual findings presented. Clarity of the primary objective in the methods section would improve presentation in the 
results. For example, they could present their bivariate analysis, followed by adjusted analysis, and then results stratified 
by age.

Line 224: The discussion section could benefit from improved organization into simply how their main findings fit into the 
larger body of research on this subject, strenths, limitations, and clinical implcations. The elements are there but the 
presentation could be tightened. 

Overall, the subject matter is important, but the study lacks focus. It's not clear how relevant the findings are to the Green 
Journal readership.

STATISTICAL EDITOR COMMENTS:

General: Need to elaborate on how the 1004 women in the sample were representative of all women in the population of 
interest.  That is, how is the reader assured that this does not represent a biased, non-representative sample?  That is, 
how were these women chosen?

Table 1, 2, 3, 5: Clearly, the baseline characteristics differed in many respects for the LSA vs non-LSA groups, so 
unadjusted comparisons are difficult to interpret.

Table 4: There are at least 10 variables used as adjustors in the multivariable models, so need to provide (could be on-line 
material), the actual counts of adverse events for each of the behaviors/outcomes in the rows of the Table for each subset. 
If the actual counts are few, then the models may be over fitted.  On the other hand, the NS comparisons may be under 
powered and not generalizable if the counts were too few.

EDITORIAL OFFICE COMMENTS:

1. The Editors of Obstetrics & Gynecology are seeking to increase transparency around its peer-review process, in line with 
efforts to do so in international biomedical peer review publishing. If your article is accepted, we will be posting this 
revision letter as supplemental digital content to the published article online. Additionally, unless you choose to opt out, we 
will also be including your point-by-point response to the revision letter. If you opt out of including your response, only the 
revision letter will be posted. Please reply to this letter with one of two responses:
A. OPT-IN: Yes, please publish my point-by-point response letter.  
B. OPT-OUT: No, please do not publish my point-by-point response letter.

2. Obstetrics & Gynecology uses an "electronic Copyright Transfer Agreement" (eCTA).  When you are ready to revise your 
manuscript, you will be prompted in Editorial Manager (EM) to click on "Revise Submission." Doing so will launch the 
resubmission process, and you will be walked through the various questions that comprise the eCTA. Each of your 
coauthors will receive an email from the system requesting that they review and electronically sign the eCTA.

Please check with your coauthors to confirm that the disclosures listed in their eCTA forms are correctly disclosed on the 
manuscript's title page.

3. Our journal requires that all evidence-based research submissions be accompanied by a transparency declaration 
statement from the manuscript's lead author. The statement is as follows: "The lead author* affirms that this manuscript is 
an honest, accurate, and transparent account of the study being reported; that no important aspects of the study have 
been omitted; and that any discrepancies from the study as planned (and, if relevant, registered) have been explained." 
*The manuscript's guarantor.

If you are the lead author, please include this statement in your cover letter. If the lead author is a different person, please 
ask him/her to submit the signed transparency declaration to you. This document may be uploaded with your submission 
in Editorial Manager. 
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4. If your study is based on data obtained from the National Center for Health Statistics, please review the Data Use 
Agreement (DUA) for Vital Statistics Data Files that you or one of your coauthors signed. If your manuscript is accepted for 
publication and it is subsequently found to have violated any of the terms of the DUA, the journal will retract your article. 
The National Center for Health Statistics may also terminate your access to any future vital statistics data.

5. For studies that report on the topic of race, authors must provide an explanation in the manuscript of who classified 
individuals' race, ethnicity, or both, the classifications used, and whether the options were defined by the investigator or 
the participant. In addition, the reasons that race/ethnicity were assessed in the study also should be described (eg, in the 
Methods section and/or in table footnotes).

Use "Black" and "White" (capitalized) when used to refer to racial categories.

The category of "Other" is a grouping/label that should be avoided, unless it was a prespecified formal category in a 
database or research instrument. If you use "Other" in your study, please add detail to the manuscript to describe which 
patients were included in that category.

6. All submissions that are considered for potential publication are run through CrossCheck for originality. The following 
lines of text match too closely to previously published works. 

Please add a citation on line 256 "As previously noted...experienced LSA."

7. Responsible reporting of research studies, which includes a complete, transparent, accurate and timely account of what 
was done and what was found during a research study, is an integral part of good research and publication practice and 
not an optional extra. Obstetrics & Gynecology supports initiatives aimed at improving the reporting of health research, 
and we ask authors to follow specific guidelines for reporting randomized controlled trials (ie, CONSORT) or observational 
studies (ie, STROBE). Include the appropriate checklist for your manuscript type upon submission. Please write or insert 
the page numbers where each item appears in the margin of the checklist. Further information and links to the checklists 
are available at http://ong.editorialmanager.com. In your cover letter, be sure to indicate that you have followed the 
CONSORT, MOOSE, PRISMA, PRISMA for harms, STARD, STROBE, RECORD, CHEERS, SQUIRE 2.0, or CHERRIES guidelines, 
as appropriate.

7. Standard obstetric and gynecology data definitions have been developed through the reVITALize initiative, which was 
convened by the American College of Obstetricians and Gynecologists and the members of the Women's Health Registry 
Alliance. Obstetrics & Gynecology has adopted the use of the reVITALize definitions. Please access the obstetric data 
definitions at https://www.acog.org/practice-management/health-it-and-clinical-informatics/revitalize-obstetrics-data-
definitions and the gynecology data definitions at https://www.acog.org/practice-management/health-it-and-clinical-
informatics/revitalize-gynecology-data-definitions. If use of the reVITALize definitions is problematic, please discuss this in 
your point-by-point response to this letter.

8. Because of space limitations, it is important that your revised manuscript adhere to the following length restrictions by 
manuscript type: Original Research reports should not exceed 22 typed, double-spaced pages (5,500 words). Stated page 
limits include all numbered pages in a manuscript (i.e., title page, précis, abstract, text, references, tables, boxes, figure 
legends, and print appendixes) but exclude references.

9. Specific rules govern the use of acknowledgments in the journal. Please note the following guidelines: 

* All financial support of the study must be acknowledged. 
* Any and all manuscript preparation assistance, including but not limited to topic development, data collection, analysis, 
writing, or editorial assistance, must be disclosed in the acknowledgments. Such acknowledgments must identify the 
entities that provided and paid for this assistance, whether directly or indirectly.
* All persons who contributed to the work reported in the manuscript, but not sufficiently to be authors, must be 
acknowledged. Written permission must be obtained from all individuals named in the acknowledgments, as readers may 
infer their endorsement of the data and conclusions. Please note that your response in the journal's electronic author form 
verifies that permission has been obtained from all named persons. 
* If all or part of the paper was presented at the Annual Clinical and Scientific Meeting of the American College of 
Obstetricians and Gynecologists or at any other organizational meeting, that presentation should be noted (include the 
exact dates and location of the meeting).

10 The most common deficiency in revised manuscripts involves the abstract. Be sure there are no inconsistencies 
between the Abstract and the manuscript, and that the Abstract has a clear conclusion statement based on the results 
found in the paper. Make sure that the abstract does not contain information that does not appear in the body text. If you 
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submit a revision, please check the abstract carefully. 

In addition, the abstract length should follow journal guidelines. The word limit for Original Research articles is 300 words. 
Please provide a word count. 

11. Only standard abbreviations and acronyms are allowed. A selected list is available online at http://edmgr.ovid.com
/ong/accounts/abbreviations.pdf. Abbreviations and acronyms cannot be used in the title or précis. Abbreviations and 
acronyms must be spelled out the first time they are used in the abstract and again in the body of the manuscript. 

12. The journal does not use the virgule symbol (/) in sentences with words. Please rephrase your text to avoid using 
"and/or," or similar constructions throughout the text. You may retain this symbol if you are using it to express data or a 
measurement.

13. ACOG is moving toward discontinuing the use of "provider." Please replace "provider" throughout your paper with 
either a specific term that defines the group to which are referring (for example, "physicians," "nurses," etc.), or use 
"health care professional" if a specific term is not applicable.

14. In your Abstract, manuscript Results sections, and tables, the preferred citation should be in terms of an effect size, 
such as odds ratio or relative risk or the mean difference of a variable between two groups, expressed with appropriate 
confidence intervals. When such syntax is used, the P value has only secondary importance and often can be omitted or 
noted as footnotes in a Table format. Putting the results in the form of an effect size makes the result of the statistical test 
more clinically relevant and gives better context than citing P values alone. 

If appropriate, please include number needed to treat for benefits (NNTb) or harm (NNTh). When comparing two 
procedures, please express the outcome of the comparison in U.S. dollar amounts.

Please standardize the presentation of your data throughout the manuscript submission. For P values, do not exceed three 
decimal places (for example, "P = .001"). For percentages, do not exceed one decimal place (for example, 11.1%").

15. If your manuscript contains a priority claim, we discourage these since they are often difficult to prove. How do you 
know this is the first report? If this is based on a systematic search of the literature, that search should be described in the 
text (search engine, search terms, date range of search, and languages encompassed by the search). If it is not based on 
a systematic search but only on your level of awareness, it is not a claim we permit.

16. Please review the journal's Table Checklist to make sure that your tables conform to journal style. The Table Checklist 
is available online here: http://edmgr.ovid.com/ong/accounts/table_checklist.pdf.

17. The American College of Obstetricians and Gynecologists' (ACOG) documents are frequently updated. These 
documents may be withdrawn and replaced with newer, revised versions. If you cite ACOG documents in your manuscript, 
be sure the reference you are citing is still current and available. If the reference you are citing has been updated (ie, 
replaced by a newer version), please ensure that the new version supports whatever statement you are making in your 
manuscript and then update your reference list accordingly (exceptions could include manuscripts that address items of 
historical interest). If the reference you are citing has been withdrawn with no clear replacement, please contact the 
editorial office for assistance (obgyn@greenjournal.org). In most cases, if an ACOG document has been withdrawn, it 
should not be referenced in your manuscript (exceptions could include manuscripts that address items of historical 
interest). All ACOG documents (eg, Committee Opinions and Practice Bulletins) may be found at the Clinical Guidance page 
at https://www.acog.org/clinical (click on "Clinical Guidance" at the top).

18. Authors whose manuscripts have been accepted for publication have the option to pay an article processing charge and 
publish open access. With this choice, articles are made freely available online immediately upon publication. An 
information sheet is available at http://links.lww.com/LWW-ES/A48. The cost for publishing an article as open access can 
be found at https://wkauthorservices.editage.com/open-access/hybrid.html. 

Please note that if your article is accepted, you will receive an email from the editorial office asking you to choose a 
publication route (traditional or open access). Please keep an eye out for that future email and be sure to respond to it 
promptly.

***
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If you choose to revise your manuscript, please submit your revision through Editorial Manager at 
http://ong.editorialmanager.com. Your manuscript should be uploaded in a word processing format such as Microsoft Word. 
Your revision's cover letter should include the following:
     * A confirmation that you have read the Instructions for Authors (http://edmgr.ovid.com/ong/accounts/authors.pdf), 
and
     * A point-by-point response to each of the received comments in this letter.

If you submit a revision, we will assume that it has been developed in consultation with your co-authors and that each 
author has given approval to the final form of the revision.

***Again, your paper will be maintained in active status for 30 days from the date of this letter. If we have not heard from 
you by Sep 18, 2020, we will assume you wish to withdraw the manuscript from further consideration.***.

Sincerely,

The Editors of Obstetrics & Gynecology

2019 IMPACT FACTOR: 5.524
2019 IMPACT FACTOR RANKING: 6th out of 82 ob/gyn journals

__________________________________________________
In compliance with data protection regulations, you may request that we remove your personal registration details at any 
time.  (Use the following URL: https://www.editorialmanager.com/ong/login.asp?a=r). Please contact the publication office 
if you have any questions.
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For more information about Iowa City VA Health Care System VA Clinics, visit: www.iowacity.va.gov/locations 

 
 
 
 
 

 
Nancy C. Chescheir, MD 
Editor-in-Chief 
Obstetrics & Gynecology 
409 12th Street SW 
Washington, DC 20024 
 
October 26, 2020 
 
Dear Dr. Chescheir: 
 
I am writing to resubmit our manuscript entitled, “Associations Between Sexual Assault 
and Reproductive and Family Planning Behaviors and Outcomes in Woman Veterans” 
for consideration as an Obstetrics & Gynecology Original Research article. We have 
addressed each of the reviewers’ and editors’ comments in this cover letter as well as 
revised the manuscript. We believe the manuscript is substantially strengthened as a 
result of these revisions and we look forward to another review.  
 
This manuscript expands on the prior research conducted and published by Pulverman 
CS, Creech SK, Mengeling MA, Torner JC, Syrop CH, and Sadler AG in Obstetrics & 
Gynecology. 
 
Each of the authors confirms that this manuscript has not been previously published 
and is not currently under consideration by any other journal. Additionally, all of the 
authors have approved the contents of this paper and have agreed to the Obstetrics & 
Gynecology’s submission policies. The lead author* affirms that this manuscript is an 
honest, accurate, and transparent account of the study being reported; that no important 
aspects of the study have been omitted; and that any discrepancies from the study as 
planned (and, if relevant, registered) have been explained. 
 
Each named author had substantially contributed to conducting the underlying research 
and drafting of this manuscript. Additionally, to the best of our knowledge the named 
authors have no conflicts of interest, financial or otherwise.  
 
Thank you for inviting us to revise and resubmit our manuscript. 
 
Sincerely, 
 
 
Stephanie W. Edmonds, PhD, MPH, RN 
 
Corresponding Author 
Nurse Scientist 

  
 

  

 
 



REVIEWER COMMENTS: 

 

Reviewer #1:  

Overall: This is a cross sectional study assessing a lifetime history of sexual assault on 
reproductive health care seeking behaviors, contraception use, and family planning 
outcomes.  

 

Precis 

1. Lines 43-44: "was associated with prenatal healthcare seeking" is awkward, 
recommend rewording this sentence. 

Authors’ Response: We agree and have revised this statement (Lines 48-50). 

Original: Among women Veterans, experiencing sexual assault during their 
lifetime was associated with prenatal health care seeking, unprotected sex, teen 
pregnancy, and elective termination. 

Revision: Among women Veterans, the experience of lifetime sexual assault is 
associated with unprotected sex, teen pregnancy, and not seeking prenatal care. 

 

Abstract 

2. Lines 55-57: These outcomes are not described in the results section of the 
abstract.  

Authors’ response: We removed the sentence about examining reasons for not using 
contraception from the methods section of the abstract due to word limitations and 
because this objective was not the main objective of this paper and there was no 
meaningful differences (Lines 62-63). We also added a brief description of our 
findings related to reasons participants cited for not having a Pap smear in the past 
to the results section of the abstract (Lines 74-75). 

 Original: Lastly, we examined reasons why these participants had not sought Pap 
smear screening and reasons for not using contraception in the previous three 
months. 

 Revision: Lastly, we examined reasons why these participants had not sought Pap 
smear screening…. Women who experienced LSA where more likely than those who 
had not to report not seeking Pap smears in the past due to fear and anxiety. 

 

Introduction 

3. The introduction is concise, well-written, and sets up the study well.  

Authors’ response: Thank you 

4. In general, consider moving away from the term "elective termination" and using 
"induced abortion". See article by Janiak and Goldberg in Contraception 2016 
(https://www.contraceptionjournal.org/article/S0010-7824(15)00624-1/fulltext) 



Authors’ response: Thank you for this reference. We agree with these authors and will 
use the term “induced abortion” rather than “elective termination.” We have revised 
the manuscript throughout to reflect this change (Lines 84, 88, 148, 156, 378, and 
Table 4). 

 

Methods 

5. Lines 123-124 appears to be an incomplete sentence (pap smears, and prenatal 
care; contraception usage).  

Authors’ response: We revised that sentence to be clearer (Lines 152-154). 

 Original: We operationalized reproductive health care seeking as reporting pelvic 
exams, Pap smears, and prenatal care; contraception usage.  

 Revision: We operationalized reproductive health care seeking as reported having 
had pelvic exams, Pap smears, prenatal care, and contraception usage.  

6. Recommend reorganizing the description of the variables to avoid confusion. For 
example, lines 116-122 discuss definitions for sexual assault, which is then 
reviewed again in lines 125-130. I would move lines 125-130 up towards the end 
of the previous paragraph. Also, sexual assault occurrence was assessed at 4 
different time points, but this analysis was not presented in the paper. I would 
either present analysis related to these definitions or remove from the methods.  

Authors’ response: We have reorganized the description of the sexual assault 
variables per your suggestion and removed the description of the different time 
points (Lines 141-144).  

Revision: For this study, completed sexual assault was defined as completed 
penetration; attempted assaults were defined as sexual assaults that did not include 
penetration. Participants who reported not experiencing attempted or completed 
sexual assault were categorized as not experiencing LSA….deleted lines 173-177. 

7. There is overall lengthy description of the variables, some of which are not 
presented in the results, such as in lines 141-144 (# pregnancies, live births, 
infertility, etc). If not relevant to the analyses in this study, I would remove. Also, I 
would be explicit about what the primary and secondary outcomes are and then 
describe the measurements for those outcomes. For example, the fourth 
paragraph (lines 123-125) describe the outcomes, which are then described 
again elsewhere in the methods.  

Authors’ response: We revised the first sentence of this paragraph to remove the 
extraneous variables that were not included in the analysis (deleted lines 197-203, 
and moved lines 203-206 to lines 162-165). We also reorganized the discussion of 
the outcome variables to be all together in the methods section and specified the 
primary and secondary outcomes (Lines 145-156).  



Revision: To examine our primary outcomes (reproductive health care seeking and 
family planning outcomes), participants were asked about pregnancy history 
including their ages at time of pregnancies, if they received prenatal care and which 
trimester they initiated this care, number of induced abortions (asked as “How many 
of your pregnancies resulted in an intentional early termination (that is an 
abortion)?”), and if they had undergone tubal ligation. Participants’ health seeking 
behaviors queried included time of last Pap smear and pelvic exam, and 
contracepting behaviors such as if they ever used birth control, if they used birth 
control in the last three months, the longest period of time they ever had unprotected 
sex (in years/months). We operationalized reproductive health care seeking as 
reported having had pelvic exams, Pap smears, prenatal care, and contraception 
usage. Family planning outcomes were operationalized as history of conceiving, age 
of first pregnancy, and having an induced abortion. 

8. Lines 146-147: for the outcomes of interest in this study (birth control use in the 
last 3 months, longest period of time with unprotected intercourse), I would 
provide more description of them. For example, were people who were asked the 
question about birth control use at risk of pregnancy (sexually active with a male 
partner)? For the longest period of time with unprotected intercourse, were these 
participants at risk of pregnancy, not planning pregnancy? 

Authors’ response: In Table 6, we define the numerous reasons women cited for 
not using birth control. These reasons include factors that are not associated with 
risk for becoming pregnant (or an unintended pregnancy), which include: currently 
pregnant or attempting pregnancy, cannot get pregnant, not planning to have sex, or 
having a female partner. For the outcome related to longest period of time having 
unprotected sex, we did not ask reasons for this unprotected sex. Thus, we are 
limited in our understanding of whether unprotected sex was for a planned 
pregnancy or some other reason. In response to your comment we now have added 
this limitation to the discussion (Lines 379-381). 

Revision: Further, a response to querying the longest period of unprotected sex was 
not limited only to those who were at risk for unwanted pregnancies, for example 
those who were planning to get pregnant or those exclusively had a female sex 
partner. 

 

Results 

9. Lines 199-200: I would add the comparison percentage in the parenthesis 
instead of only including the younger age % (for example, 48.9% vs 60.4%).  

Authors’ response: In response we added comparison percentages in three places 
in this paragraph per your suggestion (Lines 270-273). 

Original:  Women with LSA in the younger age group reported less us of birth control 
(48.9%, p=0.013) and greater exposure to unprotected sex for one or more years 
(57.0%, p=0.005). In the older age group, 72.9% were more likely to have gone one 
or more years of having unprotected sex. (p<0.001). 

Revision: Women with LSA in the younger age group reported greater exposure to 
unprotected sex for one or more years (57.0% vs. 48.3%, p=0.005). In the older age 
group, 72.9% (vs. 59.3%) were more likely to have gone one or more years of 
having unprotected sex. (p=0.003). 



 

10. Table 3 - for the line "sought care for painful sex among those with issues", what 
is the n=219 referring to? Also, 112/999 = 11.2%, not 18.6%. For the next line 
"ever used BC", the numbers don't add up to 966. 

Authors’ response: Thank you for catching those. The n=219 has been revised to 
235 which is the number of participants who reported having painful sex. We also 
corrected the percent for 112/999. Lastly, we corrected the n of “ever used BC” to 
965 (Table 3). 

11. To clarify, for seeking prenatal with first pregnancy, this is referring to women 
who had ANY prenatal care with their first pregnancy only, correct?  

Authors’ response: You are correct. We added a clarifying segment to the Methods 
section stating, “Participants were asked…if they received prenatal care and which 
trimester, they initiated this care, number of induced abortions.” (Lines 146-149). 

Revision: Participants’ were asked about pregnancy history including their ages at time 
of pregnancies, if they received prenatal care and in which trimester they initiated 
this care, number of induced abortions… 

Discussion 

12. The authors discuss an increased odds of having a teen pregnancy or induced 
abortion. I think that a potential limitation is that it is unclear whether the sexual 
assault occurred before or after these outcomes, since the study is just asking 
about occurrence of the exposures and outcomes over the lifetime, essentially 
that association is not causation.  

Authors’ response: We agree and responded by adding a statement about this issue 
to the limitations (Lines 376-379). 

Revision: We also included sexual assault at any point during a women’s lifetime, thus 
the assault could have occurred after a teen pregnancy or induced abortion had 
occurred which limits interpretation of our findings.   

13. Lastly, I would caution on over-interpreting the results of contraception non-use 
or time period with unprotected intercourse if the authors did not exclude 
participants who were not at risk of pregnancy (had a female partner or planning 
to get pregnant).  

Authors’ Response: We agree this is a reasonable caution and in response have 
added a statement about this issue to the limitations paragraph (Lines 379-381).  

Revision: Further, a response to querying the longest period of unprotected sex was not 
limited to only to those who were at not risk for unwanted pregnancies, for example 
those who were planning to get pregnant or those exclusively had a female sex 
partner. 

 

Reviewer #2:  

General Comments:  



1. I thank the authors for their work on this important topic. Better describing women 
Veterans' experiences with family planning care and health care usage is 
essential to informing how we provide care and meet the needs of this 
population. This work also highlights the importance of trauma-informed and 
evidence-based care for invasive procedures like pelvic exams and the potential 
to catch and treat sexual dysfunction and pain with intercourse during well 
woman visits rather than waiting for patients to specifically seek care for pain. 

Authors’ response: Thank you for your comment. 

 

Precis and Abstract 

2. Lines 44, 62, 75, and others: Where this paper mentions abortion, the phrases 
"elective abortion" or "elective termination" are used. For reasons outlined by Dr. 
David Grimes and Dr. Gretchen Stuart in a 2010 paper titled "Abortion 
jabberwocky: the need for better terminology" in the journal Contraception, the 
preferred terminology is "induced abortion" or simply "abortion".  

Authors’ response: Your point is well made and consistent with reviewer 1. In 
response we have changed the paper to use the word “induced abortion” rather than 
“elective termination.” Thank you for bringing this issue to our attention (Lines 84, 
88, 148, 156, 378, and Table 4). 

  

3. Line 58-59: "Because there was a significant difference among age and history of 
LSA (p<.0001)" May be better reworded to state that "There was an association 
between older age and history of LSA" or "there were higher rates of history of 
LSA among older women" to state both the difference and the direction of the 
difference. 

Authors’ response: We have revised the phrase per your suggestion (Lines 60-62). 

 Original: Over half (62%) of participants reported experiencing LSA. Because there 
was a significant difference among age and history of LSA (p<.0001), we stratified 
the analysis by age. 

 Revision: Over half (62%) of participants reported experiencing LSA. Because there 
was an association between older age and history of (p<.0001), we stratified the 
analysis by age. 

 

Introduction 

4. Line 77 - "woman Veterans" should be pluralized to "women Veterans" 

Authors’ response: We have revised this accordingly (now Line 96) 

Original: Because an association between contraception use and LSA has implications 
for reproductive health care delivery, we sought to determine whether woman 
Veterans who have experienced LSA have differences in reproductive health care 
seeking, contraception usage, and family planning outcomes than those who have 
not experienced LSA. 



Revision: Because an association between contraception use and LSA has implications 
for reproductive health care delivery, we sought to determine whether women 
Veterans who have experienced LSA have differences in reproductive health care 
seeking, contraception usage, and family planning outcomes than those who have 
not experienced LSA. 

Methods  

5. Lines 127- 129 and 163 - 166: The timeframe in which the sexual assault 
occurred and the location (in the military or outside the military) is mentioned in 
these two places but is not addressed in the results section. Was this analyzed, 
and if so, what were the findings?  

Authors’ response: Your comment is consistent with the observation of Reviewer #1. 
In response we have removed this discussion of timeframe as it was not relevant to 
this paper (Lines 174-177)  

Original: Sexual assault occurrence was assessed for four different time points: 1) 
during childhood, 2) from age 18 years to military entry, 3) during military service, 
and 4) following military service. Participants who reported not experiencing 
attempted or completed sexual assault were categorized as not experiencing LSA. 

Revision: Deleted 

Results 

6. Line 185- use of the term "sexual preference" is outdated and implies choice. 
"Sexual orientation" or "lesbian and bisexual relationships" are better descriptors 

Authors’ response: Thank you for this comment. We eliminated the term “sexual 
preference” from the manuscript and replaced it with "lesbian and bisexual sexual 
orientation." (Line 243). We also added a sentence to the methods section 
describing how sexual orientation was collected (now lines 133-134). 

Original: In the 20-39 year-old age group, those who experienced LSA were more likely 
to: 1) be married two or more times (p=0.005) and to be married or divorced at the 
time of the interview (p=0.046), 2) have a higher proportion of lesbian or bisexual 
sexual preference… 

Revision: In the 20-39 year-old age group, those who experienced LSA were more likely 
to: 1) be married two or more times (p=0.005) and be married or divorced at the time 
of the interview (p=0.046), 2) have a higher proportion of lesbian or bisexual sexual 
orientation… 

Revision: Sexual orientation was asked as “Which of the following best describes your 
current sexual preference?” with response options of heterosexual, lesbian, or 
bisexual. 

7. Lines 196-197: Is there a reason the authors do not include p-value? 

Authors’ response: This was an oversight. However, we eliminated this sentence from 
the results based on feedback from another reviewer (now Lines 255-257).  

Original: LSA was associated with poorer health status in both age groups (Table 2). 
Women with LSA in both groups were more likely to have a self-reported history of 
depression, anxiety, and/or PTSD, and to report having pain with sexual intercourse. 

Revision: Deleted 



8. Lines 195-197: Consider relating this statement regarding seeking care for 
painful intercourse to rates of pain with intercourse being higher for women with 
LSA. Perhaps moving it next to the statement in line 193 would allow a better 
flow of thought. I understand wanting to separate health outcomes and 
experiences with seeking care, but these would be better suited next to each 
other. 

Authors’ response: We combined those findings into one paragraph per your 
suggestion (Lines 250-255). 

 Revision: LSA was associated with poorer health status, but not with seeking routine 
reproductive health care (Table 2). Women with LSA were more likely to have a self-
reported history of depression, anxiety, and/or PTSD, and to report having pain with 
sexual intercourse. There were no differences observed by LSA history for having a 
pelvic exam in the last five years, having a Pap smear in the last year, or seeking 
care for painful sex.  

9. Line 201: "In the older age group, 72.9% were more likely to have gone one or 
more years of having unprotected sex. (p<0.001)." Recommend rewording to 
"women with LSA were more likely to report…" Or "In the older age group, 72.9% 
of women with a history of LSA reported … compared to 59.3% of women 
without LSA, (p<0.001)." 

Authors’ response: Thank-you for these suggestions. We revised this sentence to add 
the comparison group per Reviewer #1’s and your suggestions (Line 272).  

 Original: In the older age group, 72.9% were more likely to have gone one or more 
years of having unprotected sex (p<0.001). 

 Revision: In the older age group, 72.9% (vs. 59.3%) were more likely to have gone 
one or more years of having unprotected sex. (p=<0.003). 

10. Lines 213-216: Table 5 shows a disproportionate number of women aged 40-52 
with history of LSA who report having a hysterectomy as a reason for not getting 
a Pap smear. These lines state that there was no difference in reported 
hysterectomy rates for those aged 20-39. It may be helpful in making this finding 
more clear to separate hysterectomy from the list of reasons listed above and 
make a separate statement about reported hysterectomy rate being different in 
the total sample and older age group with the clarifying remark about not 
reaching statistical significance in the younger age group (p-value 0.08). 
Separating provider recommendation and hysterectomy from the other reasons 
also makes sense because Pap smears are legitimately no longer recommended 
in the setting of hysterectomy for benign indications. This would also be another 
area to research in the future to determine what the indications for hysterectomy 
were in women with and without LSA. 

Authors’ response: We think this is a cogent observation and in response have 
removed hysterectomy from the list of reasons and made a separate statement 
about reported hysterectomy rates differing in the different age groups (Lines 284-
288). Also we have previously reported on indications for hysterectomy and 
associations with sexual assault (reference: Ryan GL, Mengeling MA, Summers KM, 
Booth BM, Torner JC, Syrop CH, Sadler AG. Hysterectomy risk in premenopausal-
aged military veterans: associations with sexual assault and gynecologic symptoms. 
Am J Obstet Gynecol. 2016 Mar;214(3):352.e1-352.e13. doi: 
10.1016/j.ajog.2015.10.003. Epub 2015 Oct 22. PMID: 26475424.). 



 Original: Compared to women who had not experienced LSA (Table 5), those who 
experienced LSA were more likely to provide multiple explanations such as fear that 
a provider would ask about history of violence, being anxious about the exam, 
feeling out of control of their body, reporting Pap smears are painful or 
embarrassing, or having had a hysterectomy. Women aged 40-52 who experienced 
LSA were also significantly more likely to report that their provider does not  
recommend Pap smears. When looking at women aged 20-39 alone, those who 
experienced LSA did not show a substantial difference in hysterectomy history from 
those without a history of LSA. 

 Revised: Compared to women who had not experienced LSA (Table 5), those who 
experienced LSA were more likely to provide multiple explanations, such as fear that 
a health care professional would ask about history of violence, being anxious about 
the exam, feeling out of control of their body, reporting Pap smears are painful or 
embarrassing. Women aged 40-52 who experienced LSA were also significantly 
more likely to report that their health care professional does not recommend Pap 
smears. Additionally, a greater proportion of women aged 40-52 reported having a 
hysterectomy (85.2%) compared to women aged 20-39 (14.8%) for not getting a Pap 
smear. 

11. Line 222 - "women without LSA, p=0.011, Table 6)" is missing a forward 
parenthesis before the p-value. 

Authors’ response: Thank-you for this catch. We added the forward parenthesis (Line 
301). 

Discussion 

12. Line 240 - "participants with LSA had double of the odds" should be "had double 
the odds", consider using "risk" instead of "odds" 

Authors’ response: Thank-you. In response we revised this sentence to be as clear as 
possible; however, we did not use the word risk because we used odds ratios in our 
analysis instead of risk ratios (Lines 307-309). 

Original: Our findings demonstrated that women Veterans who experienced LSA had 
nearly double the odds of having unprotected sex for more than a year, regardless of 
age.  

Revision: Our findings indicated that women Veterans who experienced LSA were 
less likely to seek prenatal care with their first pregnancy, were over two times as 
likely to report unprotected sex for more than a year and were more likely to 
experience a teen pregnancy and an induced abortion. 



13. Line 243 - 244 See comments for Table 3 below. If looking at percentage of 
women who report painful intercourse (as listed in Table 2) who seek care, in the 
younger age group fewer women with LSA sought care compared to those 
without LSA (44% versus 50%). It is unclear if the p-value stated in table 3 is for 
this comparison or the overall percentage of LSA versus no-LSA who sought 
care. Comparing only those who report pain with intercourse may be a more 
useful comparison, given we know that dyspareunia is higher in women with 
LSA. Interestingly, in the older age group it was more likely for those with LSA to 
seek care for pain with intercourse (51.5% vs 38.1%). It would be interesting to 
look at this in relation to the timing of the sexual assault. For example, if older 
women are perhaps further away from their assault and may be more recovered, 
enough to start seeking care. Perhaps this is indicating a delay in seeking care 
with lower rates among younger group and higher rates among the older group? 

Authors’ response: Table 3 provides a comparison of women who reported pain 
and had an evaluation of the pain among women who experienced LSA vs. not 
experiencing LSA. Please see the label for this row. We agree with your second 
point that it would be interesting to explore the duration among sexual assault 
occurrence and women started seeking treatment for painful sex. However, we are 
not able to examine this question because we do not know exactly when an assault 
occurred and when they sought care. This question is also beyond the scope of this 
paper but is an important consideration for future research.  

14. Line 271 - "over the double the odds" should be "over double the odds". Also 
consider using the word risk since odds indicates use of an odds ratio.  

Authors’ response: We responded to make this sentence clearer but refrained from 
using the word “risk” because we used odds ratios and not risk ratios (Line 361). 

 Original: When we examined these outcomes among age groups, we found that the 
40-52-year-old women were over the double the odds of having a teen pregnancy, 
whereas there was no differences among women 20-39 years of age. 

 Revision: When we examined these outcomes among age groups, we found that the 
40-52-year-old women were two times as likely to have a teen pregnancy, whereas 
there was no difference among women 20-39 years of age. 

15. Line 272 - "there was no differences" should be "there was no difference" 

Authors’ response: Thank-you for this catch. We corrected this (Line 367). 

Tables 

16. Table 3: Where do the percentages for "Sought care for painful sex among those 
with issue, includes those having painful intercourse (n=219)" come from? It 
appears the percentages are of the total group as tallied at the top of the column, 
not a percent of those with painful intercourse as stated in the row name (These 
would be 36/81= 44% for LSA versus 18/36= 50% for no LSA for the younger 
age group, and 51.5% and 38.1% for the older age group)? Also, where does 
n=219 come from, as Table 2 states n=235 report pain with intercourse? Is this 
due to incomplete data? 

Authors’ response: These are important observations.  In response we have made 
several revisions to Table 3 including clarification on numerators and denominators 
and percentages. 



17. I find the use of row percentages in Tables 5 and 6 to be less helpful than column 
percentages would be for this particular data set. The percent of women 
reporting each reason (even if not adding to 100% due to not being mutually 
exclusive) is more easily understood than giving the percent of women with LSA 
history for each reason.  

Authors’ response: Thank-you for this catch.  For Table 6, we had already used 
column percentages but put row in the footnote by mistake. We have updated Table 
5 with column percentages.  

 

Reviewer #3:  

1. The authors present a secondary analysis of data collected from 2005-2008 
among 999 veteran women in Iowa. They compared frequency of reproductive 
health care seeking (e.g. pelvic exams, pap smears, prenatal care), 
contraception usage, and family planning outcomes (e.g. history of conceiving, 
age at first pregnancy, and having an elective termination) among women with 
and without a history of lifetime sexual assault (LSA), 62% of the cohort.  Their 
main findings were: 

• Women with LSA had increased odds unprotected sex over a year. 

• Among women who avoided getting paps and pelvic exams, those with 
LSA reported reasons such as anxiety about the exam or fear of 
experiencing pain or embarrassment. 

• Women with LSA had double odds of reporting dyspareunia. 

• A quarter of the entire cohort and two-thirds of women with LSA did not 
receive prenatal care in their first pregnancy. 

• Women with LSA had double the odds of having teen pregnancy or 
elective termination. 

2. Line 60: "Women with a history of LSA were more likely to have gone more than 
one year of having unprotected intercourse." The phrasing "to have gone > 1 yr" 
makes this sentence a little difficult to understand. 

Authors’ response: We agree this phrasing was awkward and have revised (Lines 67-
68). 

Original: Women with a history of LSA were more likely to have gone more than one 
year of having unprotected intercourse… 

Revision: Women with a history of LSA were more likely to have had unprotected 
intercourse for a year or more… 

3. Line 64: Women aged 40-52 were more likely than whom? Other age groups? 
Later we learn that the stratified analysis by age was a division into two groups, 
20-39 years and 40-52 years of age. 

Authors’ response: Thank-you for this observation, we revised this sentence to clarify 
our comparison group of women 40-52 year of age who did not experience LSA 
(Line 73-74). 



Original: When stratified by age, women aged 40–52 years with a history of LSA 
were more likely to report more than a year of unprotected sex, teen pregnancy, and 
not seeking prenatal care with first pregnancy. 

Revision: When stratified by age, women aged 40–52 years with a history of LSA 
were more likely to report more than a year of unprotected sex, teen pregnancy, and 
not seeking prenatal care with first pregnancy, than women aged 40-52 who did not 
report LSA. 

4. Line 87: There are several outcomes of interest in this study; it's not clear what 
the primary outcome was. The study could benefit from more focus. Was the 
sample size adequate to detect a clinically meaningful difference in the primary 
outcome? What were considered confounders and how was it decided what to 
adjust for?  

Authors’ response: Because this work addresses an understudied topic, we 
purposefully attempted to be comprehensive in our approach. We identified three 
key domains (1) reproductive health care seeking, (2) contraception usage, and (3) 
family planning outcomes. Within each domain, we examined multiple outcomes. 
This analysis used data from another study, thus the sample size derived was 
powered for another outcome. In response to significant odds ratios, we have 
detailed clinically meaningful findings in the discussion. In Lines 224-225, we explain 
that we controlled for key demographic variables that were significant in the bivariate 
analysis. These variables were those that were significant in Table 1.   

5. Line 177: The results section could benefit from better organization to make it 
easier to follow since there are many individual findings presented. Clarity of the 
primary objective in the methods section would improve presentation in the 
results. For example, they could present their bivariate analysis, followed by 
adjusted analysis, and then results stratified by age. 

Authors’ response: We appreciate these observations and have responded by 
reorganizing the results section to better reflect the purpose of this manuscript per 
the last paragraph of the introduction and by adding subsection heading. We believe 
that the reviewers will find this section easier to follow.  

6. Line 224: The discussion section could benefit from improved organization into 
simply how their main findings fit into the larger body of research on this subject, 
strengths, limitations, and clinical implications. The elements are there but the 
presentation could be tightened.  

Authors’ response: We have responded by reorganizing components of the discussion 
section to make our main findings more focused and included the related literature, 
limitations, and clinical implications. 

7. Overall, the subject matter is important, but the study lacks focus. It's not clear 
how relevant the findings are to the Green Journal readership. 

Authors’ response: We believe that we have responded to reviewer 3 concerns to 
improve our presentation of the study focus.  We believe that our study findings are 
highly relevant to readers of the Green Journal given our results indicate that sexual 
assault and its association to trauma can impact the reproductive health of women, 
including their care seeking behaviors and contraception use. Our revisions provide 
more focus to the manuscript.  

STATISTICAL EDITOR COMMENTS: 



1. General: Need to elaborate on how the 1004 women in the sample were 
representative of all women in the population of interest.  That is, how is the 
reader assured that this does not represent a biased, non-representative 
sample?  That is, how were these women chosen? 

Authors’ response: Thank-you for this observation. We responded by adding more 
detail about how the sample was chosen in the methods section of the manuscript 
(Lines 120-124). Additional detail can also be found at reference #11. We also have 
previously added to the discussion section (Lines 350-353) that the sample is from 
two Midwestern VA facilities and thus generalizability may be limited. Lastly, we 
included Appendix A, which has a STROBE diagram of recruitment.  

Original: Of the 2414 women identified, 1670 were located and invited to participate, 
1055 consented, and 1004 completed the interview. 

Revision: A total of 2414 of Women Veterans who used the VA within the previous 5 
years were identified. Following a recruitment protocol, 1670 of the 2414 (69.2%) 
were located and invited to participate. From these 1670 women we contacted, 1004 
of 1055 consenting participants completed the interview (95.2%) to providing a final 
available response rate of 60.1%. 

2. Table 1, 2, 3, 5: Clearly, the baseline characteristics differed in many respects for 
the LSA vs non-LSA groups, so unadjusted comparisons are difficult to interpret. 

Authors’ response: Per the Reviewers request, we have removed the unadjusted 
comparisons and replaced them with p-values. Tables 1, 2, 3, and 5 now 
consistently present p-values to indicate statistical differences between the cohort’s 
characteristics and Lifetime Sexual Assault stratified by age.  

3. Table 4: There are at least 10 variables used as adjustors in the multivariable 
models, so need to provide (could be on-line material), the actual counts of 
adverse events for each of the behaviors/outcomes in the rows of the Table for 
each subset.  If the actual counts are few, then the models may be over fitted.  
On the other hand, the NS comparisons may be under powered and not 
generalizable if the counts were too few. 

Authors’ response: We have made several revisions to the manuscript related to this 
comment. First, we included Appendices A-E in the revision to show the sample 
sizes for each covariates in the models for each outcome. The editor is welcome to 
publish these appendices if deemed important. Second, we re-analyzed the models 
for Table 4 by eliminating sexual orientation as a covariate (see lines 224-225) and 
Table 4). We also collapsed categories for three other covariates (rank, number of 
times married, and general health; see Tables 1, 2, and 4). Third, the adjusted odds 
ratios in Table 4 different and some were no longer significant while others had 
increased odds). Thus, we revised the abstract (lines 68-69), the results section 
(lines 262-267), and the discussion section (lines 307-309, 328-329, 348-349, 361-
367, and 412-415). 

 

 

 

 

 



EDITORIAL OFFICE COMMENTS: 

 

1. The Editors of Obstetrics & Gynecology are seeking to increase transparency around 
its peer-review process, in line with efforts to do so in international biomedical peer 
review publishing. If your article is accepted, we will be posting this revision letter as 
supplemental digital content to the published article online. Additionally, unless you 
choose to opt out, we will also be including your point-by-point response to the 
revision letter. If you opt out of including your response, only the revision letter will 
be posted. Please reply to this letter with one of two responses: 

A. OPT-IN: Yes, please publish my point-by-point response letter.   

B. OPT-OUT: No, please do not publish my point-by-point response letter. 

Authors’ response: We select option A to opt-in to publishing our point-by-point 
response letter. 

2. Obstetrics & Gynecology uses an "electronic Copyright Transfer Agreement" (eCTA).  
When you are ready to revise your manuscript, you will be prompted in Editorial 
Manager (EM) to click on "Revise Submission." Doing so will launch the 
resubmission process, and you will be walked through the various questions that 
comprise the eCTA. Each of your coauthors will receive an email from the system 
requesting that they review and electronically sign the eCTA. 

Please check with your coauthors to confirm that the disclosures listed in their eCTA 
forms are correctly disclosed on the manuscript's title page. 

Authors’ response: We have confirmed disclosures for all authors.  

3. Our journal requires that all evidence-based research submissions be accompanied 
by a transparency declaration statement from the manuscript's lead author. The 
statement is as follows: "The lead author* affirms that this manuscript is an honest, 
accurate, and transparent account of the study being reported; that no important 
aspects of the study have been omitted; and that any discrepancies from the study 
as planned (and, if relevant, registered) have been explained." *The manuscript's 
guarantor. If you are the lead author, please include this statement in your cover 
letter. If the lead author is a different person, please ask him/her to submit the 
signed transparency declaration to you. This document may be uploaded with your 
submission in Editorial Manager.  

Authors’ response: We have included that statement in this cover letter. 

 

4. If your study is based on data obtained from the National Center for Health Statistics, 
please review the Data Use Agreement (DUA) for Vital Statistics Data Files that you 
or one of your coauthors signed. If your manuscript is accepted for publication and it 
is subsequently found to have violated any of the terms of the DUA, the journal will 
retract your article. The National Center for Health Statistics may also terminate your 
access to any future vital statistics data. 

 

Authors’ response: Not applicable for this manuscript 

 



5. For studies that report on the topic of race, authors must provide an explanation in 
the manuscript of who classified individuals' race, ethnicity, or both, the 
classifications used, and whether the options were defined by the investigator or the 
participant. In addition, the reasons that race/ethnicity were assessed in the study 
also should be described (eg, in the Methods section and/or in table footnotes). 

 Use "Black" and "White" (capitalized) when used to refer to racial categories. 

 Authors’ response: Black and White are capitalized in this manuscript. 

 The category of "Other" is a grouping/label that should be avoided, unless it was a 
prespecified formal category in a database or research instrument. If you use 
"Other" in your study, please add detail to the manuscript to describe which patients 
were included in that category. 

 Authors’ response: We revised the manuscript to use the label “another race” 
rather than using the term “other”. We also added specific details about how race 
was asked and how we categorized race to our Methods section. 

6. All submissions that are considered for potential publication are run through 
CrossCheck for originality. The following lines of text match too closely to previously 
published works.  

Please add a citation on line 256 "As previously noted...experienced LSA." 

Authors’ response: This line is from this manuscript and not from another manuscript. 
The phrase “As previously noted” refers to within this manuscript. We have revised 
this sentence to make that point explicit.  

7. Responsible reporting of research studies, which includes a complete, transparent, 
accurate and timely account of what was done and what was found during a 
research study, is an integral part of good research and publication practice and not 
an optional extra. Obstetrics & Gynecology supports initiatives aimed at improving 
the reporting of health research, and we ask authors to follow specific guidelines for 
reporting randomized controlled trials (ie, CONSORT) or observational studies (ie, 
STROBE). Include the appropriate checklist for your manuscript type upon 
submission. Please write or insert the page numbers where each item appears in the 
margin of the checklist. Further information and links to the checklists are available 
at http://ong.editorialmanager.com. In your cover letter, be sure to indicate that you 
have followed the CONSORT, MOOSE, PRISMA, PRISMA for harms, STARD, 
STROBE, RECORD, CHEERS, SQUIRE 2.0, or CHERRIES guidelines, as 
appropriate. 

Authors’ response: We have included the STROBE checklist for cross-sectional 
studies with our manuscript. 

7. Standard obstetric and gynecology data definitions have been developed through the 
reVITALize initiative, which was convened by the American College of Obstetricians 
and Gynecologists and the members of the Women's Health Registry Alliance. 
Obstetrics & Gynecology has adopted the use of the reVITALize definitions. Please 
access the obstetric data definitions at https://www.acog.org/practice-
management/health-it-and-clinical-informatics/revitalize-obstetrics-data-definitions 
and the gynecology data definitions at https://www.acog.org/practice-
management/health-it-and-clinical-informatics/revitalize-gynecology-data-definitions. 
If use of the reVITALize definitions is problematic, please discuss this in your point-
by-point response to this letter. 



Authors’ response: We revised the entire manuscript to replace the term “elective 
terminations” to “induced abortions” in response to feedback from Reviewer #1 and 
the list of revitalize terms. 

8. Because of space limitations, it is important that your revised manuscript adhere to 
the following length restrictions by manuscript type: Original Research reports 
should not exceed 22 typed, double-spaced pages (5,500 words). Stated page limits 
include all numbered pages in a manuscript (i.e., title page, précis, abstract, text, 
references, tables, boxes, figure legends, and print appendixes) but exclude 
references. 

Authors’ response: The revised manuscript is current at 22 typed, double-spaced 
pages and 5,500 words, excluding referenced.  

9. Specific rules govern the use of acknowledgments in the journal. Please note the 
following guidelines:  

* All financial support of the study must be acknowledged.  

* Any and all manuscript preparation assistance, including but not limited to topic 
development, data collection, analysis, writing, or editorial assistance, must be 
disclosed in the acknowledgments. Such acknowledgments must identify the entities 
that provided and paid for this assistance, whether directly or indirectly. 

* All persons who contributed to the work reported in the manuscript, but not sufficiently 
to be authors, must be acknowledged. Written permission must be obtained from all 
individuals named in the acknowledgments, as readers may infer their endorsement 
of the data and conclusions. Please note that your response in the journal's 
electronic author form verifies that permission has been obtained from all named 
persons.  

* If all or part of the paper was presented at the Annual Clinical and Scientific Meeting of 
the American College of Obstetricians and Gynecologists or at any other 
organizational meeting, that presentation should be noted (include the exact dates 
and location of the meeting). 

Authors’ response: We have included all financial support of this study in the title page 
of the manuscript. This paper has not been presented previously. 

10. The most common deficiency in revised manuscripts involves the abstract. Be sure 
there are no inconsistencies between the Abstract and the manuscript, and that the 
Abstract has a clear conclusion statement based on the results found in the paper. 
Make sure that the abstract does not contain information that does not appear in the 
body text. If you submit a revision, please check the abstract carefully.  

Authors’ response: We have checked the abstract carefully to ensure consistency.  

In addition, the abstract length should follow journal guidelines. The word limit for 
Original Research articles is 300 words. Please provide a word count.  

Authors’ response: The current word count of the abstract is 299 words. 

11. Only standard abbreviations and acronyms are allowed. A selected list is available 
online at http://edmgr.ovid.com/ong/accounts/abbreviations.pdf. Abbreviations and 
acronyms cannot be used in the title or précis. Abbreviations and acronyms must be 
spelled out the first time they are used in the abstract and again in the body of the 
manuscript.  



Authors’ response: We used only stand abbreviations and acronyms except for LSA 
for lifetime sexual assault. We have used LSA as an acronym in a previous Green 
Journal manuscript (see reference 23).  

12. The journal does not use the virgule symbol (/) in sentences with words. Please 
rephrase your text to avoid using "and/or," or similar constructions throughout the 
text. You may retain this symbol if you are using it to express data or a 
measurement. 

Authors’ response: We revised the manuscript by removing four instances of “and/or” 
and replaced with “and.” 

13. ACOG is moving toward discontinuing the use of "provider." Please replace 
"provider" throughout your paper with either a specific term that defines the group to 
which are referring (for example, "physicians," "nurses," etc.), or use "health care 
professional" if a specific term is not applicable. 

Authors’ response: We revised the manuscript by replacing five instances of the word 
“provider” with the term “health care professional”. 

14. In your Abstract, manuscript Results sections, and tables, the preferred citation 
should be in terms of an effect size, such as odds ratio or relative risk or the mean 
difference of a variable between two groups, expressed with appropriate confidence 
intervals. When such syntax is used, the P value has only secondary importance 
and often can be omitted or noted as footnotes in a Table format. Putting the results 
in the form of an effect size makes the result of the statistical test more clinically 
relevant and gives better context than citing P values alone.  

 If appropriate, please include number needed to treat for benefits (NNTb) or harm 
(NNTh). When comparing two procedures, please express the outcome of the 
comparison in U.S. dollar amounts. 

 Please standardize the presentation of your data throughout the manuscript 
submission. For P values, do not exceed three decimal places (for example, "P = 
.001"). For percentages, do not exceed one decimal place (for example, 11.1%"). 

Authors’ response: We have presented odds ratios along with p-values whenever 
appropriate. We also have only included three decimals places for P values and one 
decimal place for percentages. 

15. If your manuscript contains a priority claim, we discourage these since they are 
often difficult to prove. How do you know this is the first report? If this is based on a 
systematic search of the literature, that search should be described in the text 
(search engine, search terms, date range of search, and languages encompassed 
by the search). If it is not based on a systemac search but only on your level of 
awareness, it is not a claim we permit. 

Authors’ response: Our manuscript does not contain a priority claim. 

16. Please review the journal's Table Checklist to make sure that your tables conform to 
journal style. The Table Checklist is available online here: 
http://edmgr.ovid.com/ong/accounts/table_checklist.pdf. 

Authors’ response: We have reviewed the Table Checklist and ensured that our table 
conform to the style of the journal.  



17. The American College of Obstetricians and Gynecologists' (ACOG) documents are 
frequently updated. These documents may be withdrawn and replaced with newer, 
revised versions. If you cite ACOG documents in your manuscript, be sure the 
reference you are citing is still current and available. If the reference you are citing 
has been updated (ie, replaced by a newer version), please ensure that the new 
version supports whatever statement you are making in your manuscript and then 
update your reference list accordingly (exceptions could include manuscripts that 
address items of historical interest). If the reference you are citing has been 
withdrawn with no clear replacement, please contact the editorial office for 
assistance (obgyn@greenjournal.org). In most cases, if an ACOG document has 
been withdrawn, it should not be referenced in your manuscript (exceptions could 
include manuscripts that address items of historical interest). All ACOG documents 
(eg, Committee Opinions and Practice Bulletins) may be found at the Clinical 
Guidance page at https://www.acog.org/clinical (click on "Clinical Guidance" at the 
top). 

Authors’ response: We cited two ACOG document in this manuscript. Reference #20 
(ACOG Practice Bulletin: clinical management guidelines for obstetrician-
gynecologists. Number 45, August 2003. Cervical cytology screening (replaces 
committee opinion 152, March 1995). Obstetrics and gynecology. 2003;102(2):417-
427) was chosen purposefully to reflect the guidance on Pap Smears at the time of 
data collection for this study. 

Reference #30 (ACOG Committee Opinion No. 754: The Utility of and Indications for 
Routine Pelvic Examination. Obstetrics and gynecology. 2018;132(4):e174-e180.) is 
still available and up-to-date. 

18. Authors whose manuscripts have been accepted for publication have the option to 
pay an article processing charge and publish open access. With this choice, articles 
are made freely available online immediately upon publication. An information sheet 
is available at http://links.lww.com/LWW-ES/A48. The cost for publishing an article 
as open access can be found at https://wkauthorservices.editage.com/open-
access/hybrid.html.  

 


	1_TransparentPeerReview_CoverPage1-rev
	2_revisionletter_20-1967
	3_responsetoreviewers_20-1967



